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ACTINEX 


to help restore 
and stabilize the 
intestinal flora 


for fever blisters 
and canker sores 
of herpetic origin 


TABLETS & 


LACTINEX—a viable culture 
containing both Lactobacillus 
acidophilus and L. bulgaricus— 
first introduced to help restore 
the flora of the intestinal tract 
in infants and adults. 1,2,3,4 


■was 


Further clinical work showed 
LACTINEX to be successful in the 
treatment of fever blisters and canker 
sores of herpetic origin. 4,5 ’ 6 ’ 7 


No untoward side effects have been 
reported in 12 years of clinical use. 


Literature on indications and dosage 
available on request. 


(/) Frykman, H.M.: Minn. Med., Vol. 38, Jan. 1955. (2) 
Poth, E.J.: The J.A.M.A., Vol. 163, No. 15, April 13, 1957. 
(3) McCivney, J.: Texas State Jour, of Med., Vol. 51, No. 1, 
Jan. 1955. ( 4 ) Stern, F. H.: Jour, of The Amer. Ger. Soc., 
Vol. 11, No. 3, Mar. 1963. (5) Weekes, D. J.: N.Y. State 1 
Jour, of Med., Vol. 58, No. 16, Aug. 1958. ( 6 ) Abbott, P.L.: 
Jour, of OraI Surg., Anes. & Hosp. Dental Serv., Vol. 19, 
July 1961. (7) Weekes, D. J.: E.E.N.T. Digest, Vol. 25, 
No. 12, Dec. 1963. 


HYNSON, WESTCOTT & DUNNING, INC. 
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Open the nose- 


help drain 

the stagnant sinus 

gentl y 



Neo-Synephrine is a standard among 
topical vasoconstrictors. It is unsurpassed 
for reducing nasal turgescence in colds; 
and a most valuable aid in preventing 
and treating sinusitis. 

Neo-Synephrine stops the boggy feeling of 
colds at once—works against factors that 
induce sinusitis. With Neo-Synephrine 
nose drops, spray or jelly, turbinates shrink 
on contact, obstructed ostia open and 
drainage is re-established. 


In sinusitis, Neo-Synephrine helps to pro¬ 
mote drainage and hasten recovery.* Used 
promptly, it helps clear the stagnant sinus 
and lessen the chances of chronicity. 

Neo-Synephrine HCI is available in: 

Vb°7o solution for infants 

V4°7o solution for children and adults 

V4% pediatric nasal spray for children 

Vi°7o solution for adults 

Vj°7o nasal spray for adults 

V2°7o jelly for children and adults 

1°7o solution for adults (resistant cases) 



♦Proctor, D. F.: The Nose, Paranasal Sinuseand 
Ears in Childhood, Springfield, III., Charles: 
Thomas, 1963, p. 34. nr.-Tr — 

\J/wttrI/Ufa 

Winthrop Laboratories, New York, N. Y. 1001 


In colds and sinuitis 



(brand of phenylephrine hydrochloric) 


solutions/spraysell 
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AN ULTRA-MODERN HOME IN THE SUBURBS 
ON 17 ACRES WITH COUNTRY ATMOSPHERE 


ALL THE COMFORTS OF HOME . . . FOR 


POST OPERATIVE 
DIABETIC 
INVALID 
AGED 

• Occupational and Physical Therapy 

• Beautifully Decorated 

• Large Porches 

• Supervised Diets 

• Reasonable Rates 


CHRONIC 
AMBULATORY 
PARALYTIC 
RETIRED GUESTS 

• Private and Semi-Private Rooms with 

Connecting Complete Bath Rooms 

• Television in Spacious Lounges 

• Beautician Service 

• Patients May Retain Their Own 

Physician 


MEMBER OF 

National Geriatrics Society 
American Nursing Home Assn. 
Maryland Nursing Home Assn. 



ACCREDITED BY THE 
NATIONAL COUNCIL FOR 
THE ACCREDITATION OF 
NURSING HOMES 



KENSINGTON GARDENS SANITARIUM 

A Medical Institution Under the Supervision of Registered Nurses 

ESTABLISHED 1947 LICENSED BY STATE AND COUNTY 

3000 McComas Avenue Kensington, Maryland 

Proprietors-Administrators — 

LILLIAN H. and GEORGE L. BRICKER 

For Further Information 
Phone 


933-0060 or 933-0872 
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at Merck Sharp & Dohme... 



understanding... 


precedes development 


The development of chlorothiazide and probene¬ 
cid were events of major importance, but perhaps 
even more important for the future was the Renal 
Research Program by which they were developed. 
When Merck Sharp & Dohme organized this pro¬ 
gram in 1943, it was expressing in action some of 
its basic beliefs about research: 

• Many problems connected with renal structure 
and function were still undefined or unsolved. The 
Renal Research Program would begin its basic 
research in some of these problem areas. 

• From knowledge thus acquired might comeclues 
to the development of new therapeutic agents of 
significant value to the physician. 


For example, the Renal Research Program put 
fifteen years into this search before chlorothiazide 
became available. But because these years had 
first led to a greater understanding of basic 
problems, the desired criteria for chlorothiazide 
existed before the drug was developed. 

Along with other research teams at Merck Sharp 
& Dohme, the Renal Research Program continues 
to add new understanding of basic problems — 
understanding which will lead to important new 
therapeutic agents. 

<$$MERCK SHARP&DOHME Division of Merck & Co., Inc , West Point, Pa. 

where today’s theory is tomorrow’s therapy 
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MARK THESE IMPORTANT DATES ON YOUR CALENDAR 

April 27-May 4, 1966—Annual meeting. Medical and Chirurgical Faculty of the State of Maryland. 
April 27-28, Baltimore—April 29-May 4, Aboard ship and in Bermuda 


January 28—1-2 PM 

From Frederick Memorial Hospital: “Some Unusual Presentations o; Lymphoma,” Ernest MEDIC 

W. Smith, MD. PROGRAMS 

February 4—12:30-1:30 PM 

From University Hospital: “Problems in the Diagnosis of Coronary Disease,” Leonard 
Scherlis, MD. 

February 9—8 PM 

From Anne Arundel County Medical Society: “Long Term Effects of Estrogon—Progestin 
Combinations,” Alvin F. Goldfarb, MD. 

February 1 1 —12:30-1:30 PM 

From The Johns Hopkins Hospital: “Arthritis,” Lawrence E. Shulman, MD. 

February 25—1 -2 PM 

From Frederick Memorial Hospital: “Iron Metabolism,” Major Marcel Conrad. 

You may hear these programs in the Faculty auditorium or at one of the participating 
hospitals. 


January 26—7:30 PM—Velleggia's Restaurant, Baltimore 

“Skin Diseases in Pakistan,” Celeste Woodward, MD, University of Maryland School of 
Medicine. 


MARYLAND 

DERMATOLOGICAL 

SOCIETY 


February 1—7:30 PM—1211 Cathedral St., Baltimore 

"Problems Facing Anesthesiology in America,” Perry P. Volpitto, MD, Medical College of 
Georgia. 


MARYLAND SOCIETY 
OF 

ANESTHESIOLOGISTS 


February 4—8:30 PM—121 1 Cathedral St., Baltimore 
THE PHYSICIAN AND MEDICARE—REHABILITATION 
“Resources,” Aubrey D. Richardson, MD, medical director, Keswick Nursing Home. 

"Physical and Occupational Therapy Techniques," Paul F. Richardson, MD, associate pro¬ 
fessor of physical medicine and rehabilitation and head. Division of Physical Medicine and 
Rehabilitation, University of Maryland School of Medicine. 

“Problems in Cerebrovascular Strokes,” Douglas G. Carroll, MD, chief, physical medicine 
and rehabilitation, Baltimore City Hospitals. 

“Techniques in Arthritis," B. Stanley Cohen, MD, physiatrist-in-chief, Department of 
Physical Medicine and Rehabilitation, Sinai Hospital of Baltimore, Inc. 


BALTIMORE CITY 
MEDICAL SOCIETY 


Acceptable for 2 hours Category 1 credit by the American Academy of General Practice. 
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February 10—8:30 PM—1211 Cathedral St., Baltimore 


MARYLAND 

PSYCHIATRIC SOCIETY 

“The Psychotherapies Including Psychoanalysis,” A. Russell Anderson, MD, director and 
training analyst, Baltimore Psychoanalytic Institute. Discussant: Robert W. Gibson, MD, 
medical director, Sheppard and Enoch Pratt Hospital. 

HEART ASSOCIATION OF THE 
LOWER EASTERN SHORE 

February 1 1 

Teaching sessions for physicians: “Intensive Care of the Patient with Myocardial Infarc¬ 
tion," John J. Curry, MD. 

BALTIMORE CITY 
DENTAL SOCIETY 

February 16—Sheraton Belvedere Hotel, Baltimore 

3 PM—“Dentistry for the Handicapped," Dr. Solomon Rosenstein 

6 PM—Cocktails and Dinner 

7:30 PM—Projected Clinics—Mid-Atlantic Pedodontic Study Club 

MARYLAND 
THORACIC SOCIETY 

February 20—Sheraton Belvedere Inn 

Sixth annual scientific session and third annual Trudeau lecture. Registration, 9:30 AM; 
luncheon, 12:30 PM; Trudeau lecture, 1:45 PM—"The Diagnosis and Treatment of Pul¬ 
monary Mycoses,” John P. Utz, MD, Professor of Medicine, Medical College of Virginia. 

MEDICINE 

1966 

Sunday afternoons—2 PM—WMAR-TV, Channel 2 

Sponsored by Baltimore City Medical Society, Committee on Public Education. William 
Schuman, MD, Chairman. 

January 23—“Death on the Road" 

January 30—“Drinking, Drugs and Driving” 

February 6—“Your Doctor and Medicare” 

February 13—“Health Hoaxes” 

February 20—“Syphilis” 



POSTGRADUATE COURSES 

UNIVERSITY OF 
MARYLAND 

7. CLINICAL ANATOMY—February 2 through May 25 

Under direction of Otto C. Brantigan, MD: Emphasizing the practical application of anato¬ 
my and anatomical principles in physical and x-ray diagnosis. Anatomical knowledge is 
related to the use of needling in performing diagnostic procedures and in treatment. The 
course is directed toward both the medical man and the surgeon. It is an aid in prepara¬ 
tion for the American Board Exam. 

8. OBSTETRICS—February 10 

Under direction of Edmund B. Middleton, MD: Problems of obstetrical management in the 
prenatal period and at the time of delivery will be considered. 

9. HEMATOLOGY—March 10 

Under direction of Carroll L. Spurling, MD: A basic review of diseases of the hemopoietic 
system. Illustrative peripheral blood and bone marrow slides will be used in connection 
with selected case material. Newer techniques of diagnosis and treatment will be dis¬ 
cussed. 

AMERICAN COLLEGE 
OF PHYSICIANS 

Course No. 10—CURRENT CONCEPTS OF INFECTIOUS DISEASES, February 7-11, Jefferson 
Medical College, Philadelphia. 

Course No. 11—MEDICAL GENETICS, February 14-18, The Johns Hopkins University School 
of Medicine. 

Course No. 12—CANCER, February 21-25, Presbyterian-St. Luke's Hospital, Chicago. 

Inquire: Edward C. Rosenow, Jr., MD, executive director. The American College of Physi¬ 
cians, 4200 Pine St., Philadelphia, Pa. 19104. 
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Architect: Edward H. Noakes & Associates, A. I. A. 


Here is a superb setting for the medical man who knows the importance of en¬ 
vironment for his office location. In the heart of suburban Bethesda’s medical 
research complex, Georgetown Doctor’s Park features office suites of approxi¬ 
mately 600, 900, 1200, and 1500 square feet specifically designed for doctors 
or dentists. Patients may park just steps from your ground level entrance. 


• Immediate occupancy 

• Sound conditioning 

• Charmingly designed colonial facades 

• Individually controlled air conditioning 
and heating 


• Tree-studded setting 

• Private entrance to each suite 

• Directly across from the National 
Institute of Health and two minutes 
from Suburban Hospital 

• Less than one mile from Beltway 


Rental Arrangements by: 

John J. Grady Management, Inc. 

516 Wheaton Plaza Building, Wheaton, Maryland 
Phone: 946-2070 

Construction by: COAKLEY & WILLIAMS, INC., Silver Spring, Maryland 

Call for appointment. Inspection at site arranged at your convenience. Phone 946-2070 
Furnished models open Saturday and Sunday from 1 ’till 5 


DIRECTIONS: North on Wisconsin Avenue, left on Cedar Lane, OR, take Capital Beltway 
to Exit 19 (Wisconsin Avenue), South on Wisconsin Avenue, right on Cedar Lane. 


GEORGETOWN DOCTOR’S PARK • 5401 WEST CEDAR LANE • BETHESDA, MARYLAND 
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APRIL 27 - MAY 4, 1966 


A Week of Scientific Sessions 
at 


THE 168 th ANNUAL MEETING OF THE 
MEDICAL AND CHIRURGICAL FACULTY 


Aboard Ship and in Bermuda 
April 29 - May 4 


The Alcazar, Baltimore 
April 27 and 28 


SEE THE EXHIBITS — SCIENTIFIC AND TECHNICAL — 
A WORTHY FEATURE OF THE EDUCATIONAL PROGRAM 


ROUND TABLE LUNCHEON 


PRESIDENTIAL DINNER 


MEDICOLEGAL SYMPOSIUM 
MEETINGS OF THE HOUSE OF DELEGATES 

MEMBERS OF THE FACULTY — BE SURE TO ALLOW TIME TO 
AVAIL YOURSELF OF THE OPPORTUNITY TO HAVE 
THE HEALTH EVALUATION TESTS 


A benefit of membership through the efforts of your fellow members 



IT’S NOT TOO LATE 

MAKE YOUR RESERVATION TODAY FOR THE 
BERMUDA CRUISE CONVENTION 


Five wonderful days of medical education combined with fun and relaxation 
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A full scientific schedule has been planned by the 
Committee on Program and Arrangements 
under the chairmanship of John Collins Harvey, MD. 


In addition to the speakers listed last month in the Journal and those to be listed 
in future issues, the following lectures will be given: 


The Second annual George M. Boyer, MD, Lecture will be given on Wednesday, 
April 27, by JOHN PARKS, MD, whose subject will be Families and Physicians. Dean 
of The George Washington University School of Medicine since 1957, Dr. Parks is 
also professor of obstetrics and gynecology there. He was born in Oklahoma, received 
his MD degree from the University of Wisconsin, and served an internship at the Cin¬ 
cinnati General Hospital and a residency in obstetrics and gynecology at the Wis¬ 
consin General Hospital. Dr. Parks was director of the American Board of Obstetrics 
and Gynecology from 1950 to 1961 and was medical director of The George Wash¬ 
ington University Hospital from 1957 to 1965. He is consultant in obstetrics and 
gynecology at the National Institutes of Health and the Walter Reed Army Medical 
Center and is president of the National Board of Medical Examiners. 



Dr. Parks 


On April 28, ALAN S. RABSON, MD, will speak on the Viral Origin of Cancer. 

His presentation will be the Harvey Grant Beck Memorial Lecture. Dr. Rabson was 
born and educated in New York, receiving his MD degree from the Long Island 
College of Medicine. He was an intern in medicine at the Massachusetts Memorial 
Hospitals, which included five months training in infectious disease at the Haynes 
Memorial Hospital, Boston. He was an assistant resident in pathology at the University 
Hospital in New York City. In 1952 he was commissioned in the U.S. Public Health 
Service, taking an assistant surgeon course in epidemiology at the Communicable 
Disease Center, Atlanta. From 1952 to 1953, Dr. Rabson was director of the health 
study of the Detroit-Windsor International Air Pollution Study, Epidemiology Branch, 
Communicable Disease Center, Detroit City Health Department. Since 1956, he has 
been a staff member of the Laboratory of Pathology at the National Cancer Institute, 
Bethesda. 



Dr. Rabson 


H. CURTIS WOOD, JR., MD, medical field consultant and lecturer for the Asso¬ 
ciation for Voluntary Sterilization, Inc., has been a practicing obstetrician and 
gynecologist for 30 years, during which time he practiced at the Episcopal and 
Stetson Hospitals in Philadelphia Dr. Wood, upon invitation of Dr. Trimble, will give 
the annual I. Ridgeway Trimble Lecture on April 27, on Medicine’s Responsibility in 
the Population Explosion. Dr. Wood’s presentations have been favorably received at 
the state medical societies where he has spoken. He is well qualified to discuss the 
medical, social, economic, and legal aspects of voluntary sterilization. He is deeply 
convinced that involuntary, irresponsible parenthood compounds the most serious 
problems, from the worldwide population explosion to family difficulties in achieving 
harmony and emotional stability. Dr. Wood believes that expanded educational pro¬ 
grams on all aspects of birth control are urgently needed to help parents limit their 
families to the number of children they can care for and nurture. 



Dr. Wood 


More about the speakers next month 
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ANNUAL MEETING OF MEDICAL AND CHIRURGICAL FACULTY 
APRIL 27 and 28, 1966 BALTIMORE, MARYLAND 

APRIL 29-MAY 4, 1966 ABOARD SHIP AND IN BERMUDA 

v-- r 


MAKE YOUR HOTEL ROOM RESERVATIONS NOW 

for the 

ANNUAL MEETING OF MEDICAL AND CHIRURGICAL FACULTY 
APRIL 27 and 28, 1966 

A block of rooms has been set aside at the SHERATON-BELVEDERE HOTEL, Baltimore, for those attend¬ 
ing this meeting. Because of many activities in the city, rooms will be at a premium. 

The rates will be from $16.50 to $18.50 for a twin bedded room and bath for two persons; single occu¬ 
pancy will be $12.50 to $14.50. 

FOR YOUR HOTEL RESERVATION DETACH AND MAIL THIS SLIP DIRECTLY TO: 

r-------i 

Mrs. Jacqueline Amati 
SHERATON-BELVEDERE HOTEL 
Charles & Chase Sts., Balto., Md. 21202 

Name 

Address City State 

Please reserve.rooms Approximate rate.No. of persons. 

Date of arrival.Date of departure. 

Attending Annual Meeting of the Medical and Chirurgical Faculty. 

All requests subject to confirmation. 
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Proof ? See inside— 


Only 

Filter Queen 
cleans the 







DRAMATIC TEST PROVES FILTER QUEEN TRAIS 



1 Place a fresh Sanitary Filter Cone in the 
FILTER QUEEN container. (It takes only a 
moment to open the machine and replace 
the old Filter Cone.) 



2 Now unfold a clean white handkerchief and 
drop it into the Sanitary Filter Cone. (Even 
the daintiest,sheerest handkerchief may be 
used with perfect safety.) Then replace the 
turret top on the container. 



3 Now turn the machine over to any on 
witnessing the demonstration, and have he 
start the machine and apply the nozzle to an 
place where there is obvious dirt and dus 
Keep themachine operating for a full minutf 



NO DUST ON | 
HANDKERCHIEF 


filter traps dirt 
in container 


Remove the top of the container, and 
lift out the handkerchief. You’ll find 
it spotless as it was when it went in! 
(Where did the dirt go? Look in the 
bottom of the container.) 















DUST AS NO "VACUUM CLEANER” CAN! 


Revolutionary...and in a class by itself! 
FILTER QUEEN 
has the scientific cleaning features that 
hospitals need most 


All "vacuum” cleaners were much the same until the 
FILTER QUEEN SANITATION SYSTEM was designed. 
FILTER QUEEN’S patented Sanitary Filter Cone eliminates 
the need for messy bags, traps practically all airborne con¬ 
taminants passing into the machine (Harvard Medical School 
Report in Journal of the American Medical Association, 
November 25,1958).* 

Experienced hospital housekeepers know this well. That 
is why FILTER QUEENS have replaced every type of 
vacuum cleaner in hundreds of hospitals throughout the 
world. 

FILTER QUEEN has no porous bag that permits dust and 
dirt to reenter the room. FILTER QUEEN operates on an 
entirely different principle, “Cyclonic Cleaning Action.” 
Here’s how it works: Inrushing air, laden with dirt and 
dust, is deflected by a patented inlet guide as it enters the 



container; then is whirled by centrifugal force away from 
the cone. Dust and dirt are dropped to the bottom of the 
container. (See illustration.) Air, being lighter, is funnelled 
to the center of the "cyclone,” filters through the Sanitary 
Filter Cone and returns to the room dust-free. 

Why not ask your local FILTER QUEEN Distributor to 
make the dramatic handkerchief test (pictured at left) in 
your hospital? There is no better way to prove the improve¬ 
ment in cleaning ability between a FILTER QUEEN SAN¬ 
ITATION SYSTEM and any type of vacuum cleaner. (You'll 
find your distributor listed in the Yellow Pages; or write 
Health-Mor, Inc. direct). 

♦I'Ve will be glad to send you a reprint of this report on request. 


FILTER 


What hospital 
administrators say 
about FILTER QUEEN 

"I heartily recommend to any hospital administrator who is 
presently unhappy with the type of cleaning machine in use, 
that he try FILTER QUEEN for only two days and the machine 
will sell itself. ” 


“The FILTER QUEEN is great—a very important factor in 
patient areas, and is constructed so as to prevent air turbu¬ 
lence of dust at floor level. Filtering of the air, while in general 
operation, is also a very important and desirable factor." 


“One of the most pleasing features of the machine is its 
quietness. We can even clean in the rooms while occupied by 
the patients, and many have commented on how pleasant it is 
not to be disturbed by noisy, old-fashioned vacuum cleaners 
anymore." 

“The air exhaust at the top of the unit is a wonderful fea¬ 
ture, and the Sanitary Filter Cone is certainly our answer for 
working in closely confined patient areas." 

“We thought we had a clean hospital and a fairly good method 
of achieving acceptable sanitation, but this little machine 
made us revise our thinking and our methods." 


"A quiet motor which possesses excellent cleaning power 
and the convenience of having to clean out the cleaning com¬ 
partment only once a month, has proved very advantageous. 
One of the most important points . . . is that there is no bag 
to empty." 




In Canada: Filter Queen Corp., Ltd., 252 Victoria Street, Toronto, Ont. • In Mexico: Industrias Filter Queen, S.A., Av. Jardin #330,Col. del Gas, Mexico 15, D.F. 

A Product of HEALTH-MOR, INCORPORATED, 203 North Wabash Avenue, Chicago, Illinois 60601 
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THE LABEL THAT 
LEAVES IVH UIHJUT 



225 N. HOWARD ST. • LE. 9-4900 



BALTIMORE’S ONLY AUTHORIZED 
DEALER FOR 

MERCEDES-BENZ 


Now Showing—1966 Models 

200 • 2000 • 230 • 230S • 230SL 



Overseas Delivery 
Arranged in Our Office 

R. & H. Motors, Inc. 


4810 Belair Rd. 


Ph. 426-9200 


Specializing in the 
fitting of shoes 
for proper foot function 
and comfort 

ACCURATE PRESCRIPTION WORK 

ZIMMERMANN’S 

COMFORTABLE SHOES 
227 W. Saratoga St. Baltimore, Md. 

STORE HOURS 

Monday, Tuesday, Wednesday, Friday 
and Saturday. . .9:30 A.M. to 5:15 P.M. 
Thursday . . . 9:30 A.M. to 8:30 P.M. 



Thoughtful Husbands 

can give the Mrs. no finer gift for birthday or 
anniversary than a beautiful new mounting for 
an outmoded ring. 

Stop in for a confidential chat at your con¬ 
venience. 




CAPLAN 








231 N. Howard St., Baltimore (MU 5-8800) 
Tidewater Inn, Easton, Md. (TA 2-1553) 
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EXECUTIVE SECRETARY’S NEWSLETTER 


RESOLUTIONS 


G ENERAL 

ASSEMBLY 

CONVENES 


PSYCHIATRIC 

BEDS 

IN 

GENERAL 

HOSPITALS 

CORRECTION 


WELCOME 

BACK 


TAXES 


January, 1966 


Resolutions for consideration at the Faculty's 
Annual Meeting, April, 19 66, must be in the 
Faculty office before MARCH 1, 1966, in order 
to be considered. No date has been set as yet 
for the Reference Committee hearing. 

The State General Assembly opens on January 
19 for a 70-day session. The first issue of 
The Assemblyman is scheduled for publication 
early in January, 1966, followed by four subse¬ 
quent issues . 

Physicians interested in legislative activity on a 
state level are urged to peruse items of interest 
to the medical profession in Maryland. 

Fuller details on any particular item may be ob¬ 
tained from the Faculty office. And let us know 
your views so you may be adequately represented 
at the State House, Annapolis. 

On recommendation of the Emotional Health Com¬ 
mittee, the Faculty's Council has approved the 
concept that it "heartily supports" the inclusion of 
psychiatric services, both in-patient and out¬ 
patient care, in all general hospitals in Maryland. 

In a recent communication about ADOPTION, 
reference was made to the illegality of physicians 
concerning themselves with adoption in Maryland. 
Under present laws, Washington and Garrett 
Counties are excluded from the provisions of this 
Act. 

We are pleased to welcome back Bristol Labora¬ 
tories as an advertiser in the Maryland State 
Medical Journal. 

Physicians are reminded that dues and assess¬ 
ments paid to medical societies are a tax-deduc¬ 
tible professional expense. 

Physicians are also reminded that they are now 
covered under the social security provisions of 
the Medicare law ( PL 89-97) . Taxes for the 

1965 calendar year will amount to $259.20; in 

1966 to $405.90. 



NOTICE 

TO 

PHYSICIANS 


NEWS 

NOTES 


IMPORTANT 

SUGGESTION 


The State Board of Health and Mental Hygiene 
has brought to the Faculty’s attention that Mr. 
Richard D. Culler, ". . .is not licensed to 
practice physical therapy in Maryland, never has 
been and, according to his own statement, 
graduated from a school of physical therapy which 
is not approved by the Council on Medical 
Education of the American Medical Association." 

Similar information was obtained from the Physica 
Therapy Examining Board of D.C. 

A. Austin Pearre, M.D., Frederick, has been 
named college physician emeritus by Hood College 
in recognition of his 40 years as physician to the 
Hood campus community. 

William J. Peeples, M.D., State Health Com¬ 
missioner, has been selected to serve on the 
National Advisory Council on Regional Medical 
Programs - PL 89-239, the program originally 
designated Heart Disease, Cancer and Stroke 
Regional Centers. 

Certified a Fellow of the American College of 
Anesthesiology is John William Pearson, M.B., 

Towson . 

Harold Roll, M.D. , has been certified by the 
American Board of Ophthalmology. 

Physicians who order their statements in large 
quantities might anticipate some changes in form 
and content as the July 1, 19 66, deadline for 

"Medicare" approaches. Rules and regulations 
still to be issued may influence the wording of 
such statements . 

Some physicians have suggested that additional 
wording be included indicating, "this is your 
permanent record, no duplicates can be furnished. 
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w, do so 
many DOCTORS 

choose MERCANTILE-SAFE? 


Many physicians make Mercantile-Safe 
Deposit their bank, because we offer 
full-range bank and trust services . . . 
because we offer personal services that 
save busy doctors time, trouble and 
worry in handling their financial affairs. 
Here are just a few of our many services 
that are of particular value to doctors: 

• MERCANTILE-MEDAC 

a fully-automated 
record keeping and 
billing system for 
doctors. 

• PRESTIGE CHECKING 
ACCOUNTS 

with computer accuracy 
and speed of processing. 

• ESTATE PLANNING 

to assure heirs the 
fullest benefits 
from estates. 

• AGENCY ACCOUNTS 

to save time and 
worry in handling 
of investments. 

• EXECUTOR and TRUSTEE 

of estates ... and 
services of the State’s 
largest Trust Division. 



MAKE MERCANTILE-SAFE 
YOUR BANK! 


MERCANTILE SAFE DEPOSIT 


and Trust Company 


Chartered 1864 


Banking Locations: CALVERT 4 REDWOOD STREETS 

CHARLES 4 CHASE STREETS • TOWSON BANK 4 DRIVE-IN 
TIMONIUM BANK 4 DRIVE-IN • COCKEYSVILLE-SHAWAN 
Trust Division: 13 SOUTH STREET 




Designed with the features 
physicians have requested — 


THE RITTER 45” 
EXAMINING TABLE 


POWER ELEVATION SAVES TIME— 
SAVES ENERGY 


You can treat more patients more thoroughly with 
less effort in less time with the Ritter Table. Ex¬ 
clusive advantages both you and your patients 
will appreciate. 

Motorized Pedestal with touch-toe control. Adjusts 
from 29 to 41" height. 

One-piece upholstery eliminates dirt-catching gabs 
between seat and back. Choice of six beautiful 
colors. 

Pull-out stirrups and armboards concealed beneath 
table. 

Paper-roll attachment, utility board, drain pan— 
all as standard equipment. 

OWNING IS EASY—ACCOMMODATING DEFERRED TERMS 


Q / liirra\f=f J^) 


cm mg at 


iner 


SURGICAL INSTRUMENT CO.. INC. 

1421 MARYLAND AVE. • BALTIMORE, MD. 21201 
SAratoga 7-7333 


Serving the Medical Profession for 46 Years 
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When 
tetracycline 
is indicated in 

these candidates 
for Candida... 

\ 2 . 
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Mew 

low-cost 

tetracycline/ 

antifungal 

therapy 

Tetrex-F 

tetracycline 
phosphate complex 
-nystatin 


Because new Tetrex-F (tetracycline 
phosphate complex-nystatin) is the most 
economical therapy of its kind that you 
can prescribe, it is a sound choice whenever 
tetracycline therapy is indicated in 
patients predisposed to mondial infections. 
Who are these “candidates for Candida?” 

1 . diabetic patients 

2. nonpregnant women with a history of 
recent or recurrent mondial vaginitis 
5. elderly or debilitated patients 

4 . patients with a past history of moniliasis 

5. patients on long-term tetracycline or 
corticosteroid therapy. 

For these patients, Tetrex-F provides 
efficient tetracycline therapy against a 
broad range of infections plus protection 
against superinfection associated with the 
overgrowth of C. albicans in die G.I. tract. 
Priced for savings 

Tetrex-F is lowest in cost—priced 20% 
lower than most tetracycline/antifungal 
products. 

BRISTOL THERAPEUTIC SUMMARY 

For complete information, consult Official Package Circular. 

Indications: Infections of respiratory, gastrointestinal, and 
genitourinary tracts and skin and soft tissues due to tetragycline- 
sensitive organisms.* 

Contraindications: The drug is contraindicated in patients hyper¬ 
sensitive to its components. 

Warnings: Photodynamic reactions have been produced by tetra¬ 
cyclines. Natural and artificial sunlight should be avoided during 
therapy. Stop treatment if skin discomfort occurs. No cases 
of photosensitivity have been reported with Tetrex. With renal 
impairment, systemic accumulation and hepatotoxicity may occur. 

In this situation, lower doses should be used. Tooth staining and 
enamel hypoplasia may be induced during tooth development (last 
trimester of pregnancy, neonatal period and childhood). 

Precautions: Bacterial superinfection may occur. Infants may 
develop increased intracranial pressure with bulging fontanels. 

In gonorrheal therapy, serologic tests for syphilis should be 
conducted initially and monthly for 3 months. 

Adverse Reactions: Glossitis, stomatitis, nausea, diarrhea, flatulence, 
proctitis, vaginitis, dermatitis, and allergic reactions may occur. 

Usual Adult Dose: 250 mg. q.i.d. Continue therapy for 10 days in 
beta-hemolytic streptococcal infections. Administer ope hour before 
or 2 hours after meals. 

Available: Capsules, tetracycline phosphate complex, 250 mg., and 
nystatin, 250,000 units. 

•In patients with increased susceptibility to monilial infections. 


BRISTOL 


BRISTOL LABORATORIES 
Division of Bristol-Myers Co. 
Syracuse, New York 


January, 1966 


21 








Low 

host resistance? 

Consider the 
“extra” antibacterial 
activity 
of Ilosone 

Occasionally, therapeutic failure is 
due to the patient’s inability to 
mobilize his defenses sufficiently to 
overcome infection. Typical of this 
is the debilitated patient, the 
premature infant, or the diabetic. 

It is in these patients that the high 
levels of antimicrobial activity of 
Ilosone are especially useful. Ilosone 
has demonstrated antibacterial levels 
two to four times those of erythro¬ 
mycin base or stearate. Furthermore, 
it attains them earlier and maintains 
them longer. Even the presence of 
food does not appear to affect the 
activity of Ilosone. 


Contraindications: Ilosone is contraindicated in 
patients with a known history of sensitivity to this 
drug and in those with preexisting liver disease 
or dysfunction. 

Side-Effects: Even though Ilosone is the most 
active oral form of erythromycin, the incidence of 
side-effects is low. Infrequent cases of drug idio¬ 
syncrasy, manifested by a form of intrahepatic 
cholestatic jaundice, have been reported. There 
have been no known fatal or definite residual ef¬ 
fects. Gastro-intestinal disturbances not associ¬ 
ated with hepatic effects are observed in a small 
proportion of patients as a result of a local stimu¬ 
lating action of Ilosone on the alimentary tract. Al¬ 
though allergic manifestations are uncommon with 
the use of erythromycin, there have been occasion¬ 
al reports of urticaria, skin eruptions, and, on rare 
occasions, anaphylaxis. 


Dosage: Children under 25 pounds—5 mg. per 
pound of body weight every six hours. Children 
25 to 50 pounds— 125 mg. every six hours. Adults 
and children over 50 pounds— 250 mg. every six 
hours. For severe infections, these dosages may 
be doubled. 

Available in Pulvules®, suspension, drops, and 
chewable tablets. Ilosone Chewable tablets should 
be chewed or crushed and swallowed with water. 

Ilosone 

Erythromycin Estolate 

Additional information available to physicians 
upon request. Eli Lilly and Company, 

Indianapolis, Indiana. E01280 
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WHY COUNTY MEDICAL 
SOCIETIES NEED AN 
EXECUTIVE SECRETARY 


ROBERT vL. CAMPBELL, MD 
President, Medical and Chirurgical Faculty 
of the State of Maryland 

How well, doctor, is your local medical society doing its job? 

Are records and correspondence kept up to date? 

Is there adequate communication among your membership? 

Do the citizens of your community know where to call for 
information ? 

Are their inquiries and their grievances taken care of cour¬ 
teously and promptly? 

Is effective liaison maintained with your state society, the 
AMA, community health agencies, civic organizations, and 
the press? 

Are committee activities coordinated and society projects 
carried out efficiently? 

A.re projects started or encouraged by your state and nation¬ 
al organizations effectively implemented at the county 
level ? 
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Is your society making friends for the medical profession in 
your community? 

The officers of your county society — perhaps you are one — 
are busy physicians with patients to care for, hospitals to visit, 
books and journals to read, and families whom they would like 
to see occasionally. The work of the county medical society has 
become so complex that it is not possible for the officers and 
the members to perform efficiently all the details that are neces¬ 
sary for a well-functioning organization. 

If you have answered “no” to some or all of the questions 
above, your society should consider employing an executive 
secretary. A man or woman, assisting part time or full time, 
depending on your need, can relieve your officers of the many 
burdensome details. Her — or his — office gives your society an 
address and a phone number which do not change with each 
election. It becomes the hub of your society, from which all 
activity radiates. Correspondence and records are maintained 
here, and communication at all levels originates here. Con¬ 
tinuity continues as officers change from year to year. 

The growing number of inquiries from the public and the 
press, the public service approach, the larger volume of paper¬ 
work, the wider scope of medical society activities, and the ur¬ 
gent need for better public relations make it imperative for 
county medical societies to operate on a businesslike basis. 


LUCIE F. MAGUIRE 
BALTIMORE CITY MEDICAL SOCIETY 

The Baltimore City Medical Society, 
with headquarters in the Medical and 
Chirurgical Faculty building, employs a 
full time executive secretary and an as¬ 
sistant. The society's membership exceeds 
1,800. Mrs. Maguire's duties are numer¬ 
ous and varied, covering office manage¬ 
ment and administration. As secretary to 
the president and members of the Execu¬ 
tive Committee, she relieves these busy 
officers of many details required to im¬ 
plement actions initiated by the Board of 
Directors and the membership. 

The Baltimore City Medical Society has 
20 committees, many of which require 
setting up appropriate office routines to 
assure efficient handling of their activi¬ 
ties. Statistical reports of membership 
are prepared from records maintained in 
the society office. Liaison with the Bal¬ 
timore City Health Department, Civil De¬ 
fense Division, and the Boy Scouts of 
America entail securing and keeping rec¬ 
ords of physician volunteers for various 
projects. 

Mrs. Maguire was employed by the 
Medical and Chirurgical Faculty in 1949 
and became executive secretary of the 
Baltimore City Medical Society in 1958. 
Her previous experience as private and 
administrative secretary in both commer¬ 
cial and professional offices serves her 
well in performing her present duties. 


DOROTHY E. HOLMAN 
BALTIMORE COUNTY MEDICAL 
ASSOCIATION 

Baltimore County Medical Association 
has approximately 250 members. Mrs. 
Dorothy Holman spends about 20 hours 
a week doing the secretarial, bookkeeping 
and other related duties, such as publici¬ 
ty, helping the program chairman to ar¬ 
range meetings, and assisting in prepara¬ 
tion of the association's membership di¬ 
rectory. 

In addition to attending all the meet¬ 
ings of the Baltimore County Medical 
Association, she attends meetings of the 
Medical and Chirurgical Faculty and of 
the AMA which might be of particular 
interest to the association and reports to 
the members on these meetings. 

Mrs. Holman has held her part time 
position with the Baltimore County Medi¬ 
cal Association since 1961. She is also a 
full time medical assistant in the office 
of J. Morris Reese, MD. She has a busi¬ 
ness background, having taken a commer¬ 
cial course at the Baltimore College of 
Commerce. The course included psychol¬ 
ogy and commercial law as well as the 
usual business skills. She then worked at 
Bon Secours Hospital as secretary to the 
superintendent for four years. Her di¬ 
verse duties there even included teaching 
shorthand to several of the nuns. 


JOHN W. LOY 

MONTGOMERY COUNTY MEDICAL 
SOCIETY 

The Montgomery County Medical So¬ 
ciety, with more than 600 members, re¬ 
quires a full time executive secretary 
and office staff. John Loy spends five 
and a half days a week in his manage¬ 
ment and administrative duties. These in¬ 
clude supervising the activities of man¬ 
agement and central activities, continuing 
the actions initiated by the president and 
the executive board, administering poli¬ 
cies made by the society, and maintaining 
the society's membership and financial 
records. As managing editor of the coun¬ 
ty society's Medical Bulletin, he performs 
the editorial tasks necessary to its month¬ 
ly publication. He maintains liaison and 
holds committee membership and ap¬ 
pointments in and with county civic and 
lay health groups. 

Another facet of his job includes that 
of general manager of the Bureau and 
Exchange, a $56,000 annual enterprise of 
the Montgomery County Medical Society. 
This is a financially self-sustained opera¬ 
tion which carries out physician referrals, 
emergency call system, and the county¬ 
wide disaster program. 

John Loy has been executive secretary 
of the Montgomery County Medical So¬ 
ciety for nine years. His earlier experi¬ 
ence included various positions of medi¬ 
cal administration in the United States 
Army. He supplemented this experience 
with university courses in hospital and 
medical administration, money and bank¬ 
ing, personnel administration, and applied 
psychology. 


24 


Maryland State Medical Journal 









Six component societies in Maryland have an executive 
secretary. Baltimore City and Montgomery County have head¬ 
quarters with a full time staff. Baltimore, Prince George’s, 
Wicomico, and Washington Counties employ part time execu¬ 
tive secretaries. 

At least seven other county societies have a large enough 
membership to support one, and some of the smaller societies 
might consider joining with neighboring societies to employ a 
regional secretary. 

I’m sure that every community has some likely candidates 
for the position. The sketches of some of our executive secre¬ 
taries might suggest to you the type of person you would re¬ 
quire. Generally, such a person should possess tact, executive 
capabilities, diplomacy, and an ability to get along with people. 
He or she should have office skills and he able to communicate 
effectively. Specific qualifications would depend upon your 
particular needs. 

The technique of acquiring a part time secretary is not too 
involved. Your state society would be glad to give you advice. 
A visit or inquiry to county societies of comparable size 
to yours who have travelled this road might be informative. 

145 W Washington St 
Hagerstown, Md 21740 


DAVID A. McNAMEE 
PRINCE GEORGE'S COUNTY 
MEDICAL SOCIETY 

Prince George's County Medical So¬ 
ciety, with a current membership of about 
200, employed David McNamee as a part 
time executive secretary in 1950. He was 
then working as assistant superintendent 
of the Prince George's General Hospital. 
Since the society was using the hospital 
as its meeting place, Mr. McNamee found 
it easy enough to do the little extra pa¬ 
per work required by the society. 

His background at the time consisted 
of a degree in business and public ad¬ 
ministration from the University of Mary¬ 
land. In 1953 he left the hospital to 
study law and now maintains a full time 
law practice. Throughout this period he 
has continued to assist the Prince George's 
County Medical Society. 

Mr. McNamee described his duties as 
"the usual run of the mill for an execu¬ 
tive secretary," but did not elaborate. 
His work load varies. There are many 
days when he does not spend an hour a 
day on the task; there are others when 
"I spend too many." 


JOYCE HARLACHER 
WASHINGTON COUNTY MEDICAL 
SOCIETY 

With a membership approaching the 
100 mark, the Washington County Medi¬ 
cal Society is the most recent one to 
employ an executive secretary. In an of¬ 
fice in her home, Mrs. Joyce Harlacher 
works an average of about 60 hours a 
month on behalf of the society. She is 
employed on a fee for service basis. 

She has established files on several 
hundred subjects, publishes a monthly 
newsletter for the society, assists the ex¬ 
ecutive committee in carrying out its du¬ 
ties, performs the necessary secretarial 
work, writes news releases and features 
for the local newspapers and radio sta¬ 
tions, has organized and maintains a 
speakers bureau for the community, as¬ 
sists the committees in their duties, and 
attends meetings of the Washington 
County Medical Society, as well as those 
of the Medical and Chirurgical Faculty, 
the Medical Society Executives' Associa¬ 
tion, and the AMA Public Relations In¬ 
stitute. 

Mrs. Harlacher holds a BA from the 
Juniata College, where she studied his¬ 
tory and journalism. Her background is 
in the news media: she has written con¬ 
tinuity and local commercials for radio 
and television, was a correspondent for a 
city newspaper, and has worked in pro¬ 
motion and publicity. 


KIT HARGREAVES 
WICOMICO COUNTY MEDICAL 
SOCIETY 

Wicomico County Medical Society, 
with about 70 members, employs its ex¬ 
ecutive secretary on a part time hourly 
basis, according to its needs. Mrs. Kit 
Hargreaves, working in her home, also 
acts as executive secretary for the Penin¬ 
sula General Hospital and operates her 
own mimeographing service. 

Activities pertaining to publicity and 
public relations for the society form a 
large part of her duties. Mrs. Hargreaves' 
background includes 12 years in radio and 
two years in the administrative office of 
the Peninsula General Hospital, where 
she did much of the hospital's public 
relations. 

Mrs. Hargreaves acts as a clearing 
house for information for officers and 
members of the society, the news media, 
and the public. She maintains liaison 
with the local voluntary and other health 
and related agencies; edits the local news¬ 
letter, prepares news and feature articles 
for local radio and TV, newspapers and 
AMA publications; keeps abreast of new 
developments in health insurance, medical 
legislation, innovations in medical prac¬ 
tice, and many other areas of interest to 
the members; does resarch or obtains 
special information as requested; and as¬ 
sists in planning and implementation of 
special projects. In addition, she per¬ 
forms all the office management, book¬ 
keeping, and secretarial functions re¬ 
quired by the Wicomico County Medi¬ 
cal Society. 

Mrs. Hargreaves is active in the Medi¬ 
cal Society Executives' Association, which 
she finds a valuable source of information 
about medical societies' activities through¬ 
out the country. She is a member of the 
Membership and Attendance Committee 
of the MSEA. 
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For predictability of action, 
purity, and uniform potency... 

The original DIGITOXIN 

DIGITALINE NATIVELLE 

Presented in a full range of 
convenient dose forms, all 
interchangeable by reason of 
total absorption. 

For complete prescribing information 
See package circular, P. D. R. or write: 

Professional Service Division 
E. Fougera & Company, Inc. 


In asthma and emphysema, OPTIPHYLLIN 
with its high absorption index attains 
predictable, dependable therapeutic 
blood levels, thereby relieving the feeling 
of “internal suffocation”. Prolonged 
periods of remission and reduction in the 
severity of attacks extend the 
“atmosphere of freedom.” 

The refreshing green mint flavor of 
OPTIPHYLLIN tends to assure patient 
acceptability and to prevent drug fatigue. 

Thus for efficacy and acceptability, it is 
a drug of first choice in the treatment 
of asthmatic conditions. 

Indicated in the management of bronchial 
asthma, emphysema and other pulmonary 
disorders associated with bronchospasm. 


PRODUCTS OF NATIVELLE INC. DISTRIBUTED BY E. FOUGERA & CO., INC., HICKSVILLE, NEW YORK 







Air for the asthmatic... 
in an atmosphere of freedom. 


>osage (Calibrated dosage cup dispensed with each prescription) 

:ach 15 ml. (1 tablespoonful) contains theophylline 80 mg., 20% alcohol, 
"he adult dose in acute asthma attacks is 75 ml. of OPTIPHYLLIN, 

>rovided theophylline in any form has not been given in the preceding 
2 hours. A maintenance dose of 30 ml. of OPTIPHYLLIN can be initiated 
Ito 8 hours later and maintained t.i.d. Maintenance doses in chronic 
julmonary conditions associated with bronchospasm and in emphysema 
'ary from 45 ml. to 30 ml. t.i.d. 

The pediatric dose in acute asthma is 0.5 ml. per pound of body weight, 
tot to be repeated in less than 6 hours, and not more than 2 such dosages 
o be given in 24 hours. Maintenance dosage varies from 0.3 ml. to 0.2 ml. 
ter pound of body weight t.i.d. until therapeutic effect is obtained. 
OPTIPHYLLIN is best absorbed on an empty stomach. (Since nausea 
\nd vomiting usually herald early signs of excessively high theophylline 
)lood levels, these manifestations should serve as early warning signs 
o reduce or discontinue further administration of OPTIPHYLLIN.) 

Side effects and precautions. As with all theophylline preparations, 
Dccasional nausea, epigastric and substernal burning pain and rare 
spisodes of vomiting may be encountered. Other minor complaints are 
sanitations, dizziness, nervousness and headache. Overdosage, 
sarticularly in children, has led to severe vomiting, convulsions and 
ethargy. Theophylline should be given with caution in the presence of 
peptic ulcer and gout. 



theophylline 

elixir 



See how much more acceptable this 
“cordial” green mint flavor can be... 








SKIN 

PROBLEMS 


Caused by itching 


due to: 

Dry Eczema 
Chafing 
Minor Burns 
Athlete's Foot 
Dry Skin 
Wind Burn 
Insect Stings 


Acne 

Ivy Poisoning 
Cold Sores 
Heat Rash 
Diaper Rash 
Chapping 
Hemorrhoids 



Important Notice for Component 
Medical Societies and Individual 
Members of Medical and 
Chirurgical Faculty 



For Safe, Sure, Speedy Relief— 
—Get RESINOL GREASELESS! 


Medical Scientists have 


conquered 6 dread diseases 



New remedies con- 
taining antibiotics 
have been tested, but 
have often caused side 
effects which are worse 
than itching skin. Af¬ 
ter many years of re¬ 
search and testing, 
Resinol Greaseless 
Cream was developed. 
... A doctor’s formula 
containing safe yet 
powerful ingredients, 
Resinol Greaseless con¬ 
tains an amazing, prov¬ 
en “anti-itch” medica¬ 
tion called Resorcin, 
which quickly and ef¬ 
fectively relieves most 
any kind of itching. 
Try Resinol Greaseless 
. . . You’ll be delighted 
to find that it really 
works! At all drug 
stores. Buy a tube 
today. 


in the past decade, but 
they are largely in the 
dark, they admit, in find¬ 
ing relief for one age-old 
ailment—itching 


Family First Aid 
in a Tube 
Carry in Purse 
or Pocket 

A Medicine Cabinet 
“Must” 


All resolutions or recommendations for presentation 
to the House of Delegates must be in the Faculty Office 
by Tuesday, March 1, 1966, which is eight (8) weeks 
prior to the Annual Meeting. This is referred to in the 
following quote from the Faculty Bylaws: 

. . . A Reference Committee of five members of the House 
of Delegates to which all Resolutions involving questions 
of Faculty policy, except those proposed by the Council or 
committees of the Faculty, shall be referred at least eight 
weeks prior to any regular session ... of the House of 
Delegates. All such resolutions shall be reported to the 
House of Delegates with the committee’s recommendations, 
provided that, with the sponsor’s approval, the committee 
may revise any resolution. 

The meeting of the Reference Committee is open to 
all members of the Faculty in good standing, who may 
attend and express their opinions. Notice of the date 
and place of the Committee meeting will be sent to all 
members. 


B ■ ■ ■ 


■ BOB 



RESINOL CHEMICAL COMPANY 

517 W. Lombard St. 

Baltimore, Md. 21201 


RESOLUTIONS for April 1966, House of 
Delegates must be in the Faculty Office by 
TUESDAY, MARCH 1 , 1966 
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EXECUTIVE COMMITTEE, OCTOBER 28 

Joint meeting with Executive Committee of 
Hospital Council 

1. A report was made by the Hospital Coun¬ 
cil on Utilization Committee activities. This was 
primarily a report of progress and interpretation 
to physicians. 

2. Discussion of problems connected with the 
Medicare law took place. The Hospital Council 
was told of the Faculty’s policy that participa¬ 
tion was up to the individual physician. Copies 
of information mailed to physicians on this sub¬ 
ject are to be sent to hospital administrators as 
well. 

3. A report was made on areawide health fa¬ 
cilities planning. This will be discussed further 
at the next meeting of the Faculty’s Executive 
Committee. 

4. Certain problems of physician-hospital re¬ 
lations were considered, especially in relation to 
the corporate practice of medicine. Of particu¬ 
lar concern was the matter of payment directly 
to physicians rather than to hospital funds. 
Specific answers are to be sought as to what ar¬ 
rangements are or are not ethical. 

EXECUTIVE COMMITTEE, NOVEMBER 18 

1. After ascertaining the legality of billing 
for MMPAC dues along with Faculty and com¬ 
ponent society dues, it was voted to do this for 
1966. In subsequent years, this can be included 
as a printed line item on the Faculty dues bill, 
subject to certain legal requirements. 

2. Physicians Defense was ratified for a 
member. 

3. Approval was given to printing cards list¬ 


ing phone numbers and contacts of hospital out¬ 
patient services in Maryland. This information 
will be included in a future mailing to Faculty 
members. 

COUNCIL, NOVEMBER 18 

1. A summary of educational fund expend¬ 
itures and appropriations was approved and is to 
be distributed to all Faculty members in the next 
membership mailing. 

2. The dues of two physicians were remitted 
because of illness. 

3. Emeritus membership is to be recom¬ 
mended for J. Marion Bankhead, MD, Mont¬ 
gomery County, and J. E. Bradley, MD, Balti¬ 
more City. 

4. The following recommendations of the Ad 
Hoc Finance Committee were adopted: 1) that 
securities of the Faculty’s investment program 
be registered in nominee form, and 2) that the 
Bylaws Committee be asked to prepare an 
amendment to give the Finance Committee per¬ 
manent status. 

5. Legal defense was ratified for members re¬ 
questing it. 

6. Announcement was made of the settling 
of legal cases involving Faculty members. 

7. The following actions are to be taken in 
connection with the Faculty’s Diabetes Subcom¬ 
mittee and the Maryland Diabetes Association : 

1) The Maryland Diabetes Association is 
to be asked to use the services of physicians 
for physical examination of children attend¬ 
ing the diabetes camp; properly qualified 
paramedical personnel should be used for 
screening before examination by physicians. 
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The use of optometrists for eye examina¬ 
tions would be unethical. 

2) A letter is to be sent to the Maryland 
Diabetes Association reaffirming the Coun¬ 
cil’s opposition to use of the name Camp 
Med-Chi for the diabetes camp. 

3) As soon as possible, the telephone list¬ 
ing of Diabetes Committee of Maryland 
should be changed to Diabetes Committee of 
the Medical and Chirurgical Faculty of 
Maryland. 

8. The following recommendation of the 
Policy and Planning Committee was considered: 

That the Faculty make application to the fed¬ 
eral government, when appropriate, for con¬ 
struction funds for library purposes (match¬ 
ing up to 75% of cost of construction); and 
that the Library Committee, in cooperation 
with the Policy and Planning Committee, give 
serious thought and consideration to an expan¬ 
sion and coordination of services with hospital 
libraries throughout the state. 

The concept expressed in this recommendation 
was approved in principle, but no actual appli¬ 
cation for funds is to be made until further de¬ 
tails are available. 


9. A recommendation was adopted which 
heartily supports the inclusion of both inpatient 
and outpatient psychiatric services in all general 
hospitals in Maryland. 

10. Council meeting dates for 1966 were ap¬ 
proved. 

11. Saturday, January 29, has been set for the 
special meeting of the Faculty’s House of Dele¬ 
gates that has been petitioned for January, 1966. 

12. The Guidelines for Expenditures from 
Educational Fund, drafted by the Public Rela¬ 
tions Committee, was adopted. It was express¬ 
ly understood that specific expenditures must 
be approved by the Council or the House of 
Delegates. This information is to be included 
with the financial status of the educational fund 
in the next Faculty mailing. 

13. Anticipated state and federal legislative 
activity for 1966 was reviewed. The suggestion 
that reports on legislative activity be made to 
component societies weekly over the MEDIC 
network is to be pursued with the MEDIC com¬ 
mittee. Details of anticipated legislation will be 
listed in the first issue of The Assemblyman in 
early 1966. 
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14. A sum of up to $200 from the education¬ 
al fund was granted to the Subcommittee on 
Child Welfare for an exhibit on the Battered 
Child Syndrome to be used at the Faculty’s an¬ 
nual meeting and throughout the state after¬ 
ward. 

15. The secretary of Health, Education and 
Welfare was notified that the Faculty prefers 
Blue Shield as the fiscal administrator for Medi¬ 
care. It was made clear that this does not imply 
endorsement of the Medicare law. 

16. The Mediation Committee reported on a 
survey of physicians associated with lay labora¬ 
tories. Three indicated severance of their rela¬ 
tionship; five indicated terms which were deem¬ 
ed ethical; and one, in violation of ethics, was 
advised to terminate the relationship. 

17. A representative from E. 1). Rosenfeld 
Associates, Inc., New York City, outlined activi¬ 
ties in connection with a hospital survey being 
conducted for the Maryland Hospital Commis¬ 
sion. He solicited opinions from Council on vari¬ 
ous subjects, such as hospital utilization and con¬ 
struction. 


18. A recommendation was adopted that pay¬ 
ments to podiatrists for care rendered on the 
prescription of a physician to medical care pa¬ 
tients in nursing homes be endorsed. 

19. Upon request to reconsider its policy in 
connection with Blue Shield payments to physi¬ 
cians for diagnostic x-ray procedures, the Coun¬ 
cil voted to let the present policy stand. 

20. Walter S. Caution was placed on retire¬ 
ment status. 

21. The Council was requested to take action 
forbidding the denial of membership in the Balti¬ 
more City Medical Society to new applicants. 
Since no specific cases of denial of membership 
could be produced, the Council declined to take 
any action until details were made available. 

22. On recommendation from the Fee Sched¬ 
ule Committee, the Maryland Medical Service, 
Inc., is to be advised that in establishing fees 
for new procedures in various schedules, the 
Faculty is willing and anxious to 1) make data 
available in these areas from its files; 2) select 
names of physicians who perform these pro¬ 
cedures so that Maryland Medical Service, Inc., 


DexameTH 

DexameTHasone 

TABLETS 0.75 mg. & 0.5 mg. 


MORE STEROID PER MG. 

greater anti-inflammatory potency per mg. 
than most steroids yet developed 


Dosage: In rheumatoid arthritis, the initial daily 
dosage ranges from 1.5 to 3.0 mg. Dosage is 
then decreased gradually to the minimum that 
will maintain sufficient relief. After extended 
therapy, withdraw drug gradually to allow recov¬ 
ery of adrenal function. In dermatoses, the effec¬ 
tive dose is 3.0 to 6.0 mg. daily, depending upon 
severity and resistance to treatment. Precautions: 
At therapeutic dose levels, DEXAMETH (dexa- 
methasone) may have less tendency to cause 
sodium or water retention, potassium excretion, 
disturbance in glucose metabolism or hyperten¬ 
sion than some of the older steroids. With these 
exceptions, however, the drug may give rise to 


MORE STEROID PER $ 

available at a comparatively lower cost to your 
patients —economical for prolonged therapy 


the metabolic and hormonal side effects char¬ 
acteristic of corticosteroids. It should, therefore, 
be used with great caution in the presence of 
tuberculosis and other infections, osteoporosis, 
peptic ulcer, fresh intestinal anastomoses, diver¬ 
ticulitis, thrombophlebitis, herpes simplex, psy¬ 
chotic tendency, pregnancy and in persons ex¬ 
posed to chickenpox, measles or scarlet fever. 
Contraindications: Ocular herpes simplex, arth¬ 
ritis complicated by psoriasis, tuberculosis of 
the eye and skin, fungal keratitis, local pyogenic 
infection. 

Consult product brochure. 


U. S. VITAMIN & PHARMACEUTICAL CORPORATION 

800 Second Avenue, New York, N.Y. 10017 







may contact representative physicians doing 
such procedures; and 3) suggest names of 
physicians who truly represent the profession 
in performing such procedures, for Maryland 
Medical Service, Inc., to contact. 

23. A schedule of fees charged to the average 
semiprivate patient, compiled by the Fee Sched¬ 
ule Committee, was adopted with the notation 
that the Council may make amendments at its 
next meeting if necessary. The Fee Schedule 
Committee is to he required to review' this sched¬ 
ule annually, or more often if necessary. 

24. A revised report on tuberculin testing in 
Maryland schools was adopted. 



THE PERFECT 
MEMORIAL 

The Lorraine Mausoleum, in Lorraine Park 
Cemetery, Woodlawn, offers the finest and 
most sanitary Memorial (above-ground en¬ 
tombment) to be found in this area. Write 
for free brochure. We shall gladly mail it to 
you. 

TEL: VE 7-0158 OR VE 7-1838 


LORRAINE MAUSOLEUM 
6 E. Franklin St., Baltimore, Md. 21202 

Gentlemen: Without obligation MAIL me free 
color brochure and full information. 

NAME ____ 


ADDRESS 
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DEPROL 

meprobamate 400 mg. + 
benactyzine hydrochloride 1 mg. 

Indications: ‘Deprol’ is useful in the manage¬ 
ment of depression, both acute (reactive) and 
chronic. It is particularly useful in the less 
severe depressions and where the depression is 
accompanied by anxiety, insomnia, agitation, 
or rumination. It is also useful for management 
of depression and associated anxiety accom¬ 
panying or related to organic illnesses. 
Contraindications: Benactyzine hydrochloride 
is contraindicated in glaucoma. Previous aller¬ 
gic or idiosyncratic reactions to meprobamate 
contraindicate subsequent use. 

Precautions: Meprobamate— Careful super¬ 
vision of dose and amounts prescribed is 
advised. Consider possibility of dependence, 
particularly in patients with history of drug or 
alcohol addiction; withdraw gradually after use 
for weeks or months at excessive dosage. Abrupt 
withdrawal may precipitate recurrence of pre¬ 
existing symptoms, or withdrawal reactions in¬ 
cluding, rarely, epileptiform seizures. Should 
meprobamate cause drowsiness or visual dis¬ 
turbances, the dose should be reduced and 
operation of motor vehicles or machinery or 
other activity requiring alertness should be 
avoided if these symptoms are present. Effects 
of excessive alcohol may possibly be increased 
by meprobamate. Grand mal seizures may be 
precipitated in persons suffering from both 
grand and petit mal. Prescribe cautiously and 
in small quantities to patients with suicidal 
tendencies. 

Side effects: Side effects associated with recom¬ 
mended doses of ‘Deprol’ have been infrequent 
and usually easily controlled. These have in¬ 
cluded drowsiness and occasional dizziness, 
headache, infrequent skin rash, dryness of 
mouth, gastrointestinal symptoms, paresthesias, 
rare instances of syncope, and one case each of 
severe nervousness, loss of power of concen¬ 
tration, and withdrawal reaction (status epilep- 
ticus) after sudden discontinuation of excessive 
dosage. 

Benactyzine hydrochloride— Benactyzine 
hydrochloride, particularly in high dosage, may 
produce dizziness, thought-blocking, a sense of 
depersonalization, aggravation of anxiety or 
disturbance of sleep patterns, and a subjective 
feeling of muscle relaxation, as well as anti¬ 
cholinergic effects such as blurred vision, dry¬ 
ness of mouth, or failure of visual accommoda¬ 
tion. Other reported side effects have included 
gastric distress, allergic response, ataxia, and 
euphoria. 

Meprobamate— Drowsiness may occur and, 
rarely, ataxia, usually controlled by decreasing 
the dose. Allergic or idiosyncratic reactions are 
rare, generally developing after one to four 
doses. Mild reactions are characterized by an 
urticarial or erythematous, maculopapular rash. 
Acute nonthrombocytopenic purpura with pe¬ 
ripheral edema and fever, transient leukopenia, 
and a single case of fatal bullous dermatitis 
after administration of meprobamate and pred¬ 
nisolone have been reported. More severe and 
very rare cases of hypersensitivity may produce 
fever, chills, fainting spells, angioneurotic 
edema, bronchial spasms, hypotensive crises (1 
fatal case), anuria, anaphylaxis, stomatitis and 
proctitis. Treatment should be symptomatic in 
such cases, and the drug should not be reinsti¬ 
tuted. Isolated cases of agranulocytosis, throm¬ 
bocytopenic purpura, and a single fatal instance 
of aplastic anemia have been reported, but only 
when other drugs known to elicit these con¬ 
ditions were given concomitantly. Fast EEG 
activity has been reported, usually after exces¬ 
sive meprobamate dosage. Suicidal attempts 
may produce lethargy, stupor, ataxia, coma, 
shock, vasomotor and respiratory collapse. 
Dosage: Usual starting dose, one tablet three or 
four times daily. May be increased gradually 
to six tablets daily and gradually reduced to 
maintenance levels upon establishment of relief. 
Doses above six tablets daily are not recom¬ 
mended even though higher doses have been 
used by some clinicians to control depression 
and in chronic psychotic patients. 

Supplied: Light-pink, scored tablets, each con¬ 
taining meprobamate 400 mg. and benactyzine 
hydrochloride 1 mg. 

Before prescribing, consult package circular. 
®. Wallace Laboratories / Cranbury, N. J. 

CO-5726 
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meprobamate 400 mg. + benactyzine hydrochloride 1 mg. 

A LOGICAL FIRST CHOICE 

usually restores 
normal sleep quickly 
by helping 
to lift depression... 
calm associated anxiety, 
tension, and rumination 

iW> Wallace Laboratories / Cranbury, N. J. 
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Frederick Memorial Hospital Presents 


Postgraduate Education has a long tradition at the Frederick 
Memorial Hospital. The articles appearing in this issue represent 
a facet of postgraduate education as conceived and practiced at 
our institution. 

After many years of abortive efforts to create a durable and 
dependable postgraduate education format , one of our self¬ 
searching studies led to the current program. The basic idea which 
evolved concerned the goal we aim to attain. The most we could 
hope to gain from postgraduate education was a stimulation 
of the individual’s interest in pursuing the study of medicine in his 
postgraduate years on his own initiative. 

To accomplish this goal , the meeting time teas analyzed and 
a great deal of thought went into the final selection. 

Next , the decision was made to precede the noontime meetings 
with a superior , gratuitous buffet luncheon. With the splendid 
cooperation of the administrator , this feature was quickly effected. 

The problem of programming was resolved by allowing for 
nine annual outstanding lecture presentations by speakers from 
outside our staff. The cost of these speakers is met through a 
voluntary assessment of the staff , which has always succeeded in 
maintaining solvency. It further gave all contributors a personal 
sense of participation in the programs. 

The subject for any year encompasses one anatomic system such 
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RENAL 

Postgraduate Program in DISEASES 


as kidney , hematopoietic , gastrointestinal , etc. The selection of 
individual lecture topics is made one year in advance. The system 
selection is made tivo years in advance. The topics are selected 
after extensive correspondence ivith authorities in the field 
throughout the country. After the topics are selected , outstanding 
speakers are engaged about one year in advance of the presenta¬ 
tions. This is done for each of eight lectures. The final lecture 
consists of a panel of visiting experts in this field to whom local 
case presentations are made for detailed discussion. This final 
session is extended to a three-hour period. 

While the central theme is carried on at the monthly postgraduate 
education meeting, each monthly service meeting attempts to 
correlate and coordinate the central theme in their department 
conferences , with an analysis of local cases. 

It is from such correlation that the Medical Service in 1964-65 
presented a series of talks by members of the hospital staff on 
renal diseases , which is the main theme of the postgraduate 
program for the year. 

This format has been most successful in bringing a high 
percentage of the staff physicians to the meetings. Still , the 
Postgraduate Education Committee continues to acknowledge that 
the ultimate goal is the sustained , avid study by the individual 
staff physician. Robert J. Furie, MI) 
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STRESSCAPS B and C vitamins in therapeutic amounts... help the body 
mobilize defenses during convalescence...aid response to primary therapy. 
The patient with a severe infection, and many others undergoing physio¬ 
logic stress, may benefit from STRESSCAPS. 



Each capsule contains: 

Vitamin B t (as Thiamine Mononitrate) 10 m 


Vitamin B 2 (Riboflavin) 10m 

Niacinamide 100 m 

Vitamin C (Ascorbic Acid) 300 m 

Vitamin B6 (Pyridoxine HCI) 2m 

Vitamin B 12 Crystalline 4mcgr 

Calcium Pantothenate 20 m 


Recommended intake: Adults, 1 capsul 
daily, for the treatment of vitamin deficieri 
cies. Supplied in decorative “reminder 1 
jars of 30 (one month’s supply) and 10 
(three months’ supply). 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY Pearl River, N.Y. 














Polycystic Disease of the Kidneys 


LOUIS R. SCHOOLMAN, MD 

When I was assigned the first talk of this renal 
program, I was given a list of diseases. I chose 
polycystic disease because I had observed and 
treated a patient from start to finish. I learned 
many lessons from this patient. I learned the dif¬ 
ference between azotemia and uremia, when to 
press treatment, and the value of continued anti¬ 
microbial therapy. I learned that the diagnosis of 
polycystic disease need not be a sentence of im¬ 
minent death and that the patient may carry 
on a normal family life for years. I relearned to 
respect and admire the quiet courage with which 
many patients meet the increasing afflictions of a 
chronic fatal disease. 

I will confine this paper to congenital cystic 
disease of the kidneys and will not go into sim¬ 
ple cystic disease or medullary cystic disease, 
which clinically resembles Addison's disease. I 
will first describe my case and then follow with 
a short review of the disease. 

CASE REPORT 

A 35-year-old farmwife, mother of an 11-year- 
old son, was admitted here October 30. 1950, two 
weeks after she had noticed a tender enlarging 
mass in the left flank. After intravenous and retro¬ 
grade pyelograms were done, she was operated on 
for a kidney tumor. The surgeon found a poly¬ 
cystic kidney and did a nephrotomy. Her records 
show blood pressure 120/70, hemoglobin 13 
grams, NPN 47 and 1-f- albuminuria with 20-30 
red blood cells and an occasional white blood cell. 

When she first consulted me November 30, I 
learned that she was an only child and that her 


The typical patient with congenital 
polycystic disease of the kidneys has a 
family history of renal disease and may 
expect symptoms to appear in the thir¬ 
ties or forties. These symptoms frequent¬ 
ly are dragging lumbar or abdominal 
pain accompanied by abdominal enlarge¬ 
ment. There already may be a history 
of recurrent urinary infection or renal 
colic. 

On examination, one or both kidneys 
will be felt as hard irregular masses. 
Hypertension may be present, and the 
urine probably will show albumin and 
white blood cells. The intravenous pyelo- 
gram will show elongated calyces with 
some blunting and irregularity of out¬ 
line. At present, such a patient may or¬ 
dinarily expect to live about 10 years 
after the onset of symptoms but possi¬ 
bly may have a normal lifespan. En¬ 
larging kidneys, increase in severity of 
symptoms, progression in associated hy¬ 
pertensive vascular disease, or decreas¬ 
ing renal function indicate a poor prog¬ 
nosis. 

We are justified in a more optimistic 
attitude toward such patients. Alert 
medical supervision, the use of increas¬ 
ingly efficient antimicrobials, and care¬ 
fully controlled hemodialysis and peri¬ 
toneal dialysis can prolong life greatly. 
Perhaps in the near future kidney re¬ 
placement will cure polycystic disease. 
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father and paternal aunt had polycystic kidney 
disease. She had had pneumonia without compli¬ 
cation at 3 years and, 7 years later, scarlet fever 
which was followed by tachycardia for several 
months. Her only operation before the nephroto¬ 
my was a T&A in childhood. 

She was 66 inches tall and weighed 124 pounds. 
Pulse was 90 and blood pressure 140/100. I 
found a tender mass about the size of a small 
grapefruit in the left flank. Her hematocrit was 
40 and NPN 97.5. The urine was 1.009 and 
negative for albumin and sugar. 

One month later the NPN was 45. During the 
next year, at monthly visits, she showed no ap¬ 
preciable change and did not complain of pain 
in the left flank except when jolted by a bump 
in the road. In the second year, I saw her every 
two to four months and found no appreciable 
change. 

In June, 1953, I first noted enlargement of 
the right kidney. She weighed 139, had a blood 
presure of 160/98, and showed no albumin. Dur¬ 
ing the next 18 months, the blood pressure rose 
gradually to 150-170/100-110 and pulse 100 to 
120. She complained of frequent headaches and 
nervousness. Venipunctures were so difficult that 
only rarely was blood drawn for NPN. In Octo¬ 
ber, 1954, it was 42 m g°/c. 

After January, 1955, albuminuria and clumps 
of white blood cells became constant findings. 
Sulfisoxazole (Gantrisin), usually, and, at times, 
streptomycin and penicillin mixture controlled 
the pyuria and bouts of left flank pain but did 
not affect the proteinuria. She continued in her 
usual life and did all the duties required of a 
housewife and farmwife. 

In April, 1956, bilateral flank pain developed. 
The left kidney had doubled in size, and the right 
was about the size of a large grapefruit. While the 
patient was on chloramphenicol, the urine was 
negative on culture. She felt better while taking 
this antibiotic and continued it at a dose of 250 mg 
twice a day. The blood pressure remained the 
same, but her weight gradually increased to 146 
by December, 1956. In June, 1956, glycosuria first 
appeared, which, thereafter, was persistent from 
a trace to 1+. Antimicrobial drugs were given 
daily with chloramphenicol alternating with sul¬ 
fonamides. She did not tolerate nitrofurantoin. 

In September, 1957, she complained of almost 
constant nausea. Findings were: pulse 120, blood 


pressure 214/120, weight 143 pounds, urine 1.010, 
albumin and sugar 1-}-, microscopic, 10-15 white 
blood cells and many casts. NPN was 57 mg and 
hematocrit 32. Chlorpromazine helped to control 
the nausea. The enlarging left kidney prevented 
her from lying on her abdomen, so she was more 
comfortable sitting up. Headaches became almost 
constant. 

In February, 1958, the left kidney mass became 
larger and more painful and tender. The NPN 
was 64 and fasting blood sugar 212. In March 
she vomited intermittently. The left kidney ex¬ 
tended 18 cm below the left costal arch anteriorly. 
The blood pressure was 220/110, and her weight 
had dropped to 140 pounds. In April she com¬ 
plained of itching. By this time venipunctures 
were so very difficult that I spared her as much 
as possible and did blood chemistries rarely. (We 
did not have facilities for microchemistry.) 

I began diabetic treatment first with tolbuta¬ 
mide (Orinase), then chlorpropamide (Diabi- 
nese) and phenformin hydrochloride (DBI), and 
finally insulin. None of these drugs controlled the 
glycosuria. It would show 1-j- to 24-, and her 
nonfasting blood sugar would be slightly more 
than 200 mg%. The glycosuria and hypergly¬ 
cemia were not caused by chlorothiazide, for it 
was not yet available. She had no family history 
of diabetes, which made me wonder whether 
cysts of the pancreas had developed. 

By June, 1958, she was deeply bronzed and 
complained greatly of itching. She would regu¬ 
larly vomit her midday meal. There was no hlood 
or cofifee ground staining of the vomitus. On 
June 27 she entered the hospital complaining of 
an acute pain in the right kidney area, probably 
caused by a hemorrhage into a renal cyst. Both 
kidney masses were very large. The blood pres¬ 
sure was 180/100, and the urine showed 1.010, 
albuminuria 1 —, glycosuria 1 —(—, and white blood 
cells too numerous to count. Culture showed 
an alpha streptococci sensitive to all antibiotics, 
sulfonamides and nitrofurantoin. The hemoglo¬ 
bin was 8.5 gm, hematocit 26, NPN 103, fasting 
blood sugar 144, potassium 4.4 mg, and sodium 
122 mg. 

X-ray films showed large renal masses but no 
stones. During her week in the hospital, she did 
not vomit while on a rice diet. Her NPN dropped 
to 83 and the blood pressure to 180/90. 

She left the hospital improved but thereafter 
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led a restricted life. She was unable to do any¬ 
thing but the lightest housework. She resigned 
her highly valued position as president of the 
county homemaker's club. She had passed the 
turning point of her disease, both physically and 
psychologically. 

By August, while no stronger, she felt a great 
deal better. She told of a feeling of sudden disap¬ 
pearance of the right renal mass associated with 
a great increase of urine. Vomiting had not re¬ 
curred, and the pruritis had disappeared. The 
blood pressure still varied from 204/90 to 250/ 
110, and her hemoglobin from 7.5 to 8 gm dur¬ 
ing the next five months. 

In January, 1959, she had severe pain of the 
left flank accompanied by gross hematuria. The 
mass was definitely larger. One month later she 
felt better. Her hemoglobin was 6.3 gm, NPN 
64, nonfasting blood sugar 212. The urine showed 
2-f- albumin, 3-f- sugar, and many white blood 
cells. 

By May, 1959, nausea and vomiting had re¬ 
turned. The distention of her abdomen increased, 
and meperidine (Demerol) was required to re¬ 
lieve pain. Glycosuria persisted despite the use 
of insulin. 

On May 24 the patient was readmitted for six 
days because of severe diarrhea and anasarca. 
The NPN was 80, blood sugar 81, hemoglobin 7 
gm, and hematocrit 21. The urine was 1.008 and 
showed a trace of albumin and no sugar or ace¬ 
tone and only 6 to 7 white blood cells and 8 to 10 
red blood cells. The culture was negative. She 
was treated simply with a strict Kemper rice and 
fruit diet. The NPN dropped to 38. 

After she returned home, vomiting recurred 
daily. Her mouth and tongue were sore and 
showed purpura of the buccal mucosa and hyper¬ 
keratosis of the tongue. Her hands showed trem¬ 
or and legs 4+ edema which extended to the 
thighs. Her general condition deteriorated rapid¬ 
ly. She became lethargic and almost comatose. 

On August 5, 1959, she was readmitted be¬ 
cause of the anasarca and hydrothorax. Pier 
pulse was 120, blood pressure 200/100, hemoglo¬ 
bin 5.2 gm, hematocrit 18, NPN 130, fasting 
blood sugar 111, total protein 4.5, blood sodium 
128 mEq/liter, potassium 5.4 mEq/liter, calcium 
12mg, and phosphorus 10.8. The urine showed 
specific gravity 1.006 with a trace of albumin and 
sugar, 4-6 white blood cells, and red blood cells too 


numerous to count. X-ray films of the chest showed 
enlargement of the heart with suggested pericar¬ 
dial effusion and bilateral pleural effusion. The 
EKG showed myocardial ischemia and left ventri¬ 
cular hypertrophy. I tapped her chest and got 100 
cc of clear fluid from the right side but only 50 cc 
from the left side. She lapsed into a deep coma 
and died August 10, age 44, nine years after the 
clinical onset of her disease. 

Her husband refused an autopsy. I was par¬ 
ticularly disappointed in not knowing whether or 
not she had cystic disease of the pancreas which 
may have caused diabetes. 

POLYCYSTIC DISEASE OF THE KIDNEYS 

Polycystic disease is the most prevalent renal 
cystic disease. It is inherited as a dominant non¬ 
sex-linked disease emerging clinically at two 
prominent age peaks, infancy and middle age. 
The progressive dilatation of the renal tubules 
leads to obstruction, infection, rupture of cysts, 
bleeding, or chronic renal faliure. Other associat¬ 
ed anomalies, such as cysts in other organs and 
berry aneurysm of the cerebral arteries, may be 
present. Sporadic cases are found, but surveys in 
large families usually show that half of the mem¬ 
bers develop clinical signs of the disease. Often 
the adult disease emerges after the next genera¬ 
tion has been planted. 

No single theory of pathogenesis is generally 
accepted. Older theories such as fetal papillitis 
with secondary fibrosis and obstruction, cyst for¬ 
mation as a neoplastic process, congenital syphilis, 
and fetal interstitial nephritis no longer seem valid. 

Bagg 1 has produced a polycystic kidney ex¬ 
perimentally. He exposed the abdomen of one 
generation of mice to unfiltered irradiation and 
found in the third and fourth generation various 
congenital anomalies including polycystic kidney, 
horseshoe kidney, and renal aplasia. He proved 
that the tendency to these congenital renal anoma¬ 
lies was inherited as a Mendelian recessive. Re¬ 
search in this direction, in view of the widespread 
use of diagnostic and therapeutic irradiation and 
radioactive isotopes, may be rewarding. 

The most tenable theory is the one first sug¬ 
gested by Felix 2 and elaborated by Kampmeier, 8 
that the uriniferous tubules of certain generations 
fail to atrophy or reunite with the collecting tu¬ 
bules. Thus, a functioning glomerulus with no 
outlet produces multiple glomerular and tubular 
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cysts. The development of associated renal arterio¬ 
sclerosis greatly influences the progression of 
polycystic disease and may be the major factor 
in the initial production of symptoms in adult life. 

The pathologic appearance is unmistakable. The 
kidneys are enlarged and often asymmetrical. They 
have a nodular surface produced by projecting 
cysts which may be filled with water, serous, 
hemorrhagic, or viscid fluid, or clear urine. The 
cut surface shows the entire parenchyma honey¬ 
combed by cysts protruding from various levels. 
Cysts may coexist in the spleen, pancreas, lungs, 
and particularly in the liver, but are rarely clini¬ 
cally significant. Interruptions of the elastic lami¬ 
nae of small renal arteries, ruptured arteries, and 
microaneurysms are found in the renal paren¬ 
chyma. Degenerative changes from pressure, cal¬ 
culi, and secondary infection may be present. Many 
cases of renal carcinoma and rare cases of papil¬ 
lary carcinoma have been reported in polycystic 
kidneys. An important fact to remember clinically 
is that 20% of polycystic cases have intracranial 
aneurysms, and 4% of patients with clinical 
cerebral aneurysms have polycystic disease. 

Table 1 


Associated Congenital Anomalies Encountered 
in 46 Cases of Polycystic Disease of the 
Kidney at Necropsy 

Associated Congenital Anomalies Cases % 


Polycystic liver 15 

Polycystic pancreas 4 

Polycystic spleen 1 

Cardiac defects 4 

Defects of nervous system 2 

Genitourinary defects (other than 

polycystic kidney) 6 

Defects of gastrointestinal tract 3 


Defects of the musculoskeletal system 2 


33 

9 

2 

9 

4 

13 

7 

4 


Total 37 81 

Diagnosis of the infantile type is usually made 
by palpation of bilateral renal masses, by x-ray 
findings, or by development of uremic symptoms 
such as vomiting, dehydration, and abdominal dis¬ 
tention. The adult type may be asymptomatic for 
many years and then may be only a chance find¬ 
ing on x-ray examination or autopsy. 

The presenting complaints of the 207 cases 
collected at the Mayo Clinic by Rail and Odel, 4 


which form the basis of all the tables shown, had 
the diagnosis verified by intravenous or retro¬ 
grade pyelogram or examination of the kidneys 
at the time of operation or autopsy. 

Table 2 


Clinical Data Presenting Complaint or Findings 



Cases 

% 

Lumbar or abdominal pain 

58 

28 

Presence of abdominal mass 

42 

20 

Elevated blood pressure 

35 

17 

Frequency, urgency or burning on 



urination 

36 

17 

Painless hematuria 

26 

13 

Hematuria and renal pain 

21 

10 

Kidney failure (edema, uremia, etc.) 

2 

1 

FINDINGS ON PHYSICAL 



EXAMINATION 



Elevated blood pressure 



(more than 140 mm Hg systolic 

146 

73* 

or 90 mm diastolic) 

(of 200) 


Palpable, enlarged kidney 

150 

72f 

or kidneys 

(of 207) 


*°/o of 200 cases in which blood pressure was 

recorded. 


t% of 207 cases. 



These symptoms include lumbar 

or abdominal 

pain in 28% ; palpable mass in 20% ; hypertension 

17%; bladder symptoms such as 

frequency, 

ur- 


gency, and dysuria in 17% ; painless hematuria in 
17%; and painful hematuria in 10%. Some pa¬ 
tients may appear with any of the manifestations 
of renal failure. Hypertension and palpable en¬ 
larged kidneys were present in about 75% of the 
patients at the time of diagnosis. Kidneys weigh¬ 
ing 6 kg or more produce weakness, a dragging 
sensation, displacement of other organs, and in¬ 
creased abdominal girth. The pain present in 
20% of the patients has no definite pattern. It 
was located in the lumbar region or upper or low¬ 
er part of the abdomen and was usually nagging 
and dull but could be colicky. This more severe 
pain was usually caused by the passage of blood 
clots or calculi. 

The most common laboratory findings are al¬ 
buminuria, pyuria, and hematuria. Increased 
BUN in more than one third of these presenting 
patients indicates how long they were able to get 
along without azotemic symptoms. Kidney stones 
were found in 14%, suggesting that hyperpara¬ 
thyroidism secondary to long renal failure may be 
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Table 3 


Laboratory Studies 



Cases 

Albuminuria 

None 

46 

Grade 1 to 2 + 

143 

Grade 3 to 4 + 

18 

Hematuria 

None 

156 

Grade 1 to 2 + 

33 

Grade 3 to 4 + 

18 

Pyuria 

None 

64 

Grade 1 to 2 + 

121 

Grade 3 to 4 + 

22 

Elevated Value for Blood Urea 

72 

(more than 40 mg/100 cc) 

(of 198) 

Associated Nephrolithiasis 

29 



Fig 1 


the cause. Of the 29 patients who had stones, 
only 11 had high BUN ; and this is the same in¬ 
cidence of azotemia found in those without stones. 
Stagnation of urine and infection seem more like¬ 
ly to have caused the calculi (tig 1). 

The important x-ray findings are enlarged or 
displaced kidneys with various densities, locula- 
tion or calcification, elongated pelves, crescentic 
deformities of calyces, hydronephrosis, and other 
obstructive phenomena. The infantile type of cyst 
is best diagnosed by observation of dye in the 
kidneys retained up to 72 hours. 

Less than 10% of polycystic disease is unilater¬ 
al. Complications of polycystic disease are varied. 
Many patients present or die with complications 
such as vascular accidents from ruptured cerebral 
aneurysms or hypertensive disease, secondary 
pyelonephrosis, infected cysts, perinephritic ab¬ 
scesses, gross hematuria, calcification of cyst walls, 
and formation of urinary calculi and renal carci¬ 
noma. Subdiaphragmatic abscesses from ruptured 
infected cysts have occurred. 

The infantile type carries a poor prognosis. In¬ 
fants die rapidly from uremia or complications. 
The adult type may be latent and may not shorten 
life. A local man known to have masses .in both 
flanks at 68 had the diagnosis of polycystic dis¬ 
ease made by I VP at 74, at which time his NPN 
was 34. He died at 82 of a stroke. But usually the 


disease is progressive and leads to hypertension, 
uremia, vascular accidents, and infection with 
death occurring in the fifth or sixth decade. 

Life can he prolonged by continuous medical 
care and treatment of infection and acute obstruc¬ 
tion, management of chronic uremia, and avoid¬ 
ance of or special care during pregnancy. The 
average age at death was 49.3 years, excluding 
those dying under six months of age. The average 
life after the onset of symptoms in a carefully fol¬ 
lowed series of 43 patients was 9.3. The 17 pa¬ 
tients whose onset of persistent azotemia (BUN 


Table 4 

Necropsy Data in 46 Cases Concerning 
Age at Death 


Age (Years) Distribution Cases 

0-1 9 

1-9 0 

10-19 2 

20-29 1 

30-39 2 

40-49 11 

50-59 11 

60-69 5 

70 or more 5 

Total cases 46 


% 

20 

0 

4 

2 

4 

24 

24 

11 

11 


100 
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40 mg% or higher) was fairly accurately deter¬ 
mined, lived on an average of 2.2 years. One sur¬ 
vived five and a half years. 

Table 5 


Cause of Death in 46 Cases 

Cases 


Kidney failure with uremia 9 

Myocardial infarction 6 

Cerebral hemorrhage 4 

Cardiac failure 3 

Multiple congenital anomalies 3 

Prematurity 3 

Generalized peritonitis 6 


Postoperative, 4 
Postirradiation, 1 
After perforated appendix, 1 
Paralytic ileus (postoperative) 1 

Lobar pneumonia 1 

Bronchopneumonia 2 

Pulmonary edema 1 

Suppurative bronchitis 1 

Lupus erythematosus 1 

Spongioblastoma multiforme 1 

Pulmonary tuberculosis 1 

Hemorrhage from ruptured 
esophageal varices 1 

Cerebral thrombosis 1 

Basilar meningitis 1 


% 

20 

13 

9 

7 

7 

7 

13 


Only 20% of the patients died directly from 
renal failure. Even if the deaths from the compli¬ 
cations of the hypertension accompanying poly¬ 
cystic disease, such as myocardial infarction, car¬ 
diac failure, and cerebral hemorrhage, were ex¬ 
cluded, the incidence was less than 50%. 

At present, the treatment of polycystic disease 
is medical. Various surgical procedures such as 
marsupialization, bivalving with unroofing, punc¬ 
ture and aspiration, and unilateral nephrectomy 
have been tried and have failed. Decompression 
or heminephrectomy is justified only when extra- 
renal obstruction develops. Treatment of urinary 
infections and chronic renal failure must be car¬ 
ried out in polycystic disease just as in other renal 
diseases. Recent studies emphasize the futility of 


expecting cure of urinary infections when urinary 
tract obstruction is present, but they also point 
out that these infections can be controlled by con¬ 
tinued use of antimicrobial drugs selected by tube 
sensitivity tests. Penicillin is .still one of the most 
valuable drugs in this field. Gross hematuria 
should be treated by bedrest, and any significant 
anemia with transfusions. Careful management of 
the hypertension is essential. 

Hemodialysis has been used successfully for 
transient exacerbations of renal failure caused by 
infection, obstruction, dehydration, or hypoten¬ 
sion. It may occasionally result in prolonged im¬ 
provement even in apparently moribund patients. 
The history of a recent good urinary volume is a 
good guide in selecting patients for dialysis. Peri¬ 
toneal dialysis can also be used. It takes longer 
and its effects do not last as long, hut it requires 
so little equipment and supervision that it can be 
done anywhere. 

Treatment of the patient involves his family. 
If the patient has children, about half may devel¬ 
op the disease. The physician must handle this 
situation with great discretion so as to avoid pro¬ 
ducing excessive guilt on the part of the parent 
and blame on the part of the children. The chil¬ 
dren and siblings of the patient should be encour¬ 
aged to have frequent examinations to detect the 
disease as early as possible. 

Braddock Heights, Md 


GENERIC AND TRADE NAMES OF DRUGS 

Chloramphenicol— Chloromycetin 
Chlorothiazide— Diuril, Lyovac Diuril 
Chlorpromazine— Thorazine 
Chlorpropamide— Diabinese 
Meperidine— Demerol 
N itrof u r an toin— Fur ad ant in 
Phen f or min hyd roch lor ide— DBI 
Sul fi soxazole— Gantrisin 
Tolbutamide— Orinase 
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when treatment 
might precipitate 
a problem 
with monilia 

especially in 
diabetics or 
debilitated 
patients 


and in patients with a history of fungal overgrowth—during 
pregnancy—patients on steroids ivho require antibiotics—the 

elderly. The antimonilial specificity of Nystatin plus the extra benefits of 
DECLOMYCIN Demethylchlortetracycline allow lower mg intake per dose 
per day, the option of b.i.d. dosage, higher activity levels, 1-2 days’ “extra” 
activity. 

Side Effects typical of tetracyclines include glossitis, stomatitis, proctitis, 
nausea, diarrhea, vaginitis, dermatitis, overgrowth of nonsusceptible or¬ 
ganisms, tooth discoloration (if given during tooth formation) and increased 
intracranial pressure (in young infants). Also, very rarely, anaphylactoid 
reaction. Reduce dosage in impaired renal function. Because of reactions to 
artificial or natural sunlight (even from short exposure and at low dosage), 
patient should be warned to avoid direct exposure. Stop drug immediately at 
the first sign of adverse reaction. It should not be taken with high calcium 
drugs or food; and should not be taken less than one hour before, or two 
hours after meals. 

Average Adult Daily Dosage: four divided doses of 1 capsule each or two 
divided doses of 2 capsules. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 

651 5-1 944 
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DECLOMYCIN" Demethylchlortetracycline HCI 150 mg 
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A case of nephrotic syndrome is 
reported. The cause has not been 
determined. Treatment has been of 
six years duration , and the patient\s 
course has been complicated by 
signs and symptoms of cholecystitis , 
possible peptic ulcer , and possible 
hyperthyroidism. Excessive pro¬ 
teinuria continues despite almost 
five years of steroid therapy , but 
no other abnormalities of renal 
function have been demonstrated. 


THE NEPHROTIC SYNDROME 


HENRY V. CHASE, MD 

This patient was selected as representative of 
the nephrotic syndrome for several reasons. First, 
she has been studied thoroughly, and close per¬ 
sonal follow-up has extended over a period of six 
years. Second, the patient presents a number of 
features that provoke discussion. Her course has 
been most instructive and continues to be a chal¬ 
lenge for the future. 

CASE REPORT 

The patient, a 37-year-old, white, married wom¬ 
an, was first seen on March 1, 1957. She com¬ 
plained of tiring easily. She dated the onset of 
her illness back to June, 1956, when she had de¬ 
veloped a rather extensive contact dermatitis, 
eventually attributed to metal hypersensitivity. 
From July, 1956, to December of the same year, 
she was treated with steroids and developed edema 
of the lower extremities and elevation of blood 


pressure. Frequent upper respiratory infections 
associated with a persistent, hacking, nonproduc¬ 
tive cough were noted. All of these disappeared 
when steroid therapy was discontinued. 

Before June, 1956, her past health had been ex¬ 
cellent. In 1942, during the last trimester of her 
only pregnancy, she had extensive swelling of 
both lower extremities. This cleared spontaneous¬ 
ly after delivery. She was not told that she had 
any kidney trouble or elevation of blood pres¬ 
sure. Six years later, while living in California, 
she developed a lower urinary tract infection 
diagnosed by an urologist as cystitis. Cystoscopic 
examination was performed and no specific ther¬ 
apy was given. She made an uneventful recovery. 

Her paternal grandfather was a diabetic, but 
there is no family history of allergy, thyroid trou¬ 
ble, tuberculosis, or kidney disease. Her father 
died of a coronary thrombosis at the age of 60. 
A system review revealed no significant infor¬ 
mation. 
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helps restore normal motility and tone 


Cantil (mepenzolate bromide) works in the colon. 
In irritable colon, spastic colon, ulcerative colitis 
and other functional and organic colonic disorders, 
it acts to: 

• control diarrhea/constipation 

• relieve spasm, cramping, bloating 

• make patients more comfortable 

with little effect on stomach, bladder or other viscera. 

"In 40 of 44 cases of irritable or spastic colon, 
Cantil [mepenzolate bromide] or Cantil with Pheno- 
barbital reduced or abolished abdominal pain, diar¬ 
rhea and distention and promoted restoration of 
normal bowel function . . . Cantil [mepenzolate 
bromide] proved to be singularly free of antichol¬ 
inergic side-effects. Blurring of vision or dryness 
of the mouth were occasionally seen and were us¬ 
ually managed with a reduction in dosage. Urinary 
retention, noted in two cases was eliminated in one 
by reducing dosage.” 1 


IN BRIEF: 

One or two tablets three times a day and one or two 
at bedtime usually provide prompt relief. Cantil 
with Phenobarbital may be prescribed if sedation 
is required. 

Dryness of the mouth or blurring of vision may 
occur but it is usually mild and transitory. Urinary 
retention is rare. Caution should be observed in 
prostatic hypertrophy—withhold in glaucoma. Cantil 
with Phenobarbital is contraindicated in patients 
sensitive to phenobarbital. 

Supplied: CANTIL (mepenzolate bromide)—25 mg. per 
scored tablet. Bottles of 100 and 250. 

CANTIL with PHENOBARBITAL — containing in each 
scored tablet 16 mg. phenobarbital (warning: may be habit 
forming) and 25 mg. mepenzolate bromide. Bottles of 100 
and 250. 

1-Riese, J.A.: Amer. J. Gastroent. 28:541 (Nov.) 1957 

LAKESIDE LABORATORIES, INC. 

Milwaukee, Wisconsin 53201 
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On initial physical examination, blood pres¬ 
sure was 150/90; temperature 99.4° (oral), 
weight 120 pounds, and pulse 70/min. She ap¬ 
peared older than the stated age of 37. Skin tex¬ 
ture was normal. One spider nevus was found on 
the right arm, and there was a small area of heal¬ 
ing erythematous rash on each of her fingers. The 
mucous membranes were moist and of good color ; 
her hair appeared normal. The thyroid was not 
palpable. There were no palpable lymph nodes in 
any part of the body except for several shotty 
glands in the inguinal regions. Examination of 
the eyes was not remarkable except for a slight 
degree of exophthalmos and a questionable lid 
lag. The former has been present for many years 
and was considered a family trait. Her fundi ap¬ 
peared entirely normal. The pharynx was slightly 
injected but was otherwise unremarkable. Both 
breasts were fatty and without palpable lumps. 
There was no gross deformity of the chest cage. 
Lungs and heart appeared normal. The abdomen 
was flat, soft, nontender, without scars, and there 
were no palpable organs or abnormal masses. A 
fine tremor of the hands was noted. There was no 
peripheral edema, and the peripheral vessels were 
normal to palpation. Neurological examination re¬ 
vealed normally active and equal reflexes and no 
abnormal reflex was elicited. Careful rectal and 
pelvic examinations were entirely normal. 

A routine voided urine specimen was normal 
except for 2+ albumin. A second specimen ob¬ 
tained at the end of the examination showed only 
a trace of albumin, and a third specimen collected 
the following day was negative for albumin. STS 
was negative. A complete blood count was nor¬ 
mal, and a fasting blood sugar was 90 mg%. 
Chest x-ray and electrocardiogram were normal. 
The electrodes caused a rash to appear at the site 
of contact. No specific therapy was advised, and 
the dermatitis involving the fingers slowly healed 
completely. 

In June, 1958, the patient developed a persistent 
cough which worsened at night. There was evi¬ 
dence of allergic rhinitis; when a cat was re¬ 
moved from the house, the cough quickly disap¬ 
peared. During this time, the patient had all 
metal water pipes removed from her house and 
well. Plastic pipes were installed and the well was 
lined with tile. This was done by her husband at 
the suggestion of a friend who works with him at 
a nearby government installation. 

Ankle swelling developed for the first time in 


April, 1959, upon the patient’s return from a trip 
to California. The edema was extensive and ex¬ 
tended up to the inguinal regions. Weakness and 
easy fatigability accompanied the swelling. At 
that time, her blood pressure was 120/80. Physi¬ 
cal examination revealed no change except for 
the presence of a small cystlike lesion in the left 
breast. A rather large, movable mass was also 
found in the posterior cul-de-sac on pelvic exam¬ 
ination. Urinalysis was normal. 

The patient was referred to a gynecologist, and 
subsequently a laparotomy was performed. The 
mass was found to be an extremely large, pedun¬ 
culated myoma. The entire uterus was removed 
together with the appendix. The adnexa was left 
undisturbed. Her postoperative course was un¬ 
eventful. Routine laboratory findings during hos¬ 
pitalization were normal, and albuminuria was not 
observed in either of two urine specimens exam¬ 
ined. 

On August 19, 1959, the patient was seen again 
because of swelling of both lower extremities. She 
had no other complaints and felt well. Examina¬ 
tion revealed enlargement of the liver and pitting 
edema of both ankles. Liver function tests were 
obtained, and the cephalin flocculation test was 
negative in 48 hours; BSP test, 2.5% retention 
of dye in 30 minutes; thymol turbidity was 4.5 
units; total protein was 4.10 gm; albumin was 
1.99, and globulin 2.11. Sedimentation rate was 
40 mm/hr (Westergren) ; lupus erythematosus 
prep was negative. Urinalysis showed 4-\- pro¬ 
tein. A tentative diagnosis of nephrotic syndrome 
was made, and hospitalization was recommended 
for further evaluation. 

The patient’s husband requested that she be re¬ 
ferred to tbe National Institutes of Health. On 
October 7, 1959, she was admitted to this institu¬ 
tion and was discharged on November 16. 

Following is a summary of laboratory data 
obtained while at the National Institutes of 
Health: hemoglobin 14.2 gm; RBC 4.9 million; 
hematocrit 44%; platelets 189,000; reticulocytes 
0.4% ; WBC 7,400; dififerential 48% mature poly¬ 
morphonuclear leukocytes; lymphocytes 42% ; 
monocytes 2%; eosinophils 8%; sedimentation 
rate 27; red cell indices: MCV 88, MCH 29, 
MCHC 33. Urinalysis: specific gravity 1.007; 
pH 6; Protein 2-(-; sugar negative; urinary sedi¬ 
ment revealed a few red blood cells, a rare white 
blood cell, and rare hyaline casts. No doubly re- 
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more complete relief for the "dyspeptic" 

DACTILASE 9 


Dactilase provides comprehensive therapy for a 
wide range of digestive disorders. Its antispas- 
modic and anesthetic actions rapidly relieve pain 
and spasm. Dactilase decreases hypermotility 
without inducing stasis. In addition, it supplies 
digestive enzymes to help reduce bloating, belch¬ 
ing and flatulence. Dactilase does not interfere 
with normal digestive secretions. Very often it can 
be a most useful answer to the dyspeptic’s needs. 

DACTILASE: Each tablet contains: Dactil® (pi- 
peridolate hydrochloride), 50 mg.; Standardized 
cellulolytic* enzyme, 2 mg.; Standardized amylo- 


lytic enzyme, 15 mg.; Standardized proteolytic 
enzyme, 10 mg.; Pancreatin 3X** (source of lipo¬ 
lytic activity), 100 mg.; Taurocholic acid, 15 mg. 

*Need in human nutrition not established. **As acid resistant granules 
equivalent in activity to 300 mg. Pancreatin N.F. 

Side Effects and Contraindications: DACTILASE 
is almost entirely free of side effects. However, it should 
be withheld in glaucoma and in jaundice due to com¬ 
plete biliary obstruction. 

Administration and Dosage: One tablet with, or 
immediately following each meal. Tablets should be 
swallowed whole. 

Supplied: Bottles of 60 and 250. 
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fractile bodies were seen. Total urinary protein 
for a 24 hour period was 10.3 gm. Repeated ex¬ 
amination of the urine revealed essentially the 
same values. VDRL was nonreactive; protein 
bound iodine 5.1 /xg%; PSP test 41% excretion 
in 15 minutes and a total of 61% in two hours; 
BMR +3; LE prep, negative; bentonite floccula¬ 
tion test for rheumatoid arthritis, negative; ben¬ 
tonite flocculation test for lupus erythematous, 
negative. Total cholesterol was 463 mg% ; total 
protein 4.6%; albumin 1.4; globulin 3.2; thymol 
turbidity 4 units; cephalin flocculation test 2+ at 
24 hours; Van den Bergh 0.2 total, 0.02 direct; 
SGOT 13 units; fasting blood sugar 80 mg% ; 
creatinine 0.6 mg; serum electrolytes, normal. 
Serum electrophoresis revealed a high alpha 2 
globulin and high gamma globulin and low albu¬ 
min. An Addis count revealed 500,000 casts; 
white blood cells 1,010,000; red blood cells 20,- 
795,000. Stool: negative for occult blood, ova, and 
parasites. A voided urine culture revealed hemo¬ 
lytic Staph albus; coagulase, negative; diphther¬ 
oids and a colony count, 100/cc; prothrombin de¬ 
termination, normal; BSP was 1% residual in 45 
minutes. 

Electrocardiogram and chest x-ray were normal. 
A flat film of the abdomen showed an enlarged liver 
shadow and a large biliary calculus. Both hands 
and wrists appeared normal. Skull films were 
negative. The cervical spines appeared normal. 
An intravenous pyelogram showed generous sized 
kidneys with the right being slightly larger than 
the left; there were no deformities of the calyces. 

Skin and muscle biopsy specimens were normal. 
A renal biopsy was performed on October 22, 
1959. The specimen contained only four or five 
normal appearing glomeruli, and the sections were 
considered inadequate. The patient has persistently 
refused to submit to another renal biopsy. 

After hospitalization, the patient was started on 
hydrochlorothiazide 50 mg twice daily. The dis¬ 
charge diagnosis was nephrotic syndrome due to 
undetermined cause. 

The patient was observed closely during the 
next four months. Hydrochlorothiazide was con¬ 
tinued and edema was controlled. Repeated uri¬ 
nalyses continued to show 4+ albuminuria; serum 
potassium remained normal. 

Therapy with steroids was started on February 
1, 1960. Prednisone 60 mg daily was the initial 
dose, and a maintenance dose of 20 mg daily was 


given after diuresis. She responded to this form 
of therapy with an adequate diuresis of ten pounds 
and a decrease in proteinuria from more than 10 
gm daily to 8 gm in 24 hours. Within three weeks, 
she developed symptoms of acute cholecystitis, and 
glycosuria appeared. 

Examination revealed increase in the size of 
her liver and the presence of spider nevi on both 
arms. There was a good response to a low fat 
diet. Steroid therapy together with potassium 

chloride and hydrochlorothiazide were continued. 

* 

A fasting blood sugar determination was 90 mg%. 

Surgical consultation was indicated for the gall 
bladder disease and arrangements were made for 
admission to the Johns Hopkins Hospital. After a 
thorough workup, it was agreed that surgery was 
not indicated and that conservative, medical treat¬ 
ment should he continued. 

Extensive laboratory investigations were again 
accomplished, but the results were the same as 
those obtained at the National Institutes of Health, 
except for the following: cholesterol 710 mg% ; 
calcium 9.7 mg%, phosphorus 3.4 mg; alkaline 
phosphatase 4.6 units, total serum protein 5.8 gm; 
albumin 3.1 gm; globulin 2.1 gm; two hour p.c. 
glucose 78 mg%; Rose test: negative, ASO titre, 
12 Todd units; PBI, 8.9 jxg% ; urea clearance 
showed 120% of normal in the first specimen and 
85% of normal in the second specimen. Two 
quantitative 24 hour protein determinations were 
5.1 and 4.6 gm/24 hours. Fishberg test showed a 
maximum concentration of 1.030; venous pres¬ 
sure was 90-100 mm of saline. A liver biopsy 
was performed and reported as normal. 

The patient was discharged on prednisone 20 
mg daily and was advised to continue a high pro¬ 
tein, low fat diet. Antacids after meals and sup¬ 
plementary doses of potassium were also con¬ 
tinued. 

The consensus at the time of discharge was that 
the patient presented a picture of the nephrotic 
phase of glomerulonephritis. 

In June. 1960, she developed hirsutism, moon 
facies, and marked increase in her appetite. By 
choice, she had always followed a high protein 
diet. Now she had to eat every two or three 
hours and would get up several times during the 
night to eat a fairly large meal. Prednisone was 
decreased from 20 mg to 15 mg daily. At this 
time it was noticed that albuminuria exceeded 10 
gm/24 hours. Sodium intake was kept at a mini- 
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when even southern sun 

fails to warm cold hands and feet 


provide rapid, sustained vasodilation for warmth and relief of pain, 
dizziness and faintness in patients with impaired peripheral circulation 



geriliquid warms cold hands and feet 
through the thermogenic action of glycine 
and through sustained vasodilation by gly¬ 
cine and niacin. In addition, in patients with 


impaired peripheral circulation, geriliquid 
increases the ability to walk farther with 
less pain. Patients particularly like the pal¬ 
atable, sherry wine base. 


IN BRIEF: Composition: Each 5 ml. contains: niacin 75 mg. and aminoacetic acid (glycine) 750 mg. in a palatable sherry wine base; alcohol 5%. 
Side Effects: Occasional lightheadedness or transient itching which may disappear with continued use. There are no known contraindications; 
however, caution is advised when there is concomitant administration of a coronary vasodilator. 

Administration and Dosage: One or two teaspoonfuls 3 times a day before meals. If flushing is objectionable, dosage may be lowered. How¬ 
ever, tolerance to flushing usually develops without loss of efficacy in regard to vasodilation. 

Supplied: Bottles of 8 oz. and 16 oz. 
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mum, and edema seemed fairly well controlled, but 
her weight would vary eight pounds in a 24-hotir 
period. 

In September, 1960, she complained of easy 
fatigability, nervousness, palpitations, sweating, 
backache, weakness in both legs after climbing 
steps, tremor, and still more increase in appetite, 
postprandial epigastric distress, and well localized 
epigastric tenderness. A gastrointestinal series 
showed no evidence of an ulcer and was consid¬ 
ered normal. A cholecystogram showed a single, 
large, radiolucent calculus which appeared to move 
freely within the gall bladder with fairly good con¬ 
centration of the dye. Urinalysis showed 4+ pro¬ 
tein (15 gm daily) ; trace of sugar; specific grav¬ 
ity 1.010, and negative microscopic. Two hour 
postprandial glucose was 117 mg% ; total serum 
protein 4.6 with albumin 2 and globulin 2.6; alka¬ 
line phosphatase 3.8 units; BUN 10 mg% ; LE 
prep, negative; stool, negative for occult blood; 
chest x-ray, negative. 

A full ulcer program was started. The patient 
was put on a 3000 calorie, low sodium, low fat 
diet. The prednisone was decreased to 15 mg 
daily. This regimen brought about relief of most 
of her gastrointestinal symptoms. She remained 
free of edema, but excessive proteinuria continued 
and signs and symptoms of hypermetabolism be¬ 
came more apparent. A BMR could not be done 
because the patient could not cooperatve by rest 
and fasting. She refused to go without food for 
more than two hours. A butanol extractable iodine 
determination was 3.5[J.g% and an ET 3 test 
was 16.4% (normal range 10.3-14.3). 

The patient was then seen in consultation by an 
endocrinologist because of possible hyperthyroid¬ 
ism. A PBI was 8.1 jug% (a cholecystogram had 
been performed in September, 1960) and an RAI 
uptake was 18% in two hours (normal 6-12%) 
and 52% in 24 hours (normal 15-40%) ; serum 
cholesterol 970 mg% ; total serum protein 4.0; 
albumin 1.9; globulin 2.1. The consultant did not 
think she had hyperthyroidism, and this opinion 
was confirmed after special tests were done on 
the patient’s serum to determine the level of free 
thyroxine. The changes in her RAI uptake were 
thought to be secondary to her protein abnormali¬ 
ties. No treatment for hyperthyroidism has been 
given, and the patient continues to follow a diet 
in excess of 3000 calories daily. She is inactive 
and rests four to six hours daily. Prednisone 12.5 
mg daily was continued with no change in the 


amount of proteinuria. The dose of corticosteroid 
was decreased to 10 mg in February, 1962, and to 
7.5 mg in May, 1962. She has been maintained 
on this dose during the past year and there has 
been little change in her overall condition. Mod¬ 
erate glycosuria continues. A recent blood sugar 
was 120 mg%, two hours postprandial. More re¬ 
cently, episodes of gall bladder colic have oc¬ 
curred. Propantheline and antacids have been 
continued and have given symptomatic relief. 

DISCUSSION 

The introduction of percutaneous renal biopsy 1 
and the use of the electron microscope 2 in the 
study of antemortem biopsy material have in¬ 
creased our understanding of the nephrotic syn¬ 
drome. As a result of these studies, a more work¬ 
able classification of the syndrome has been de¬ 
vised, and it has become apparent that it is not a 
single disease entity but the metabolic expression 
of a wide variety of underlying diseases. 

Definitions of the syndrome are numerous, but 
all include the hallmarks of proteinuria, hypoal- 
buminuria, hypercholesterolemia, and edema. Ber¬ 
man and Schreiner 3 would use proteinuria in ex¬ 
cess of 3.5 gm daily together with the presence of 
fat bodies in the urine as the sine qua non of the 
syndrome. In a more recent publication, Schrei¬ 
ner 4 has reviewed the subject of nephrosis thor¬ 
oughly. His bibliography of 895 articles reveals 
the complexity of the subject matter. Only a few 
facets of the disease will be mentioned in this 
discussion. 

In most of the series reported, intrinsic renal 
disease accounts for the largest number of cases. 
Many of the patients who showed “normal glo¬ 
meruli” by light microscopy have been found by 
electron microscopy to have certain characteristic 
changes in the basement membrane and epithelial 
cell layer of the capillaries. The epithelial cell foot 
processes in the glomeruli of these patients ap¬ 
pear to be uniformly smudged. The podocytes 
(epithelial cells) show loss of pedicles (foot proc¬ 
esses) with replacement by an abnormal layer of 
cytoplasm. The basement membrane may be of 
variable thickness, and vents or gaps in this mem¬ 
brane have been described by Spiro, 5 who con¬ 
siders this the structural basis of proteinuria. 
Earle, Jennings, and Bernik 6 have not been able 
to observe these defects or holes which are said to 
permit diffusion of proteins. These defects in the 
basement membrane have been observed in cases 
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WHEN MOTHER'S IRON ISN'T UP TO 

MOTHERHOOD 


I N BRIEF : ACTIONS AND USES: A single dose of Imferon (iron dextran injection) will 
measurably begin to raise hemoglobin and a complete course of therapy will effectively 
rebuild iron reserves. The drug is indicated only for specifically-diagnosed cases of iron 
deficiency anemia and then only when oral administration of iron is ineffective or imprac¬ 
tical. Such iron deficiency anemia may include: patients in the last trimester of preg¬ 
nancy; patients with gastrointestinal disease or those recovering from gastrointestinal 
surgery; patients with chronic bleeding with continual and extensive iron losses not 
rapidly replenishable with oral iron; patients intolerant of blood transfusion as a 
source of iron; infants with hypochromic anemia; patients who cannot be relied 
upon to take oral iron. 

COMPOSITION: Imferon (iron dextran injection) is a well-tolerated solution of iron dextran 
complex providing an equivalent of 50 mg. of elemental iron in each cc. The solution con¬ 
tains 0.9% sodium chloride and has a pH of 5.2-6.0. The 10 cc. vial contains 0.5% phenol 
as a preservative. 

ADMINISTRATION AND DOSAGE: Dosage, based upon body weight and Gm. Hb./lOO cc. 
of blood, ranges from 0.5 cc. in infants to 5.0 cc. in adults, daily, every other day, or 
weekly. The total iron requirement for the individual patient is readily obtainable from 
the dosage chart in the package insert. Deep intramuscular injection in the upper outer 
quadrant of the buttock, using a Z-track technique, (with displacement of the skin 
laterally prior to injection), insures absorption and will help avoid staining of the skin. 
A 2-inch needle is recommended for the adult of average size. 


SIDE EFFECTS: Local and systemic side effects are few. Staining of the skin may occur. 
Excessive dosage, beyond the calculated need, may cause hemosiderosis. Although 
allergic or anaphylactoid reactions are not common, occasional severe reactions have 
been observed, including three fatal reactions which may have been due to Imferon 
(iron dextran injection). Urticaria, arthralgia, lymphadenopathy, nausea, headache, 
and fever have occasionally been reported. Initial test doses of 0.5 cc. are advisable. 

PRECAUTIONS: If sensitivity to test doses is manifested, the drug should not be given. 
Imferon (iron dextran injection) must be administered by deep intramuscular injection 
only. Inject only in the upper outer quadrant of the buttock, not in the arm or other 
exposed area. 

CONTRAINDICATIONS: Imferon (iron dextran injection) is contraindicated in patients 
sensitive to iron dextran complex. Since its use is intended for the treatment of iron 
deficiency anemia only, it is contraindicated in other anemias. 

CARCINOGENICITY POTENTIAL: Using relatively massive doses, Imferon (iron dextran 
injection) has been shown to produce sarcoma in rats, mice and rabbits and possibly in 
hamsters, but not in guinea pigs. The risk of carcinogenesis, if any in man, following 
recommended therapy with Imferon (iron dextran injection) appears to be extremely small. 

SUPPLIED: 2 cc. ampuls, boxes of 10; 5cc. ampuls, boxes of 4; 10 cc. multiple dose vials. 


in iron deficiency anemia for rapid and 
predictable replacement of iron reserves 
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of so-called pure lipoid nephrosis, membranous 
glomerulonephritis, and subacute and chronic 
glomerulonephritis. 

It is interesting to speculate as to the changes 
that may be present in the basement membrane 
and podocytes of the “normal glomeruli’’ reported 
in the renal biopsy of the case under discussion. 
One recognized authority suggested that the pa¬ 
tient is in the nephrotic phase of glomeruloneph¬ 
ritis. A more precise diagnosis of membranous 
glomerulonephritis probably could have been made 
with the electron microscope. This points up the 
need to subject so-called negative renal biopsies 
to examination by the electron microscope 
in the case of the idiopathic nephrotic syn¬ 
drome. 

The patient’s exquisite sensitivity to metals and 
other allergens, such as cat hair, calls to mind 
other causes of the nephrotic syndrome. Various 
toxic and allergic agents have been incriminated. 
Relatively recent reports mention organic mer¬ 
curials, inorganic mercurials, tridione, paradione, 
bismuth, trichlorethylene, probenecid, perchlorate, 
and tolbutamide, as possible toxic causes. Poison 
oak, bee sting, and snake venom have also been 
reported as precipitating allergic factors. 

Of the generalized disease processes associated 
with the condition, amyloidosis, both primary and 
secondary, systemic lupus erythematosis, multiple 
myeloma, and diabetic glomerulosclerosis have 
been reported. Raisz and coworkers, 7 with the 
help of percutaneous renal biopsy, have helped to 
clarify the place of amyloidosis in the spectrum of 
renal disease, particularly in the differential diag¬ 
nosis of the nephrotic syndrome. Seventeen pa¬ 
tients with amyloidosis were studied, and 10 were 
found to have the syndrome. Their course was 
that of rapid progression of renal failure. The 
rare case of clinical remission in this situation is 
invariably the result of treatment of reversible 
diseases such as tuberculosis, chronic suppurative 
processes, myxedema, and rheumatoid arthritis. 
Four of the five cases of primary amyloidosis in 
the series manifested themselves as the nephrotic 
syndrome. 

In 1842, Rayer 8 first described seven cases of 
renal vein thrombosis, two of which were asso¬ 
ciated with the nephrotic syndrome. This asso¬ 
ciation has been reported with increasing fre¬ 
quency. The renal vein thrombosis may be seen 
as a localized process, but it is usually associated 


with thrombosis or obstruction of the inferior 
vena cava. Morris, Ginn, and Thompson 0 de¬ 
scribed a case in an adult and emphasized the 
need for diagnostic inferior venacavogram in any 
patient with back pain and thromboembolism be¬ 
fore closed renal biopsy is performed. They also 
found that the renal histologic picture of the syn¬ 
drome in renal vein thrombosis is the same as 
that seen in membranous glomerulonephritis. 
Kowal, Figur, and Hitzig 10 used anticoagulants 
to treat a 53-year-old woman with this condition 
and were able to bring about a complete remission 
of the nephrotic syndrome. 

Other mechanical causes of the nephrotic syn¬ 
drome are constrictive pericarditis, congestive 
heart failure, and congenital heart disease. Preg¬ 
nancy rarely coexists with the nephrotic syndrome. 
Silberman and Adams 11 state that the pregnancy 
may proceed successfully without altering the 
mode of management of either condition. 

Various infections are known to be associated 
with the nephrotic syndrome; syphilis, malaria, 
subacute bacterial endocarditis, and tuberculosis 
have been reported. Robins and Ladd 12 recently 
published a case in which the nephrotic syndrome 
developed as an acute disorder during the second¬ 
ary stage of syphilis. Scott and Clark 13 have de¬ 
scribed a patient with the syndrome which ap¬ 
peared after a Herxheimer reaction with penicillin 
therapy. Infectious mononucleosis may be com¬ 
plicated by the nephrotic syndrome. Greenspan 14 
recently reported such a case, and the excessive 
proteinuria cleared completely after two courses of 
steroid therapy. 

The onset of signs of the nephrotic syndrome 
may take place at or immediately after birth. 
Oliver 15 has suggested that the basic lesion in 
infantile nephrosis lies in the development of the 
nephron. Worthen 16 and his associates have shown 
that the disease may be familial. Electron micro¬ 
scopic examination of biopsy material from their 
patients revealed changes in the podocytes identi¬ 
cal with those seen in the nephrotic syndrome in 
older patients. 

This patient's clinical picture has suggested, 
from time to time, the possibility of hyperthyroid¬ 
ism. Her intake has consistently exceeded 3000 
calories daily. She rests for long periods during 
the day and sleeps at least 10 hours each night 
but has failed to gain weight. Tachycardia, palpi¬ 
tation, hyperactivity, easy fatigability, fine tremor 
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the price of “success” 



Hypertension has been called the price of success... and in some life-situations, 
the cost of failure. In either event, Metatensin lowers blood pressure, cushions 
the patient against stress and retards the progress of disease. Metatensin is effec¬ 
tive and economical. It is well-tolerated over long periods. 


THERAPY 
YOU CAN STAY 
WITH 


METATENSIN 

EACH SCORED TABLET CONTAINS: 

Metahydrin® Itrichlormethiazidel 2 mg. or 4 mg. Reserpine 0.1 mg. 


In Brief: Patients with hepatic cirrhosis or diarrheal syndromes, or under therapy with digitalis, ACTH, or potassium-losing steroids, should be observed for signs 
of hypokalemia. With thiazides, electrolyte depletion, diabetes, gout, granulopenia, nausea, pancreatitis, cholestatic jaundice, flushing, mild muscle cramps, con¬ 
stipation, photosensitivity, acute myopia, perimacular edema, paresthesias, neonatal bone marrow depression in infants of mothers who received thiazides during 
pregnancy, skin rash or purpura with or without thrombocytopenia, may occur. With reserpine, untoward effects may include depression, peptic ulcer and bron¬ 
chial asthma. Withdraw medication at least 7 days prior to electroshock therapy, 2 weeks prior to elective surgery. Contraindications are complete renal shutdown, 
rising azotemia or development of hyperkalemia or acidosis in severe renal disease. 

Supplied: Metatensin tablets, 2 mg., 4 mg. — bottles of 100 and 1000. 


LAKESIDE LABORATORIES, INC. 



Milwaukee, Wisconsin 53201 
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of tongue and fingers, excessive sweating, warm, 
moist palms, diarrhea, and slight but definite 
exophthalmos help to keep the impression of a 
hypermetabolic state constantly in mind. I can¬ 
not find a case of hyperthyroidism and the neph¬ 
rotic syndrome reported in the literature. In fact, 
patients with the nephrotic syndrome usually have 
a low PBI and low BMR. One BMR determina¬ 
tion early in the course of the disease was report¬ 
ed as 3+. Also, as in this case, the radioactive 
uptake may be normal to high. 

The low PBI could, in part, be due to excessive 
renal loss of thyroxine. Recant and Riggs, 17 how¬ 
ever, consider this loss insufficient to account for 
the low serum iodine concentration. They found 
that the thyroxine binding capacity of plasma pro¬ 
teins was low in nephrotics and that a normal 
supply of thyroxine was delivered to the peripheral 
tissues and degradation rates were normal. The 
low BMR could be explained by a severe body pro¬ 
tein deficiency. 

Rasmussen, 18 using I 131 labeled thyroxin, found 
a lower than normal degradation rate and con¬ 
cluded that this could explain the low BMR in 
these patients. Robbins, Rail, and Petermann, 19 by 
studying nephrotic sera, have demonstrated that 
thyroxin interacts chiefly with an interalphaglobu- 
lin, designated TBP (thyroxin-binding protein), 
albumin, and a third protein. Ingbar 20 has re¬ 
cently described this third protein and called it 
TBPA (thyroxin-binding prealbumin). It is said 
to have four times the thyroxin-binding capacity 
of TBP. Both TBP and TBPA are reduced in 
most nephrotic patients, which could account for 
the low PBI. 

Since nephrotic patients are invariably euthy¬ 
roid in the presence of a low PBI and low BMR, 
it is difficult to correlate the existence of hyper¬ 
thyroidism except that the thyroid gland may 
conceivably become hyperactive in order to com¬ 
pensate for the continuous loss of hormone in the 
urine. 

In 1950, Barness, Moll, and Janeway 21 listed 64 
different lines of treatment used for the nephrotic 
syndrome between 1926 and 1948. Shortly there¬ 
after, Farnsworth 22 reported 14 cases of the syn¬ 
drome which had been treated with ACTH. She 
observed that children responded to the hormone 
much better than adults, and two children had 
complete remissions. 

Nitrogen mustard and ACTI4 have been used 


with beneficial effects in lipoid nephrosis. Nitro¬ 
gen mustard alone in treating children with the 
nephrotic syndrome has given poor results. Com¬ 
bined steroid and nitrogen mustard therapy has 
been used in 10 patients by Talamo and Craw¬ 
ford. 23 Six showed a favorable response. A small 
group of patients with idiopathic nephrotic syn¬ 
drome has been treated with 6-thioquanine. The 
antimetabolite lowered gamma-globulin levels; in¬ 
terruption of an autoimmune process was postu¬ 
lated. 

The patient reported has shown little or no real 
response to steroid therapy. Fishberg 24 has seen 
few recoveries from the nephrotic syndrome in 
adults and never in a patient above the age of 40. 

Ross and Smith 25 recently attempted to assess 
the effectiveness of steroids in the treatment of 
the nephrotic syndrome. They conclude that no 
specific therapy is available. The usual therapeu¬ 
tic approach is to render the patient free of edema 
with diuretics, aldosterone antagonists, or cation- 
exchange resins and then attempt the abolition of 
proteinuria with glucocorticoids. They treated 26 
patients with this regimen; five became entirely 
free of proteinuria, while six responded with a 
reduction of proteinuria to less than one gm/liter, 
and the remaining 15 showed no response. Nesson 
and coworkers 20 had similar results. Twenty per 
cent of 42 adult patients had complete remission 
of proteinuria on steroid therapy, 52% of the 
remaining patients showed no response, while 14% 
went on to have a spontaneous cure after showing 
no decrease in proteinuria while on corticosteroids. 
It is encouraging to note that failure to respond 
promptly to steroids did not preclude the possibil¬ 
ity of later spontaneous remission. It is hoped 
that this may occur to the patient who is the 
subject of this report. 

4 E Church St 
Frederick, Md 


GENERIC AND TRADE NAMES OF DRUGS 

Hydrochlorothiazide— Esidrix, HydroDiuril, Oretic 
Propantheline— Pro-Banthine 
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approximating the diuretic efficacy of meraliunde 


METAHYDRIN 

(trichlormethi azide) 


To determine the relative efficacy of thiazide 
diuretics in congestive heart failure, Metahydrin 
(trichlormethiazide) and three other thiazides were 
measured against Mercuhydrin® (meralluride injec¬ 
tion)—the standard diuretic. "The results leave 
little doubt that the diuretic efficacy, that is, the 
'ceiling effect’ in these terms, is not the same for 
different thiazides.”* The assays ranged from about 
40% of the effectiveness of Mercuhydrin through 
67%, 77% to 90% for Metahydrin. The latter two 
values were thought to be significantly different 
from the lowest value and to be therapeutically 
important. 

‘Gold, H., et al: Closed Panel Conference: Present Status of the 
Management of Congestive Failure and Advances in Diuretic 
Therapy, Journal of New Drugs, 1:177, July-August, 1961. 

x LAKESIDE LABORATORIES, INC. 

<5^— Milwaukee, Wisconsin 53201 


IN BRIEF- ADMINISTRATION AND DOSAGE: One 2 mg. 

p _or 4 mg. tablet once or twice daily. In acute, sevei’e 

decompensation, Mercuhydrin® (meralluride injection) may 
be necessary initially. 

PRECAUTIONS: As with all effective diuretics, vigorous 
therapy may produce electrolyte depletion. Patients with 
severely reduced renal function should be observed carefully 
since thiazides may be contraindicated. Care should be taken 
with patients predisposed to diabetes or gout. Patients with a 
tendency to potassium deficiency, as in hepatic cirrhosis or 
diarrheal syndromes, or those under therapy with digitalis, 
ACTH, or certain adrenal steroids, also should be watched 
carefully. 

SIDE EFFECTS: Nausea, flushing, constipation, skin rash, 
muscle cramps and gastric discomfort have been occasionally 
noted; rarely thrombocytopenia and bone marrow depression, 
photosensitivity, cholestatic jaundice, pancreatitis, perimac- 
ular edema, gout and diabetes have been caused by adminis¬ 
tration of thiazides. 

CONTRAINDICATIONS: Complete renal shutdown; rising 
azotemia or development of hyperkalemia or acidosis in 
severe renal disease; demonstrated hypersensitivity. 

HOW SUPPLIED: Bottles of 100 and 1000 tablets. 
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a rapid lift from the hell of depression 


often relieves 
mental pain 
in 2-5 days 



NORPRAMIN 



Dore Illustration 
from 

Dante’s Inferno 


Norpramin is a rapid-acting specific drug for the treatment 
of depression. Depressive signs and symptoms—sometimes 
described as “mental pain’’—typically begin to improve in 
2-5 days. Patients are more hopeful, less empty and less 
weighed down by their troubles. Norpramin has only slight 
sedative qualities, nevertheless anxiety secondary to depres¬ 
sion is frequently relieved as depression is lifted. If anxiety 
or tension persists it can be controlled by adding a tran¬ 
quilizer or by reducing dosage. Norpramin is not a MAO 
inhibitor. Side effects are usually mild. 


LAKESIDE LABORATORIES, INC. Milwaukee, Wisconsin 53201 



DOSAGE AND ADMINISTRATION 

Optimal results are obtained at a 
dosage of about 150 mg./day- 
two 25 mg. tablets t.i.d. After 
achievingoptimal results, a main¬ 
tenance dose (50-100 mg./day) 
should be sought. 


IN BRIEF : 

Indications: In depression of any kind—neurotic 
and psychotic depressive reactions; manic-depres¬ 
sive or involutional psychotic reactions. 

Contraindications and Precautions: Glaucoma, 
urethral or ureteral spasm, recent myocardial in¬ 
farction, severe coronary heart disease and epilepsy. 
Should not be given within two weeks of treatment 
with a monoamine oxidase inhibitor. Safety in 
human pregnancy has not been established. 

Adverse Effects: Side effects, usually mild, may 


include: dry mouth, constipation, dizziness, palpi¬ 
tation, delayed urination, “bad taste,” sensory 
illusion, tinnitus, agitation and stimulation, sweat¬ 
ing, drowsiness, headache, orthostatic hypoten¬ 
sion, flushing, nausea, cramps, weakness, blurred 
vision and mydriasis, rash, allergy, transient 
eosinophilia, granulopenia, altered liver function, 
ataxia and extrapyramidal signs. 

Supplied: Norpramin (desipramine hydrochloride) 
tablets of 25 mg., in bottles of 50, 500 and 1000. 
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into a bundle of joy 




G OLIC, often in part a reflection of family tension, adds 
sleepless nights to patients’ and parents’ distraught 
days. Pediatric Piptal with Phenobarbital slows down 
spasm, diminishes pain and crying, improves feeding patterns 
. . . permits sleep and rest... for patient and family. 

Pleasant tasting Pediatric Piptal with Phenobarbital is 
miscible in milk, formulas and fruit juices, and may also be 
administered by dropper directly on the infant’s tongue. 
Dosage is 0.5 cc. 15 minutes before feeding; in severe cases, 
1.0 cc. four times daily. High doses may occasionally cause 
constipation with tenesmus and, rarely, flushing without 
fever. Contraindicated in bowel obstruction or sensitivity to 
phenobarbital or anticholinergics. Available in 30 cc. dropper 
bottles, droppers calibrated to deliver 0.5 cc. 


PEDIATRIC P 1 P T A C 
with PHENOBARBITAL 

each cc. contains: 6 mg. phenobarbital (warning: may be habit forming); 
4 mg. Piptal® (pipenzolate bromide), and 20% alcohol in a pleasant- 
tasting solution. 



LAKESIDE LABORATORIES, INC. 
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Maryland State Medical Journal 




58 













P iptal® (pipenzolate bromide) efficiently 
suppresses acid secretion and motility 
. . . relieves pain and spasm of peptic 
ulcer. Despite its potent gastrointestinal 
effects, “its clinically effective therapeutic 
dose is well below that required to produce 
side reactions.” 1 Because urinary retention 
is rarely a problem, piptal (pipenzolate bro¬ 
mide) is “a highly desirable drug in the 
treatment of peptic ulcer in older patients 
. . .” 2 Tolerance to piptal (pipenzolate bro¬ 
mide) has not been demonstrated, and the 
drug may be administered over prolonged 
periods without loss of efficacy, piptal-phb 
is specifically designed for the tense ulcer pa¬ 
tient who ivill benefit from the sedative effect 
of phenobarbital. 

1 — Pomeranze, J., and Gadek, R.J.: Am. Pract. & Digest 
Treat. 8: 73-77 (Jan.) 1957 

2—Asher, L.M.: Am. J. Digestive Diseases 4:272 (Apr.) 1959 


Prompt relief of 
pain and spasm 
in functional 
g.i. distress... 



p i p T A L 

(pipenzolate bromide) 


PIPTAL®-PHB 

(phenobarbital, 16 mg., pipenzolate bromide, 5 mg.) 


IN BRIEF: P i PT AL —Each tablet contains 5 mg. pipenzolate bromide, PIPTAL-PHB—Each tablet (or 5 cc. of elixir) contains 
phenobarbital (warning: may be habit forming) 16.0 mg., Piptal (pipenzolate bromide) 5 mg. The elixir contains alcohol 20%. 
Side Effects: Dry mouth, blurring of vision or drowsiness may occur. 

Contraindications: Withhold in glaucoma, bladder or g.i. obstruction, cardiac arrhythmias and in sensitivity to anticholinergics 
or phenobarbital (Piptal-PHB). Caution should be observed in patients with prostatic hypertrophy. 

Administration and Dosage: PIPTAL or PIPTAL-PHB Tablets: One tablet three times a day before meals and one or two 
tablets at bedtime. (PIPTAL-PHB Elixir: One teaspoonful three or four times daily for adults and children over six years of age.) 

Supplied: PIPTAL (pipenzolate bromide) 5.0 mg. Tablets—bottles of 100. PIPTAL-PHB Tablets—bottles of 100. 
PIPTAL-PHB Elixir—bottles of 8 fluid ounces. 
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lower mg. intake per 24 hours 
600 mg. versus 1000 mo. 





1-2 days’“extra”activity 
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activity levels 
than other 
tetracyclines— 
with less 
peak-and-valley 
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level of antibiotic control x) EM ETHYLCHLOKTETRACYCLII] 


Effective in a wide range of everyday infections—respiratory, urinary 
tract and others—in the young and aged—the acutely or chroni¬ 
cally ill—when the offending organisms are tetracycline-sensitive. 
Side effects typical of tetracyclines include glossitis, stomatitis, 
proctitis, nausea, diarrhea, vaginitis, dermatitis, overgrowth of 
nonsusceptible organisms, tooth discoloration (if given during 
tooth formation) and increased intracranial pressure (in young 
infants). Also, very rarely, anaphylactoid reaction. Reduce dosage 


150mg.CAPS.ESi 

in impaired renal function. Because of reactions to artific 
natural sunlight (even from short exposure and at low do:je 
patient should be warned to avoid direct exposure. Stopr 
immediately at the first sign of adverse reaction. It should r 
taken with high calcium drugs or food; and should not be <en 
less than one hour before, or two hours after meals. 
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Average Adult Daily Dosage: 150 mg. q.i.d. or 300 mg. b.i.d. 
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Urine Specific Gravity and 


Renal Function 


The determination of urine specific gravity is a 
fine means of assessing renal function. Though 
simple to perform and requiring simple prepara¬ 
tion, the measurement of urinary specific gravity 
remains one of the best tests available to the phy¬ 
sician in need of analyzing the renal function of 
a patient. 

There is merit in examining the situation which 
makes urinary specific gravity so valuable a pro¬ 
cedure. The urine collected from the bladder rep¬ 
resents a product which has undergone many al¬ 
terations in the course of production. 

Initially, the circulating blood (approximately 
450 gallons of blood pass through the kidneys each 
day) traverses the glomeruli, which form about 
one square yard of filter surface. 

Obviously, the numerous factors concerned 
with an adequate filtration pressure must be in 


ROBERT J. FURIE, MD 

order to insure the formation of filtrate. The 
pressure relationships of arterial pressure, osmotic 
pressure, capsular pressure, renal interstitial pres¬ 
sure, and intratubular pressure must be properly 
maintained, not to mention the anatomic integrity 
of the glomeruli. 

Assuming that all the glomerular features are 
operative, the filtrate which forms will total some 
45 gallons each day. At this stage, the filtrate 
will have about the same specific gravity as plasma, 
or about 1.007 or 1.008. Lying ahead for this 
glomerular filtrate are about one and a half to two 
million tubules which aggregate a linear measure¬ 
ment of about 40 miles. 

The proximal convoluted tubules will avidly re- 


The specific gravity urine concentration test has a leading position in the 
tests available for assessment of renal function. Informative, inexpensive, 
and uncomplicated, it can he recommended highly in all phases of the 
practice of medicine. Only in the small percentage of patients who cannot 
concentrate to 1.025 do other renal function tests become important. 
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absorb many essential metabolites and water and 
secrete some others. 

In the descending loop of Henle, there is pas¬ 
sage of water from the tubular lumen into the in¬ 
terstices without loss of sodium; while at the loop 
and ascending limb of Henle, there is a selective 
transfer of sodium from the tubule to the inter¬ 
stices. 

As the urine proceeds to the distal convoluted 
tubules, the specific gravity is low (below 1.007- 
1.008). This state of affairs presents a dilute 
urine to the distal and collecting tubules and 
leaves the final decision on the production of a 
concentrated or dilute urine up to the posterior 
pituitary gland and antidiuretic hormone (ADH). 

If there is need for water in the body metabol¬ 
ism, the ADH causes tubular reabsorption of wa¬ 
ter in the distal and collecting tubules. In this 
manner, a urine with high specific gravity is pro¬ 
duced. The converse is true when water is not 
needed and ADH fails to act on the tubules, thus 
causing water loss and a dilute urine. 

A moment’s reflection of the great number of 
features which must be operative in order to pro¬ 
duce a concentrated urine will explain the good 
correlation between the test and the results from 
more complicated and sophisticated tests. 

In an analysis of 5,000 urine concentration tests 
performed before excretory urography, about 86% 
had urinary specific gravity measurements of 
1.025 or higher. The specific gravity was meas¬ 
ured after fluids were withheld for 16 to 18 hours. 
Invariably, patients manifesting a urinary specific 
gravity of 1.025 or higher had normal renal func¬ 
tion when evaluated by endogenous creatinine 
clearances, PSP excretion tests, or intravenous 
urograms. 
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This reliable test has been traditionally per¬ 
formed with a hydrometer. Yet, through faulty 
equipment or faulty technique, the results have 
not always been reliable. When hydrometers are 
used to measure urine specific gravity, they should 
be calibrated. At a temperature of 16° C (60° F), 
distilled water should give a reading of 1.000; 
0.85% (W/V) sodium chloride solution should 
read 1.006; and 5% (W/V) sodium chloride 
should give a reading of 1.035. The calibration 
should be performed at these three points to in¬ 
sure the accuracy of the hydrometers over the en¬ 
tire range of readings. 

A correction should be made in hydrometer 
readings for temperature. For each three degrees 
above 16° C, .001 unit should be added to the 
observed measurement. That this feature cannot 
be ignored is readily apparent when a reading of 
a urine at body temperature (freshly voided speci¬ 
men) of 37° C is compared with a reading at 
16° C. One must add .007 units (37' C — 16° C 
= 21° divided by 3 = 7 units) to the observed 
value at 37° C to make it comparable to the read¬ 
ing at 16° C. Thus a reading of 1.018 at 37° C 
represents a true value of 1.025 at 16 3 C. 

Other corrections that are necessary are those 
referable to proteinuria and glycosuria. In the 
presence of 1% glucose in the urine, .004 units 
should be subtracted from the observed hydrome¬ 
ter value. When proteinuria is present, a subtrac¬ 
tion of .003 units is necessary for each 1% of 
protein. 

Care must be taken not to perform the specific 
gravity-urine concentration test while the patient 
is in the process of eliminating high-density con¬ 
trast medium used in urography. The presence 
of these contrast substances may raise the urine 
specific gravity to 1.070 for several hours after 
the excretory urogram. 

A relatively inexpensive instrument is available 
for the determination of urine specific gravity 
which obviates many of the problems presented by 
the hydrometer. The hand refractometer, or T-S 
Meter, permits the performance of urine specific 
gravity with variations of .001 unit. Since the in¬ 
strument is temperature compensated, no correc¬ 
tion for temperature need be made. Since only 
two drops of urine are necessary, this determina¬ 
tion can be performed on urine specimens of small 
volume. 

Frederick Memorial Hospital 

Frederick, Md 
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« ♦. are relieved by direct musculotropic action with 


Trocinate 

BRAND THIPHENAMIL HC1 


Available in 100 milligram pink sugar-coated tablets. 

The high therapeutic index permits dosage sufficient to relieve 
spasm promptly. The usual initial dose is 4 tablets. Maintenance dosage 
is usually one or two tablets 4 times a day. 


Trocinate BRAND THIPHENAMIL HC1 

BETA-DIETHYLA Ml NOETHYL DIPHENYLTHIOACETATE HYDROCHLORIDE 

. . . directly relaxes smooth muscle spasm 
. . . combats hypermotility 
. . . non-mydriatic — may be used in glaucoma 

Trocinate (Thiphenamil HC1) has been found in three clinical studies, (J. Mo. 
Med. Assoc., 48:685-6; Med. Rec. & Annals, 43:1104-6; J. Urol., 73:487-93), 
to be effective and to be free of side-effects. Fifteen years of wide clinical usage has 
affirmed the safety and effectiveness of Trocinate. 

WILLIAM P. POYTHRESS & COMPANY, INC., RICHMOND, VIRGINIA 
Manufacturers of ethical pharmaceuticals since 1856 
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On Stelazine brand of trifluoperazine 

she’s calm and alert 


When a tranquilizer is needed, 
‘Stelazine’ can regulate the 
level of anxiety so that the 
patient is unlikely to overreact 
to stress but is not tranquilized 
into psychic inertia. Patients 
on ‘Stelazine’ often experience 
a sense of mental alertness and, 
because they feel so much better, 
are more interested in their 
normal activities. 

Contraindicated in comatose or 
greatly depressed states due to CNS 
depressants and in cases of existing 
blood dyscrasias, bone marrow 
depression and pre-existing liver 
damage. Principal side effects, 
usually dose-related, may include 


mild skin reaction, dry mouth, 
insomnia, fatigue, drowsiness, 
dizziness and neuromuscular 
(extrapyramidal) reactions. 

Muscular weakness, anorexia, rash, 
lactation and blurred vision may 
also be observed. Blood dyscrasias 
and jaundice have been extremely 
rare. Use with caution in patients 
with impaired cardiovascular 
systems. 

Before prescribing, see SK&F 
product Prescribing Information. 
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A case of renal medullary necrosis 
is reported. This case represents 
some characteristic features of the 
disease. 


Renal Medullary Necrosis 


RICHARD C. REYNOLDS, MD 


Renal medullary necrosis, as the name implies, 
is an ischemic necrosis of the medulla of the 
kidney. Infection of the ischemic portion of the 
kidney occurs, and clinically the course of illness 
resembles a malignant pyelonephritis with rapidly 
diminishing renal functions, oliguria, and uremia. 
It is commonest in the elderly, the diabetic, indi¬ 
viduals with obstructive uropathy, and sometimes 
is associated with the chronic use of analgesics. 
Necrotizing papillitis, necrotizing pyelonephritis, 
and renal papillary necrosis are other names used 
to describe this disease. Formerly a pathologic 
diagnosis only, this condition can now be recog¬ 
nized antemortem by means of judicious use of 
renal biopsies and retrograde pyelography. Early 
diagnosis is important, as improved antibiotics 
for gram negative infection has made possible the 
successful treatment of renal medullary necrosis. 

The following case history represents the first 
description of renal medullary necrosis in a pa¬ 
tient from Frederick Memorial Hospital. 

An 80-year-old white woman was admitted to 
the urological service because of gross hematuria 
of three weeks duration. Other urinary symp¬ 
toms were urgency, frequency, and dysuria. Cys- 
toscopic examination performed the day before 


admission revealed a large clot in the bladder and 
the suggestion of a bladder tumor. The patient 
had had vague, generalized abdominal pain for 20 
years. Numerous x-ray studies of gastrointestinal 
tract were normal. The symptoms did not respond 
to antacids, antispasmodics, or sedation. The pa¬ 
tient consumed large quantities of non-narcotic 
analgesics, but it was impossible to estimate the 
quantity. At times psychiatric hospitalization for 
eight month intervals was necessary with brief 
remissions in her hypochondriasis. The uterus 
and gall bladder had been removed several dec¬ 
ades previously. 

Physical examination at time of admission re¬ 
vealed an elderly, senile lady with no evidence of 
weight loss. Blood pressure was 200/100. Cata¬ 
ract operations had been performed on both eyes. 
No nodes were palpable. Lungs were clear. Heart 
was normal in size with regular rhythm and no 
murmurs. The abdomen was soft. No organs, 
masses, or tenderness was noted. Pelvic examina¬ 
tion revealed a senile vaginitis and clean cervix. 
All peripheral pulsations were present, but the 
vessel walls were thickened and sclerotic. 

Two days after admission, cystoscopic examina¬ 
tion demonstrated a large bladder tumor occluding 
the left ureteral orifice. The tumor was partially 
resected transurethrally. On pathologic section, 
the tumor was reported as a squamous cell car- 


January, 1966 


65 



cinoma. After surgery the hemoglobin fell to 9.0 
gm. Two days after surgery, the patient was given 
a blood transfusion. After receiving 250 cc of 
whole blood, she had a grand tnal seizure and 
mental confusion for the following 12 hours, and 
her temperature rose to 103.2° F. 

Serum urea nitrogen on admission was 15 mg%. 
The day after the transfusion reaction it had risen 
to 40 mg%. Urine cultures obtained before sur¬ 
gery and again from bladder urine during surgery 
were negative. Two days after the transfusion, 
pseudomonas was isolated from the urine in ex¬ 
cess of 100,000 colonies per milliliter of urine 
and was resistant to all antibiotics. 

Unfortunately the bladder irrigating fluids con¬ 
fused the measurement of urine output, but at no 
time was it greater than 200 cc a day. For the 
next 14 days after the transfusion, the patient re¬ 
mained oliguric. She received 500 mg of chlor¬ 
amphenicol daily. Careful fluid balance was main¬ 
tained. She did not go into heart failure. She 
remained alert until three days before death. The 
temperature did not go higher than 100.2° F. Her 
serum urea nitrogen rose to 158 mg%, and the 
serum potassium to 5.8 mEq/1 48 hours before 
death. There was no inclination to diuresis at any 
time, and she died on the fourteenth day of 
oliguria. 

Two different reference laboratories recognized 
an Anti-Kell antibody in the patient’s serum com¬ 
patible with the transfusion reaction. The most 
striking pathologic lesion was “suppurative exu¬ 
date infiltrating the renal parenchyma and extend¬ 
ing from the medullary portion to the cortex. 
There is also a necrotizing papillitis in which there 
appears to be infarction necrosis and suppuration 
of the pyramids.” There was no pathologic evi¬ 
dence in the kidney sections of a transfusion re¬ 
action. 

Some important features of renal medullary nec¬ 
rosis are described in this history. The patient 
was elderly and arteriosclerotic. She had a blad¬ 
der carcinoma that required surgery and instru¬ 
mentation of the urinary tract. The bleeding from 
the lesion initially and after surgery caused ane¬ 
mia, increasing the ischemia of the kidney. Infec¬ 
tion of urinary tract followed instrumentation and 
undoubtedly precipitated the illness responsible for 
the patient’s death. The patient had a transfusion 
reaction which resulted in oliguria and helped to 
compromise further the circulation of the kidney. 


At autopsy, however, the kidney showed only ram¬ 
pant infection and necrosis of the medullary por¬ 
tion without any anatomic evidence of renal dam¬ 
age from the transfusion reaction. The initial oli¬ 
guria may well have been caused by the transfu¬ 
sion reaction, but its persistence and the death of 
the patient in uremia is attributable to the infec¬ 
tion and necrosis of the renal medulla. 

The patient was a long time user of over-the- 
counter analgesics. Phenacetin, when ingested in 
large doses for long periods, has been reported to 
be nephrotoxic and to cause an interstitial ne¬ 
phritis. 1 Renal medullary necrosis has also been 
seen in heavy users of phenacetin either alone or 
in combination with the interstitial nephritis. 2 A 
25% incidence of necrosis of renal papillae has 
been described at autopsy in patients with rheu¬ 
matoid arthritis and indirectly related to the fre¬ 
quent and prolonged use of analgesics encouraged 
by this illness. 3 There appears to be a direct rela¬ 
tionship between the amount of drug consumed 
and the incidence of renal damage. If ten APC 
tablets are taken every day for 14 years, approxi¬ 
mately 75% of the patients will show a decrease 
in renal function. 4 Whether the kidney dysfunc¬ 
tion is the result of phenacetin or the other drugs 
with which it frequently is combined is still un¬ 
known, but there appears to be an increased inci¬ 
dence of kidney damage, including renal medul¬ 
lary necrosis, associated with long term use of 
analgesics containing phenacetin. 

Recently an excellent review of renal medullary 
necrosis by Lauler et al has summarized the clini¬ 
cal features of 250 cases which have been reported 
in the literature until I960. 5 Fifty-four per cent 
of these patients were over 60, but 90% were over 
40 years of age. Twice as many patients were 
women. Diabetes was present in 57% and almost 
invariably was poorly controlled. Most patients 
were seen initially for urinary tract sepsis. Sixty- 
four per cent of the deaths were attributable to 
uremia. Catheterization and obstructive uropathy 
were common among the patients studied. Diag¬ 
nosis before death was established in 13% of the 
cases. Only 18 of the 250 patients survived. 

The greatest aid to diagnosis is an awareness of 
the illness and a familiarity with the clinical set¬ 
ting in which it occurs. Any fulminating urinary 
tract infection occurring in an elderly person, fre¬ 
quently a diabetic, and usually associated with rap¬ 
idly diminishing urinary output, strongly suggests 
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COMPARE 


Nursing homes are not all alike! And instead of little things, it’s 
often big things that make the difference—Big things like those 
listed below. A point-by-point comparison will show you why the 
Convalesarium has been recommended by so many leading phy¬ 
sicians! 


★ Registered Nurses on duty 
24 hours a day 


-fa Rates begin at less 
than $10.00 a day 


• All new, completely 
fire-safe building 

• Luxurious yet 
homelike atmosphere 

• Piped-in oxygen 
available 


• Modern kitchen— 
special diets when 
required 


• Pathology Laboratory 



• Intensive Nursing Care, 
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Free parking 
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• Physio & Occupational 
Therapy—under 
licensed Therapist 


The Gould Convalesarium 


6116 BELAIR ROAD PHONE 426-1424 

BALTIMORE, MD. 21206 


the possibility of renal medullary necrosis. A 
history of urinary tract instrumentation is com¬ 
mon, along with lesions causing urinary tract ob¬ 
struction. Diabetes, when present, is poorly con¬ 
trolled. Frequently the features of gram negative 
bacterial sepsis will overshadow the other aspects 
of the illness. The patient may experience ureteral 
colic as the necrotic papillae are sloughed and at¬ 
tempt to pass through the ureter. 

Conclusive diagnosis is established by the re¬ 
covery of necrotic papillae in urine. This is ac¬ 
complished by straining the urine in the same 
manner one looks for a kidney stone. The dis¬ 
carded papillae are easily recognized under the 
microscope. Renal biopsy, which may be indi¬ 
cated if the cause of renal failure is obscure, will 
give proof of diagnosis. Pyelography gives sug¬ 
gestive evidence of renal medullary necrosis, as 
the destruction of the papillae results in a haziness 
and sinus tract formation in the region of the 
papillae, giving rise to a characteristic “ring” 
shadow. 

Treatment is directed at the infection and any 
associated illness. Urine culture with drug sensi¬ 
tivities of the infecting bacterium are imperative 


in order to select the proper antibiotic. Bacteri¬ 
cidal drugs such as colistin, cephalothin, and 
kanamycin should be used preferably over bac¬ 
teriostatic drugs. Frequently more than one micro¬ 
organism will be cultured from the urine. Quan¬ 
titative bacteriology will help to separate the 
pathogens from the contaminants. A positive 
blood culture will frequently identify the pathogen 
responsible for the sepsis, originating from the 
urinary tract infection. Urinary obstruction must 
be relieved, diabetes controlled, and adequate hy¬ 
dration and urine output maintained. 

804 Toll House Ave 
Frederick, Md 
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brand of 

metronidazole 


Flagyl eliminates the difficulties and frus¬ 
trations that have long attended the treat¬ 
ment of trichomonal infection. 

These difficulties arose mainly from: 

1) the failure of any previously known 
agent to destroy the protozoan in para¬ 
vaginal crypts and glands; 

2) the failure of any previously known 
agent to prevent reinfection by eradicat¬ 
ing the disease in male consorts. 

The introduction of Flagyl removed both 
of these long-standing deficiencies. Hun¬ 
dreds of published investigations in thou¬ 
sands of patients have confirmed the ability 
of Flagyl to cure trichomoniasis. 

Correctly used, with due attention to re¬ 
peat courses of treatment for resistant, 
deep-seated invasion and to the presump¬ 
tion of reinfection from male consorts, 
Flagyl has repeatedly produced a cure rate 
of up to 100 per cent in large series of 
patients. 

Nothing cures trichomoniasis like Flagyl. 

Dosage and Administration 

In women: one 250-mg. oral tablet t.i.d. for 
ten days. A vaginal insert of 500 mg. is avail¬ 
able for local therapy when desired. When the 
inserts are used one vaginal insert should be 
placed high in the vaginal vault each day for 
ten days, and concurrently two oral tablets 
should be taken daily. 

In men: in whom trichomonads have been 
demonstrated, one 250-mg. oral tablet b.i.d. 
for ten days. 

Contraindications 

Pregnancy; disease of the central nervous sys¬ 
tem; evidence or history of blood dyscrasia. 

Precautions and Side Effects 

Complete blood cell counts should be made 
before and after therapy, especially if a sec¬ 
ond course is necessary. 

Infrequent and minor side effects include: 
nausea, unpleasant taste, furry tongue, head¬ 
ache, darkened urine, diarrhea, dizziness, dry¬ 
ness of mouth or vagina, skin rash, dysuria, 
depression, insomnia, edema. Elimination of 
trichomonads may aggravate moniliasis. 

Dosage Forms 

Oral—250-mg. tablets/Vaginal—500-mg.inserts 
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Fig 1 

Female urethral diverticulum 


Urological Aspects of Urinary 
Tract Infections 

The presence of acute infections in the urinary tract should be determined and ade¬ 
quately treated. Prompt institution of chemotherapy or corrective surgical procedures 
should prevent a subsequent incurable or chronic condition. 


Infections of the genitourinary tract have at¬ 
tracted unusual interest in recent years, especial¬ 
ly in the field of pediatrics and the etiology of 
pyelonephritis. Since acute infections are curable, 
prevention of chronic infections is our main ob¬ 
jective. In this day and age of chemotherapy and 
corrective surgical procedures, there is little ex¬ 
cuse for allowing infections to become incurable 
or chronic. I happen to be one who believes it is 
difficult to infect a normal urinary tract; just be¬ 
cause we cannot demonstrate abnormality does 
not mean it doesn’t exist. Cineradiography has 
certainly emphasized this fact. 

The most common pathogens are gram negative 


ROBERT D.fCROVCH, MD 

bacteria, mainly Escherichia coli, Aerobacter 
aerogcncs, Proteus vulgaris, and Pseudomonas 
aeruginoma. These are usually single but may be 
in combination in chronic infections. 

There is increasing evidence that ascending in¬ 
fection is the most common cause of urinary 
tract infection. This disease is common from 
birth to the age of 12, 80% of cases occurring in 
girls. New infections are seldom seen between 
the ages of 12 and 20; then it becomes common 
again, mostly involving women and paralleling 
the years of sexual activity. After age 60, infec- 
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Fig 2 

Bilateral hydroureteronephrosis due to ureterovesi¬ 
cal dysfunction 



Fig 3 

Postoperative correction of the ureterovesical junc¬ 
tion shown in fig 2 


tion again increases in incidence, but mostly in 
men because of bladder neck obstruction. All of 
this indicates that infections travel up the urethra. 

Urethral meatal strictures, with or without hy- 
pospadia, are most common and are easily treat¬ 
able. Other types also cause infection proximal 
to that point, especially in children. The female 
urethra was once considered to be just a tube and 
had little significance. Now we know that this 
“insignificant” structure can cause a great deal of 
morbidity and even uremia and death when ob¬ 
structed. I believe in the near future urethral 
dilatation or calibration in newborn girls will be 
done as frequently in the nursery as circumcision 
is done on boys. I am convinced that this would 
eliminate many subsequent infections and obviate 
the need for future urologic surgery. 

Urethral diverticula should be considered, es¬ 
pecially in a woman who has repeated bouts of 
infections or in cases that are difficult to eradicate 
when the usual studies and evaluations are other¬ 
wise normal. Figure 1 illustrates such a case. This 
50-year-old white woman had been treated for 
many weeks with various chemotherapeutic agents 
without benefit. Cystourethrogram and urethro¬ 
scopy revealed a diverticulum. Surgical excision 
allowed rapid sterilization of the urine. 

Contracted bladder necks are a common cause 
of residual urine and consequent infection in all 
ages. In young females, urethral stenosis or stric¬ 
tures are much more common, and most urolo¬ 
gists now regard conservative treatment of peri¬ 
odic urethral dilatations with chemotherapy as the 
treatment of choice. This must depend on the pa¬ 
tient’s response and course. Vesico-ureteral re¬ 
flux with progressive damage to the upper tract 
would require surgical intervention. Revision of 
the bladder neck or one of the reflux procedures 
of the ureterovesical junction may be necessary. 

Infections of the bladder are by far the most 
common of the genitourinary tract. Cystitis in 
women is usually due to ascending infection of the 
short urethra. Attacks are so commonly related 
to sexual intercourse that some physicians are 
advocating prophylactic chemotherapy. Infection 
usually develops 36 to 48 hours after coitus. There 
may already be some abnormality, such as urethral 
stenosis or infected periurethral glands. Experi¬ 
mental evidence suggests that a normal bladder 
is difficult to infect. 

Cystitis in men occurs secondary to inflamma- 
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tion of the kidneys or prostate or to the presence 
of residual urine from bladder neck obstruction. 
Prostatic hypertrophy with residual urine and de¬ 
velopment of calculi or bladder diverticula leads to 
chronic urosepsis, and complete cure becomes 
progressively difficult. 

Chronic cystitis may be due to chronic pyelo¬ 
nephritis. Too often it is the result of incomplete 
treatment of a simple, acute cystitis. 

In women, symptoms of cystitis and those of 
urethritis and trigonitis are often similar. A 
voided specimen for urinalysis or even a clean 
voided culture may not be enough. 

Several years ago I treated a woman who sup¬ 
posedly had recurrent urinary tract infections. 
She was a military dependent and had received 
hundreds of dollars worth of antibiotics over a 
period of several years for positive cultures of 
“clean caught specimens.” I studied this patient 
for over a year with numerous cultures which I 
collected and never once obtained a positive cul¬ 
ture. She had urethrotrigonitis and did not re¬ 
quire antibiotics or chemotherapy. 

Isolated infections of the ureter do not occur 
but are secondary to other infections of the geni¬ 
tourinary tract. We are all familiar with the in¬ 
fections that follow experimental obstruction of 
one ureter. There are many ureteral diseases that 
predispose to pyelonephritis, such as vesico-ureter- 
al reflux, ureterovesical stricture, ureteropelvic ob¬ 
struction, calculi, tumor, or extrinsic obstruction. 

Figure 2 demonstrates huge bilateral hydro- 
ureteronephrosis due to ureterovesical dysfunc¬ 
tion in a 4-year-old boy after an acute urinary 
tract infection. The infection alone led to dis¬ 
covery of this condition, even though this child 
had been cared for since birth by skilled pedia¬ 
tricians. 

Figure 3 shows postoperative surgical correc¬ 
tion of the ureterovesical junction. This boy has 
been free of infection for nearly two years. 

Abnormalities of the ureterovesical junction 
may be neuromuscular, congenital or acquired 
strictures, or damage from recurrent infections, 
with or without obstruction in the urethra or 
bladder neck. Many of these conditions result in 
vesico-ureteral reflux. 

Congenital ureteropelvic obstructions are com¬ 
mon. These are frequently discovered because 
of infections and resulting symptoms. Ideally, this 
correctable condition should be found before se- 



Fig 4 

Flat plate of abdomen showing huge bilateral renal 
calculi due to congenital ureteropelvic obstruction 



Fig 5 

Postoperative film following nephrolithotomy of pa¬ 
tient in fig 4 
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ORTHO CHIRO HEALTH MATTRESS 

WORLD’S FINEST MATTRESS AUTOMATICALLY 
ADJUSTS TO YOUR BODY FOR LEVEL POSTURE, 
PERFECT COMFORT AND HEALTHFUL SLEEP 



RIGHT WAY WRONG WAY 


YOUR BED MEASURED TO THE EXACT INCH. CHOICE OF FIRMNESS. 
CUSTOM MADE IN BEAUTIFUL FABRIC FOR CONVERTIBLES, HOSPITAL 
AND REGULAR BEDS. IN ALL SIZES, FROM $99.50 TO $155.00 


Box Springs Available at Same Prices 


CUSTOM SLEEP SHOPPES, INC. 

7234 Haverford Avenue 
PHILADELPHIA, PENNSYLVANIA 
GR 7-4637 


CUSTOM SLEEP SHOPPES 
OF MARYLAND, INC. 
417 E. 33rd Street 
BALTIMORE, MARYLAND 
243-5054 


CUSTOM SLEEP SHOPPES, LTD. 
7910 Georgia Avenue 
SILVER SPRING, MARYLAND 
587-1131 
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vere renal damage has occurred, but figures 4 
and 5 show the pre- and postoperative film of an 
unusual case. This 32-year-old man was found 
to have bilateral ureteropelvic obstruction at the 
time of an acute infection at age 14. Surgical 
division of bilateral aberrant vessels was done. 
Infection continued, and small bilateral calculi 
were found three years later. The patient did not 
see a physician for 10 years, at which time the 
preoperative film shown here was taken. He sub¬ 
sequently underwent bilateral nephrolithotomy at 
two procedures, and the postoperative film is 
shown with the removal of all calculi. This pa¬ 
tient is now healthy and active with bilateral 
nephrostomies. Because of the marked degree of 
chronic pyelonephritis and hydronephrosis, neph¬ 
rostomy tubes are necessary for irrigation and to 
prevent calculi. Simple division of aberrant ves¬ 
sels is not enough; frequently an underlying in¬ 
trinsic stricture also requires surgical repair. This 
patient demonstrates that frequently treatment is 
possible even when the situation appears hopeless. 

Recurrent renal calculi occasionally lead to 
pyelonephritis, but they are more often secondary 
to the infection. 


iiiiiiitiiiiiiiiiiiuiiiiiiiiMiiiiiiiimmiiiiitiimiiiiMiimHiiiiiMiuiiMiMMiMtimiiiiiiiiiiiMiiiiiitiiiiiiiiiiiiiitimiiiHiiiiiiNiiimiiiimMitMiiiMMiiiiiii 

Hematogenous infections develop in the renal 
cortex and usually spread to the medulla and 
down the ureter, the opposite of the more fre¬ 
quent ascending infections. 

Management should be directed toward three 
main steps: First, establish definitely that urinary 
tract infection exists. Cultures may not always 
be necessary in lower tract infections, but the 
organisms should always be identified in pyelo¬ 
nephritis. Second, establish the presence or ab¬ 
sence of obstructive uropathy and correction of 
the condition. This can usually be done with the 
routine urologic procedure. Again let me empha¬ 
size that failure to demonstrate minimal obstruc¬ 
tion does not mean it doesn’t exist, especially in 
the lower tract and specifically in the urethra, 
bladder neck, and ureterovesical area. Third, 
treat the infecting organism with appropriate 
chemotherapy and treat it adequately, longer than 
necessary if there is any doubt. There are far 
more patients with serious consequences from 
inadequate treatment than from untoward reac¬ 
tions to chemotherapeutic agents. 

806 Toll House Ave 

Frederick, Md 21701 
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An antibiotic 
of choice 
is one that works 


TAO works 


~Y" 


Susceptibility Results 
Staphylococci 2,3,1 


# OF CULTURES YEAR % EFFECTIVE 


6,725 

1962 

88.6% 

5,440 

1963 

88.0% 


10,384 1964 88.5% 


y$-Hemolytic Streptococci 2,3,1 


2,448 1962 89.5% 

1,519 1963 95.2% 

2,492 1964 96.7% 


The Product 

In a world study of antibiotics in vitro 1 , TAO had an over¬ 
all effectiveness of 87.3%, higher than chloramphenicol 
and erythromycin, and significantly higher than tetracy¬ 
cline and penicillin. 

The Plus...Consistent Performance 

Yet antibiotics must not only work. They must work con¬ 
sistently. Here are the results from the largest study of 
microbial susceptibility ever undertaken. In 29,048 cul¬ 
tures of overt staphylococcal and /Lhemolytic streptococ¬ 
cal infections, note the consistency of results with TAO. 


TAO 

[triacetyloleandomycin] 



J. B. Roerig and Company, New York, New York 10017 

Division, Chas. Pfizer & Co., Inc., Science for the World’s Well-Being® 


TAO Rx information 

Indications: The bacterial spectrum includes: streptococci, staphy- 
locci, pneumococci and gonococci. Recommended for acute, 
severe infections where adequate sensitivity testing has demon¬ 
strated susceptibility to this antibiotic and resistance to less toxic 
agents. Contraindications and Precautions: TAO (triacetyloleandomycin) is not recommended for prophylaxis or in the treatment of infectious processes 
which may require more than ten days continuous therapy. In view of the possible hepatotoxicity of this drug when therapy beyond ten days proves 
necessary, other less toxic agents, of course, should be used. If clinical judgement dictates continuation of therapy for longer periods, serial monitor¬ 
ing of liver profile is recommended, and the drug should be discontinued at the first evidence of any form of liver abnormality. It is contraindicated in 
pre-existing liver disease or dysfunction, and in individuals who have shown hypersensitivity to the drug. Although reactions of an allergic nature are 
infrequent and seldom severe, those of the anaphylactoid type have occurred on rare occasions. References: 1. Isenberg, Henry D. : Health Laboratory 
Science 2:163-173 (July) 1965. 2. Fowler, J. Ralph et al: Clinical Medicine 70:547 (Mar.) 1963. 3. Isenberg, Henry D.: Health Laboratory Science 
1.185-256 (July Aug.) 1964. 
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A_ review of radiographic procedures for 
visualizing the urinary system. 


Special Techniques of 
Intravenous Urography[ 


The excellent visualization of the urinary sys¬ 
tem obtained after angiographic procedures and 
the lack of significant increase in morbidity or 
mortality after the intravascular injection of high 
volumes and high concentrations of organic 
iodides has led to attempts to evaluate the use¬ 
fulness of high doses of contrast substance for 
routine intravenous urography and to the de¬ 
velopment of several techniques of nephrography 
which have extended the capabilities of radio- 
logic diagnosis of urinary tract lesions. 

When we speak of using high volumes of io¬ 
dides on a routine basis for urography, the first 
question which comes to mind is, “How safe is 
it?” As practicing physicians and members of 
the medical section, you are familiar with the side 
effects and reactions which can occur after the 
intravenous injection of organic iodides. Before 
considering the radiologic aspects of intravenous 
urography, let’s review some of the current think¬ 
ing regarding the toxicity of contrast substances, 

From the Department of Radiology, Frederick Memo¬ 
rial Flospital. 


the incidence, prevention, and treatment of which 
has been extensively written about. Untoward ef¬ 
fects may be expected in approximately 10% of 
patients. These will vary from what may be prop¬ 
erly termed side effects, such as nausea, vomiting, 
a sensation of warmth, or flushing to true allergic 
reactions, such as urticaria, precipitation of an 
asthmatic attack, or vasomotor phenomenon char¬ 
acterized by chills, diaphoresis, and hypotension 
to the point of a vasomotor collapse. The inci¬ 
dence of severe reactions of this type is so low 
that the practicing radiologist may never see one. 

Probably the largest amount of data regarding 
the incidence of fatal reactions to intravenous 
urographic contrast substances has been accumu¬ 
lated and reported by Pendergrass and associ¬ 
ates 13 covering the years 1942-1952 and 1953- 
1956. They found a relatively constant rate of 
fatal reactions through this entire period of time, 
averaging 8.6 deaths per million urographic ex¬ 
aminations. How many of these deaths could 
have been prevented by prompt and proper thera¬ 
peutic measures is a matter for conjecture. 


January, 1966 


77 







Fig 1 

Left hypernephroma, Female, Age 45. Late nephro- 
graphic phase showing what appears to be a “tumor 
stain” in mid-portion of the mass extending from 
the upper pole of the left kidney. 

It has been conclusively proven 7, 13 that there 
is no method of testing for sensitivity which is of 
any value. The difficulty in interpretation and 
unreliability of conjunctival, intradermal, or sub¬ 
lingual testing is well established. Similarly, with 
regard to the intravenous test, cases have been 
reported where patients did not react to a test 
dose of lee but did react to the full dose given 
20-30 minutes later. On the other hand, profound 
and immediate reactions can occur with the in¬ 
jection of a fraction of a cubic centimeter. Despite 
the proven unreliability of the intravenous test 
dose, most physicians, for medical-legal reasons, 
will inject lcc intravenously and wait one to five 
minutes before giving the rest. The minor side 
effects such as nausea, vomiting, or flushing do 
not contraindicate injection of the full volume of 
contrast substance, nor do they contraindicate 
repeated injections when necessary. 

The prophylactic use of antihistamines has been 
proposed, 5 but its value has been questioned. 7 The 
preponderance of opinion at this time is that anti¬ 
histamines are of no value in preventing serious 
reactions and should be reserved for therapeutic 
use in urticarial reactions. It has been suggested 
that one possible beneficial effect of a prophylactic 
antihistamine is the feeling of reassurance and 
confidence which it gives the physician. There is 
probably more truth than one would suspect in 
this statement, for I firmly believe that many of 
the minor side effects attributed to intravenous 
contrast substances and, for that matter, much of 
the discomfort associated with the barium enema 
examination, can be traced to the patient’s anx¬ 


iety which is often enhanced by the physician’s 
attitude. It is surprising how much effect the 
physician can exert by the simple expedient of 
proper semantics. Avoiding the use of such terms 
as “needle” or “injection” and the classical warn¬ 
ings, “This will hurt a little bit,” or, “You may 
feel nauseated,” which act as suggestions which 
many patients are happy to accept, will greatly 
reduce the incidence of so-called side effects. With 
the patient non-apprehensive and relaxed, an ex¬ 
amination of better diagnostic quality is often 
achieved. 

E. F. Bernstein et al 3 have published data 
concerning the toxicity of sodium diatrizoate 
(Hypaque) 90% in dogs following rapid intra¬ 
venous injection within five seconds. They found 
that in doses titrated between 1 to 6cc/kg body 
weight, the LD 50 was 3cc/kg and the LD 100, 
5cc/kg. In those animals which died, death gen¬ 
erally occurred within one minute of injection 
and was characterized by acute hypotension and 
electrocardiographic abnormalities which showed 
an initial rapid tachycardia followed by severe 
bradycardia with ischemic ST-T wave changes. 
The LD 50 dose of 3cc/kg is equivalent to 
2700mg/kg of Hypaque-90. Studies by Hoppe 9,10 
established a LD 50 dose of 13,200mg/kg of Hy¬ 
paque, but this was administered by intravenous 
drip at a rate of 12cc/minute. Bernstein con¬ 
cluded that the marked decrease in the LD 50 
dose in his experiment was directly related to 
the rapid injection. 

Read 15 has shown that there is erythrocyte 
agglutination after intravenous administration of 
hypertonic solutions, including sodium diatrizoate. 
This theory of erythrocyte sludging as a basis for 
the fatal reactions to intravenous contrast sub¬ 
stance has been generally accepted, and the use 
of dextran in the prevention of same has been 
reported and accepted clinically. 

In a second publication, 2 Bernstein and co¬ 
workers report that the LD 50 and LD 100 dose 
is approximately doubled in dogs by premedica¬ 
tion with dextran. They also report a series of 
21 patients who were given an average dose of 
1.39cc/kg of 90% sodium diatrizoate for venous 
aortography after premedication with 15% dex¬ 
tran in 5% dextrose, given in a dosage of 10cc/ 
kg. No mortality or serious complication oc¬ 
curred. Although dextran was proved to be the 
best premedication in the dog experiments, Bern- 
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stein also showed that the LD 50 dose of Hy- 
paque-90 was increased by hydration of the ani¬ 
mals with 5% dextrose or normal saline. In a 
routine angiocardiographic study, a patient may 
receive as much as 3cc/kg of 70°fc sodium dia- 
trizoate. O’Connor aand Neuhauser 12 have used 3- 
4cc/kg of 50% sodium diatrizoate in infants to 
achieve what they term “total body opacification.” 

Since high volumes and concentrations of the 
modern tri-iodinated contrast substances can be 
given with as much safety as the 20-30cc dose 
used in conventional intravenous urography, is 
there any advantage to be gained by the use of 
high volumes of contrast substance routinely? 
Friedenberg and Carlin 8 compared the diagnostic 
quality of intravenous urograms using the stand¬ 
ard 30cc dose of 50% sodium diatrizoate with a 
second examination on the same patient employ¬ 
ing a dose based on the body surface area and 
ranging from about 30cc in an 87-pound, 1.30 
square meter area patient to 80cc in a 202-pound, 
2.12 square meter patient. They classified each 
examination as excellent, good, fair, or poor and 
found that the frequency of excellent or good ex¬ 
aminations was increased from about 65% with 
the standard dose to about 95% with the high 
volume technique. They cite the following ad¬ 
vantages of the high volume method: 1) uro¬ 
grams of diagnostic quality in larger patients are 
more easily obtainable; 2) the more intense 
nephrographic effect allows the diagnosis of par¬ 
enchymal lesions often not visualized otherwise; 
3) the ureters are more completely filled, which 
is important in determining displacement due to 
extrinsic abnormalities; 4) the bladder is better 
opacified, especially after one hour, and voiding 
urethrograms can be obtained. They also point 
out that the technique is of value in producing 
diagnostic urograms in the presence of renal in¬ 
sufficiency. 

Thirty-eight of the 570 patients in the series 
had elevated blood urea nitrogen levels ranging 
from 22 to 92mg/100cc, with 17 having levels 
above 30mg/100cc. The quality of the urograms 
obtained in these patients was excellent in 11, 
good in 9, fair in 10, and poor in 8. Thus, ex¬ 
cellent or good studies were obtained in more 
than half of the patients with renal insufficiency. 
More side effects occurred in the patients receiv¬ 
ing high volumes of contrast substance, but these 
were minimal. The incidence of nausea increased 
from 7 to 13% ; vomiting from 5 to 6% urticaria 


occurred in 1.5 and 1.4% of the standard and 
high volume studies respectively. 

One of the advantages of the high volume tech¬ 
nique is the nephrographic effect produced in a 
higher percentage of patients. The nephrogram 
refers to the opacification of the renal parenchyma 
as the contrast substance passes through the arte¬ 
rial system and is filtered through the glomeruli. 
If the renal parenchyma is sufficiently opacified, 
absence of normal parenchymal tissue or areas of 
decreased vascular supply can be demonstrated, 
especially if tomography is performed during this 
phase. Thus, the nephrogram or nephrotomo¬ 
gram can be an important diagnostic tool in dif¬ 
ferentiating between a benign renal cyst or a 
carcinoma. A renal cyst will be demonstrated as 
a radiolucency and, if it is large enough, will 
usually cause extrinsic pressure on portions of 
the collecting system. A tumor mass will show a 
normal opacification indistinguishable from the 
rest of the renal parenchyma or possibly an in¬ 
creased opacification; delayed films may show 
residual staining in the area due to retention of 
contrast substance in the vascular bed of the 
tumor (fig 1). 

One possible source of error in differentiating 
between a renal cyst and a neoplasm occurs when 
there is a well circumscribed tumor which has 
undergone central necrosis, since both lesions 
will be demonstrated as an area of radiolucency 
on the nephrogram. Bosniak and Faegenburg 4 
have recently described a diagnostic sign which 
will help to avoid some of the pitfalls in diag¬ 
nosing necrotic renal tumors. They have ob¬ 
served that the walls of a true benign renal cyst 
are seldom visualized and, when they are, they 
appear as a thin line of about the thickness of a 
sharp pencil line. A necrotic renal carcinoma, on 
the other hand, will show the radiolucent center 
of a renal cyst, but the walls will be demon¬ 
strable and often will be irregular in thickness. 

Evans, 6 in 1957, was one of the first to devise 
a technique of nephrotomography and to demon¬ 
strate its value in the differential diagnosis of 
space-occupying lesions of the renal parenchyma. 
With his method, the patient is first given a 30cc 
dose of 50% sodium diatrizoate intravenously, 
which acts as a “loading” dose to the renal paren¬ 
chyma and enables identification of the collect¬ 
ing systems. The arm-to-tongue circulation time 
or the arm-to-kidney circulation time is then de¬ 
termined by means of intravenous dehydrocholic 
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acid (Decholin) or radioactive tracer material. 
Five minutes after the loading dose, 50cc of 90% 
sodium diatrizoate is injected rapidly through a 
large bore needle, and films are exposed at the 
determined circulation time and at rapid inter¬ 
vals thereafter. The initial film is intended to out¬ 
line the arterial system of the kidneys and, in 
practiced hands, often shows an excellent arterial 
phase. However, the timing is critical, and the 
diagnostic quality is not as good as that obtained 
by renal arteriography. 

The nephrographic phase of the intravenous 
urogram is also useful in diagnosing renal vas¬ 
cular disease associated with hypertension. While 
it is possible to obtain sufficient parenchymal 
visualization by early sequence films at 15 sec¬ 
onds, one, and two minutes after injection of the 
standard 30cc dose of contrast substance, the in¬ 
creased nephrographic effect associated with high 
volume doses enables better differentiation of 
minor differences in renal opacification. 

Proper tomographic examination of the kid¬ 
neys often requires views at various levels in 
order to demonstrate multiple lesions or to define 
the limits of a large lesion. At times both the kid¬ 
neys cannot be well demonstrated at a single 
level, because of normal variation or displacement 
of one kidney by an extrinsic mass. For this rea¬ 
son, one may prefer a method elaborated by 
Schencker, 16 which he termed “drip infusion 
pyelography.” All of the advantages noted by 
Friedenberg and Carlin in their high volume 
technique are present with the drip infusion meth¬ 
od ; at the same time, a lasting nephrographic 
phase is produced which permits an unhurried 
examination of the renal parenchyma by conven¬ 
tional or tomographic methods. No arterial phase 
is demonstrable, but otherwise nephrograms of 
comparable quality to those obtained by the 
Evans method can be achieved. 

The principle of the drip infusion technique is 
to achieve complete filling of the urinary tract in 
the hydrated patient through the diuretic effect of 
the rapid infusion of a mixture of Hypaque-50 
and 5% dextrose in water. Schencker recom¬ 
mends using lcc per pound of body weight of 
50% sodium diatrizoate mixed with lcc per 
pound of 5% dextrose in water. The minimal 
adult dose is 150cc of each. The mixture is given 
by means of intravenous infusion and is allowed 
to drip rapidly through an 18 gauge needle over 
a period of six to 10 minutes. Optimal paren¬ 


chymal opacification occurs at the end of the in¬ 
fusion, and there is progressive filling of the en¬ 
tire collecting system thereafter, usually reaching 
a maximum 20-30 minutes after the start of the 
infusion. 

Complete visualization of the collecting sys¬ 
tems, the entire length of both ureters, and the 
bladder is almost routinely possible. Pyelograms 
of diagnostic quality may be obtained in patients 
who have elevated blood urea nitrogen levels and 
in whom the routine intravenous pyelogram 
would show little or no excretion of contrast sub¬ 
stance (fig 2). 

Early sequence films for the diagnosis of differ¬ 
ential parenchymal opacification between normal 
and ischemic kidneys (fig 3) can be accomplished 
with the infusion technique, the recommended ex¬ 
posure times being two, three, four, and five 
minutes from the beginning of the infusion. A 20 
or 30 minute film is then taken for demonstration 
of the complete urinary tract. Thereafter, the 
“washout phase” is recorded by films every five 
minutes for 20 minutes after the infusion of OOOcc 
of normal saline containing 40gm of urea. The 
normal kidney will show a washout of contrast 
substance, where the ischemic kidney will show 
a retention and hyper-concentration of the con¬ 
trast substance. The importance of performing 
the washout test has been emphasized by a num¬ 
ber of authors, 1, 18 who have reported a high 
correlation between the washout studies and split 
renal function tests, aortograms, and the findings 
at surgery. Schreiber and coworkers 17 maintain 
that a normal washout pyelogram excludes uni¬ 
lateral renal artery insufficiency, and an abnormal 
study is a definite indication for further confirma¬ 
tory tests. 

The chief disadvantage to the infusion method 
of pyelography is the cost. With a minimum 
adult dose of 150cc of sodium diatrizoate, the 
cost of the contrast substance alone is $8.50, and 
for a patient weighing more than 200 pounds, 
the cost of the contrast substance plus the intra¬ 
venous infusion apparatus can amount to nearly 
$15. This price possibly could be decreased if the 
pharmaceutical houses would package the materi¬ 
al in larger volume vials. If the cost per exam¬ 
ination can he reduced, the infusion method of¬ 
fers obvious advantages over the standard meth¬ 
od for use in routine pyelography. The complete 
filling of the urinary tract at a predictable time 
permits fewer exposures, decreasing the amount 
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Fig 2 

Infusion urogram; 24-hour delay film showing large 
calculus obsrructmg the right upper ureter. 83 year 
old male; BUN 65. 



Fig 3 

Left renal infarct; 59 year old male. Infusion uro¬ 
gram; tomogram taken eight minutes after start of 
infusion. Note differential parenchymal opacifica¬ 
tion left upper pole. 


of radiation to the patient. The excellent demon¬ 
stration of structural detail obtained almost rou¬ 
tinely obviates the need for repeat examinations, 
and retrograde studies may be avoided in many 
cases. 

Assuming that the economic barrier cannot be 
overcome, what are the indications for using this 
method ? 1) The infusion pyelogram is indicated 
without a preliminary standard pyelogram when 
the BUN is elevated, in which case it may be 
assumed that the standard method will show 
little or no concentration and result in an unsat¬ 
isfactory examination. 2) The prolonged nephro- 
graphic phase is advantageous for tomographic 
studies in the diagnosis of space-occupying lesions 
of the renal parenchyma; therefore, the infusion 
technique is indicated whenever a renal tumor 
is suspected clinically or on the basis of a plain 
film of the abdomen. 3) It is indicated when it is 
necessary to completely outline both ureters in 
their entire length in order to demonstrate dis¬ 
placement due to extrinsic pressure. 4) It should 
be used when the collecting systems are not well 
defined by the standard urogram and a retrograde 
examination would ordinarily be done only to 
demonstrate same. 5) It should be done in all hy¬ 
pertensive cases referred for renal evaluation. The 
techniques noted above provide the most satisfac¬ 
tory visualization of the nephrographic phase of 
excretion, and the washout test can be easily per¬ 
formed through the intravenous infusion already 
in place. 

What are the contraindications for the infusion 
pyelogram ? Obviously, a sensitivity to iodinated 
contrast substances, determined by history or by 
the intravenous test dose, prohibits their use in 
urography or any other iodine contrast study. A 
precarious cardiovascular status, while not an ab¬ 
solute contraindication, necessitates caution in 
giving a rapid intravenous infusion. On the other 
hand, the injection of contrast substance is better 
tolerated in the hydrated state by the patient with 
renal insufficiency. Finally, patients known to 
have plasma cell myeloma probably should not be 
given intravenous contrast substance because of the 
risk of precipitating anuria, as has been reported 
in several isolated cases. However, since the pro¬ 
teinaceous casts which have been found plugging 
the convoluted and collecting tubules at autopsy 
are thought by some authors to be the result of 
dehydration and increased urine concentration, 
causing precipitation of Bence-Jones protein rath- 
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IDEAL LOCATION 



• Situated in one of the most 
beautiful and secluded spots in 
the Roland Park-Guilford-Uni- 
versity Parkway section. Five 
units facing a terrace of well- 
kept lawns and shrubbery across 
a 1 80-foot court. 

• Convenient to all Roland Park 
schools, churches and community 
activities. Less than two blocks 
from public transit. 

• Easy to reach! From N. Charles 
St. drive west on 39th Street 
to Stony Run Lane, then one 
block right. 


Three bedrooms, three baths; all apartments have three ex¬ 
posures. Living room with fireplace, full dining room, hardwood 
floors, porch or sun parlor. Fireproof construction of hollow 
tile and reinforced concrete, stucco covered walls. Luxurious 
comfort summer or winter. 

230 STONY RUN LANE 

BALTIMORE, MD. 21210 
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er than the iodinated contrast substance, 14 the in¬ 
fusion technique may prove to be the procedure of 
choice in this group of patients. 


GENERIC AND TRADE NAMES OF DRUGS 

Dehydrocholic acid— Decholin 
Dextran— Dextran, Gentran 
Sodium diatrizoate— Hypaquc 
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Announcing 

EUTROIM 

pargyline hydrochloride 25 mg. and methyclothiazide 5 mg. 

for control of 
moderate to severe 
hypertension 


Unique combination produces greater 
antihypertensive effect with lower doses 



Eutron is the combination in a single tablet 
of 25 mg. Eutonyl (pargyline hydrochlo¬ 
ride) and 5 mg. Enduron (methyclothia¬ 
zide). This combination produces greater 
therapeutic effect than that of either com¬ 
ponent used alone. Side effects may be 
milder, too, as dosages are generally lower. 
The effective dosage is usually one tablet, 
once daily. Tablets are scored for greater 
dosage flexibility. 


Each Eutron tablet contains two proven antihypertensives 
in the ratio shown to be most effective in most patients. 

TM—TRADEMARK 
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New EUTRQN 

extends your range 
of treatment in 
moderate to severe 
hypertension 


A single product 
you can use even 
in the presence 
of congestive heart 
failure or edema 


Eight out of 10 patients respond 

In clinical trials, Eutron produced normo- 
tension or a significant reduction in blood 
pressure in eight out of 10 patients studied. 
The rationale for the product is this: 
Eutonyl used alone is a potent antihyperten¬ 
sive. Its antihypertensive action is markedly 
enhanced by Enduron, a potassium-sparing 
thiazide. 1,2,3 The combination (Eutron) 
thus produces greater antihypertensive ef¬ 
fect with lower dosages of the Eutonyl com¬ 
ponent, and milder side effects may be seen. 


1. Torosdag, S., Schvartz, N., Fletcher, L., Fertig, H., 
Schwartz, M. S., Quan, R. F. B., and Bryant, J. M., 
Pargyline Hydrochloride as an Antihypertensive Agent 
With and Without A Thiazide, Am. J. Cardiol., 12:822, 
Dec., 1963. 

2. Pollack, P. J., Pargyline Hydrochloride and Meth- 
yclothiazide Combined In The Treatment of Hyperten¬ 
sion, Cur. Thera. Res., 7:10, Jan., 1965. 

3. Bryant, J. M. et al.. Antihypertensive Properties of 
Pargyline Hydrochloride, New Non-Hydrazine Mono¬ 
amine Oxidase Inhibitor Compared with Sulphonamide 
Diuretics, J.A.M.A., 178; 406, Oct., 1961. 
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BP reductions in the recumbent and sitting posi¬ 
tions often are nearly as great as in the standing. 
In clinical trials, the average recumbent BP 
reduction was 36/18 mm. Hg. 



The average standing reduction in clinical trials 
was 45/22 mm. Hg. Thus the difference between 
the standing and recumbent readings was only 
9/4 mm. Hg. 



Significantly lowers 
blood pressure in all 
body positions; 
less likelihood of 
orthostatic hypotension 

In clinical trials, the average reduction in 
standing blood pressure was 45/22 mm. 
Hg.; in the sitting position it was 48/20 
mm. Hg.; and in the recumbent position, 
36/18 mm. Hg. 

Because Eutron effectively reduces blood 
pressure in all body positions, there is re¬ 
duced likelihood of orthostatic symptoms 
or hypotension. 

This was reflected in the relatively mild 
character of side effects seen in clinical 
trials (see below). 

Smooth and gradual onset 

Onset of antihypertensive action is usually 
quite smooth. Initial reduction of systolic 
and diastolic readings is usually seen within 
a week — maximum reduction in seven to 
ten days. 

Less troublesome 
side effects may be 
seen; frequent 
improvement in 
“sense of well-being” 

Fewer than 1 % of patients studied discon¬ 
tinued Eutron therapy because of side ef¬ 
fects. This is due in part to the relatively low 
dosage needed with the combination. Usual 
recommended dose is one tablet daily—that 
is, 25 mg. Eutonyl with 5 mg. Enduron. This 
is about half the usual therapeutic dose of 
Eutonyl given alone. As a consequence side 
effects may be milder. And, as with Eutonyl 
given alone, the patient may well note an 
increased sense of well being. 

This is in distinct contrast to most 
other antihypertensive therapy. 
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Prescribing 
information for 

EUTROIM 


INDICATIONS: Eutron (pargyline hydrochlo¬ 
ride and methyclothiazide) is indicated in the 
treatment of patients with moderate to severe 
hypertension, especially those with severe dias¬ 
tolic hypertension. It is not recommended for 
use in patients with mild or labile hypertension 
amenable to therapy with sedatives and/or 
thiazide diuretics alone. 


CONTRAINDICATIONS: Eutron is contrain¬ 
dicated in patients with pheochromocytoma, 
advanced renal disease, paranoid schizophre¬ 
nia and hyperthyroidism. Until further expe¬ 
rience is gained it cannot be recommended 
for use in patients with malignant hyperten¬ 
sion, children (under 12 years of age), or 
pregnant patients. 

The concomitant use of the following is 
contraindicated: other monoamine oxidase in¬ 
hibitors; parenteral forms of reserpine or 
guanethidine; sympathomimetic drugs; foods 
high in tyramine such as cheese; imipramine 
and amitriptyline, or similar antidepressants; 
methyldopa. A drug-free interval of two weeks 
should separate therapy and use of these 
agents. 


WARNINGS: Pargyline hydrochloride is a 
monoamine oxidase inhibitor. Patients should 
be warned against eating cheese, and using 
alcohol, proprietary drugs or other medication 
without the knowledge of the physician. When 
it is necessary to administer alcohol, narcotics 
(notably meperidine), antihistamines, anesthet¬ 
ics, barbiturates and other hypnotics, sedatives, 
tranquilizers, or caffeine, these agents can be 
used cautiously at a dosage of l A to Vs the 
usual amount. Avoid parenteral administra¬ 
tion where possible. Withdraw pargyline two 
weeks before elective surgery. 

Patients should be warned about the possi¬ 
bility of postural orthostatic hypotension. 
Those with angina or other evidence of cor¬ 
onary disease should not increase physical 
activity. Pargyline may lower blood sugar. 
Potassium depletion is unlikely at the recom¬ 
mended dosage, but if it occurs, adjust dosage 
or withdraw or provide added natural food 
sources of potassium; potassium tablets should 
be avoided wherever possible, as bleeding or 
obstructive ulceration of the small bowel has 

SI 2214 


been associated with their use; potassium 
levels should be especially watched if the pa¬ 
tient is on digitalis or steroids, or if hepatic 
coma is impending. 


PRECAUTIONS: When determining the anti¬ 
hypertensive effect of Eutron, blood pressure 
should be measured while the patient is stand¬ 
ing. Use with caution in hyperactive or hyper- 
excitable persons. Such persons may show in¬ 
creased restlessness and agitation. Withdraw 
drug during acute febrile illness. Watch pa¬ 
tients with impaired renal function for in¬ 
creasing drug effects or elevation of BUN 
and other evidence of progressive renal fail¬ 
ure; withdraw drug if such alterations persist 
and progress. Pargyline has not been shown 
to cause damage to body organs or systems. 
As with all new drugs, complete blood counts, 
urinalyses, and liver function tests should be 
performed periodically. The drug should be 
used with caution in patients with liver dys¬ 
function. With prolonged therapy, examine 
patients for change in color perception, visual 
fields, and fundi. 

Elevated blood urea nitrogen, serum uric 
acid or blood sugar are possibilities attribut¬ 
able to the methyclothiazide in Eutron. Me¬ 
thyclothiazide may also reduce arterial re¬ 
sponse to pressor amines. Blood dyscrasias, 
including thrombocytopemia with purpura, 
agranulocytosis and aplastic anemia, have been 
seen with thiazide drugs. 


SIDE EFFECTS: The use of pargyline may 
be associated with orthostatic hypotension. 
Mild constipation, slight edema, dry mouth, 
sweating, increased appetite, arthralgia, nausea 
and vomiting, headache, insomnia, difficulty in 
micturition, nightmares, impotence, delayed 
ejaculation, rash, and purpura have been en¬ 
countered with pargyline. Hyperexcitability, in¬ 
creased neuromuscular activity (muscle twitch¬ 
ing) and other extra-pyramidal symptoms have 
been reported. Drug fever is extremely rare. 
Congestive heart failure has been reported in 
a few patients with reduced cardiac reserve. 
Nocturia has been observed with the combina¬ 
tion. If side effects persist, despite 
symptomatic therapy or reduction 
of the dose, discontinue the drug. 
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Surprisingly little attention has been paid to the changing patterns of medical 
care in the United States. A study of the evolution of a public institution may be 
helpful in understanding the broad political and philosophical presuppositions of the 
times. In studying the transformation of the Baltimore Almshouse into the Baltimore 
City Hospitals, one might expect to discover in its attitudes and practices toward its 
patients a particularly sensitive key to the culture of the community. The way a mu¬ 
nicipality treats its most unfortunate citizens is a measure of its moral temperament. 

This study has revealed several clear tendencies in the evolution of the Baltimore 
City Hospitals. First, large improvements in patient care have evolved only after 
major, sometimes revolutionary, changes in philosophical, moral, religious, social, or 
scientific attitudes and thought. These changes, however, have been gradual and not 
clearly recognized at the time. Second, all of these creative new ideas have been 
imported from Europe, most frequently from England, France, and Germany. Third, 
social progress has lagged far behind scientific advance and continues to do so today. 
Fourth, the Almshouse has shown an uninterrupted trend from a general institution 
for the solution of all community social problems to an institution for medical care. 
Fifth, financial responsibility for the Almshouse has fitfully passed from the City of 
Baltimore to be shared by the state and finally by the federal government. 


Chapter 1.—The First Almshouse: Abating a Public 

Nuisance (1773-1822) 


An Almshouse is, in its nature, merely an asy¬ 
lum for poverty. Here the poor, without respect 
to age or sex, have a right to find food and shelter. 
If it provides medicine and professional attend¬ 
ance, it is because these are inevitably incidental to 
such an establishment, and not because they arc 
the objects of it. 1 ’ 2 

THE FOUNDING OF THE BALTIMORE 
COUNTY ALMSHOUSE 

From the earliest times in America, the sick 
poor were cared for under a system inherited from 


England (the Elizabethan Poor Law of 1601). 
This English law traced its origin to the sixth cen¬ 
tury medieval Italian parishes, where tithes were 
collected locally by the parish church and were 
used to take care of the infirm and orphans. 3 
Tithes were the first universal income tax. Local 
administration of welfare services, although never 
adequate, continued in the United States up to 
the great depression of the 1930’s. It took the 
major social revolution of the 1930’s to bring 
about recognition that the federal government had 
obligations for the welfare of its citizens. 
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Fig 1 


We have been unable to locate a good picture of 
the first Almshouse (1774-1822). The sketch was 
reproduced from Warner and Hanna s 1801 Map of 
Baltimore (revised from survey of 1797). This build¬ 
ing was erected at Biddle and Eutaw Streets in 
1774. The dome and east wing were destroyed by 
fire in 1776. The main building was rebuilt immedi¬ 
ately, but the east wing not until later. This build¬ 
ing served all the needs of the indigent of Balti¬ 
more. It was an acute, chronic, and lying-in hospi¬ 
tal, a workhouse, and a shelter for vagrants, crimi¬ 
nals awaiting trial, the insane, foundlings, and the 
old and infirm. 


When the population in the colonies reached a 
certain level, it became cheaper to care for the 
poor by building an almshouse. Prior to the be¬ 
ginning of the almshouses, taxes were set aside hy 
the various counties to pay individuals for taking 
care of the infirm and orphans. The Boston Alms¬ 
house was built in 1680. In New York, the an¬ 
cestor of Bellevue Hospital was started in 1736. 
In Charleston, SC, the forerunner of Memorial 
Hospital was founded in 1738; in Philadelphia, 4 
the beginnings of the Philadelphia General Hospi¬ 
tal were laid in the Almshouse of 1742. The Bal¬ 
timore County Almshouse was founded in 1773. 
These institutions were not founded as hospitals 
but as depositories for the poor. 


Before the Revolution, Baltimore, the youngest 
of the large eastern seaports, was of little conse¬ 
quence. The activities of the war, the growing 
population, and the meeting of the Continental 
Congress in Baltimore in 1777 contributed to its 
growth. By the end of the Revolution, its popu¬ 
lation was estimated at 8,000. 

In 1773, the Maryland legislature voted 4,000 
pounds in bills of credit for the purchase of land 
and the erection of an almshouse and work house. 
The first Almshouse was located on a 20-acre 
plot, site of the present Richmond Market. With¬ 
in a year of its building, a fire broke out in the 
garret destroying most of the building. It was 
immediately rebuilt. 5 

The institution was divided into two sections. 
Beggars, vagabonds, and vagrants were sent to 
the Workhouse and were required to work. The 
other section, the Almshouse, was for the poor 
and infirm. From the beginning, a doctor was as¬ 
sociated with the Almshouse to care for the large 
number of sick, who were housed in an infirmary 
in the Almshouse. 

GROWTH OF WELFARE SERVICES 
IN AMERICA 

The dumping of all the social problems of the 
community into a single institution was designed 
more to save money and administrative headaches 
than to help the sufferer. In 1779, however, the 
legislature authorized the Trustees of the Poor to 
pay a pension of $30 maximum to 10 persons in 
circumstances particularly unsuitable for the Poor- 
house. 5 Those who remained in foster homes 
must have been the favored few, for some citizens 
objected to the provision of any relief at all to 
the poor. 

Welfare services in the United States have al¬ 
ways rested on a largely accepted body of opinion 
that no one should be allowed to starve or suffer 
for shelter or clothing. This middle ground has, 
for centuries, been unsuccessfully attacked by ad¬ 
vocates of limited government, laissez-faire, social 
Darwinism, and puritan moralists. For example, 
in 1786, the Rev. Joseph Townsend, an English 
clergyman, in his “Dissertation on the Poor Laws,” 
objected to the provisions of the Poor Law. He 
said that only hunger could goad a man to work, 
and it would be unfortunate if the poor were 
helped because there would be no one left to do 
the most difficult, sordid, and ignoble jobs. He 
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Almshouse admission and discharge book (1814-1826). This large book was 
started February 20, 1814, and all inmates of the Almshouse were listed. 
The patient’s number, name, age, person who admitted patient, disposition 
with date, and miscellaneous remarks were entered in columns for each 
patient. Two hundred and sixty-four inmates were in the Almshouse on 
February 20, 1814. One patient had been admitted in 1778, but most were 
much later and stayed for only a few months. 

There were 8,317 admissions between February 20, 1814, and May 25, 
1826, when the book ends. Reasons given for admission are as follows: "By 
birth,” "Blind,” "Poverty,” "Deranged,” "Idiotism,” "A drunken fellow,” 
"A vagrant,” "Consumption,” "Pregnant.” A small number of inmates were 
criminals admitted to serve up to seven years. Others were admitted as emer¬ 
gencies, as foundlings. No patient was admitted as a transfer from another 
organization; nor is there any record of an inmate’s being discharged to a 
hospital or other institution. 


thought that compulsory provision of relief under 
the Poor Laws kept wages from falling and, there¬ 
fore, should be abolished. 

From the opposite side, welfare services have 
been attacked as being too limited. Improved liv¬ 
ing conditions, education, training, unemployment 
insurance, and health services have been urged in 
the Judeo-Christian tradition by those who see 
the government as responsible for its citizens and 
particularly effectively by labor unions and the 
elderly. 

A number of charitable organizations were 


founded in England in the late eighteenth century. 
In 1796, Sir Thomas Bernard founded the Society 
for Bettering the Condition and Increasing the 
Comforts of the Poor. Health insurance had its 
beginning in the Roman Catholic Sick Club of 
Norwich in 1782. 

EIGHTEENTH CENTURY PHYSICIANS AND 
HOSPITALS IN AMERICA 

There were three types of physicians in America 
at the time of the Revolutionary War. A few had 
been highly trained in Europe at the feet of the 
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great clinical masters. Others had learned as ap¬ 
prentices to physicians in practice. Their training 
often consisted of being their preceptor’s pharma¬ 
cist. In addition to learning about herbs and drugs, 
many read the standard European textbooks of 
the time: Sydenham, Van Swieten, and Boer- 
haave. Only a few had attended one of the medi¬ 
cal schools in America. Medical schools offered 
lecture courses taken after an apprenticeship. The 
third group had little or no training but had the 
audacity to set out their shingle and call them¬ 
selves physicians. Many were pure quacks, but it 
was even more difficult in those days to distin¬ 
guish between a quack and a well trained physi¬ 
cian than it is today. Diagnosis of internal ill¬ 
nesses was almost unknown. Only the obvious 
traumatic injuries were accurately recognized. 

The oldest hospital in the colonies, the Pennsyl¬ 
vania Hospital, chartered in 1751, was financed by 
public subscription and a grant of 2,000 pounds 
from the Pennsylvania Assembly. Such hospitals 
catered to patients with acute illnesses, had a 
board of trustees drawn from the leaders of the 
community, and took mainly surgical cases. 

Most physicians spent their time in home visits, 
for the well-to-do patient would not think of com¬ 
ing to the hospital except for surgery or injury. 
Deliveries were performed in the home, often by 


midwives, but by a physician if the patient was 
wealthy and lived in a large city. 

The danger of infectious diseases in general hos¬ 
pitals was well known. A second type of hospital 
was the pest house, usually operated only during 
epidemics. Smallpox, yellow fever, malaria, ty¬ 
phoid, typhus, cholera, and dysentery constituted 
a large part of medical practice. When these dis¬ 
eases occurred in a hospital or other institution, 
many inmates died. Special hospitals to isolate 
these people from the community were, therefore, 
demanded during epidemics. When the threat was 
over the hospital closed. 

A third type of hospital was that attached to 
every almshouse to care for the infirm and sick in¬ 
mates. Out of these institutions developed some 
of the largest municipal hospitals of today: the 
Philadelphia General Hospital, Bellevue in New 
York, Memorial Hospital in Charleston, and the 
Baltimore City Hospitals. 

REFERENCES 

1. Eaton, L. K.: Nezv England Hospitals, 1790-1833, 
University of Michigan Press, 1957. 

2. Trustees of the Massachusetts General Hospital, Ad¬ 
dress to the Public, Boston, 1814. 
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MARYLAND POISON INFORMATION CENTER 

A central Poison information Center is now in operation to serve 
the entire state of Maryland. THIS SERVICE IS PRIMARILY FOR 
PHYSICIANS and is available 24 hours a day, seven days a week. The 
Center will also give authorized first aid instruction to laymen who call 
until they can reach their physician or an emergency ward. Inquiries 
from physicians will be handled by paramedical personnel experienced 
in locating technical information. Medical consultation is also avail¬ 
able. The existing eight poison control centers in Maryland will continue 
to function primarily as treatment centers. 

Telephone Dl 2-0800. If no answer, call Dl 2-5400, ext. 428. 
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What Bank Services 
Peculiarly Suit 
a Doctor’s Needs 




• CHECKING ACCOUNTS 

• SAYINGS ACCOUNTS 
• SAFE DEPOSIT BOX 

• LOANS • CONVENIENCE 

THE ANSWER TO ALL YOUR NEEDS 
IS AT ONE BANK 

American National Bank 


:W] 


OF MARYLAND 


“^COS- 

SILVER SPRING • LANGLEY PARK 
DODGE PARK • WHEATON • BETHESDA 
ROCKVILLE • ANNAPOLIS • LAUREL 
SILVER HILL • HYATTSVILLE • BALTIMORE 


Member Federal Reserve System 
Federal Deposit Insurance Corporation 


DRINK MORE MILK 
for your health sake 

• More Vitamins 

• More Minerals 

• More Energy 




Deliveries in Mary¬ 
land, Washington, 
and Virginia. 

Life Begins With 
Embassy Milk 

EMBASSY DAIRY 
DU 7-1441 

1620 First St. N.W. 
Washington, D. C. 




Prompt, professional service 24 hours 
a day, every day! A complete line of 
hospital beds, wheelchairs, traction 
equipment, oxygen, crutches, walkers, 
commodes, lamps, whirlpools —every¬ 
thing to help patients get well faster. 

358-3400 

6316 Reisterstown Road 
Baltimore 


BLOOD SERVICE PLAN 

of the 

METROPOLITAN WASHINGTON 
BLOOD BANKS. INC. 


—NOT FOR PROFIT — 



A BLOOD 

DONATION TODAY 
PROTECTS YOU AND 
YOUR FAMILY 
TOMORROW 



A Medically Supervised 
Blood Benefit Program 

Individual—Family—Group Memberships 

T. A. Loosbrock, Exec. Dir. 

2007 Eye St., N.W. Washington, D. C. 
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Revised Regulations Relating to Communicable Diseases 

030201—The above list of reportable diseases 


First Amendment 

Paragraph -03 RULES AND REGULATIONS 
(page 43) is amended as follows: 

0302 Reportable Diseases 

Amebiasis Hepatitis: Psittacosis 

Animal bites ” infectious Rabies 

Anthrax ” serum Rocky Mountain 

Botulism Industrial or occu- spotted fever 

Brucellosis pational diseases Rheumatic fever 

Chancroid Leprosy Rubella 

Chickenpox in Leptospirosis Salmonellosis in¬ 
adults Lymphogranuloma eluding typhoid 

Cholera venereum and paratyphoid 

Diarrhea of Malaria Shigellosis 

newborn Measles Smallpox 

Diphtheria Meningococcal Staphylococcus in- 

Encephalitis infection fection, newborn 

” primary meningitis Streptococcal in- 

” post infection meningococcemia fection, includ- 
Food poisoning Meningitis, other ing scarlet 
Gonococcal Mumps fever 

infection: Plague Syphilis 

” urethritis Poisoning or ad- Tetanus 
” vulvovaginitis verse reactions Trichinosis 
Ophthalmia from drugs or Tuberculosis 

neonatourm other toxic Tularemia 

Granuloma agents Typhus fever 

inguinale Poliomyelitis Whooping cough 

Yellow fever 


was adopted by the Board, December 
30, 1965, and may be changed at any 
time by action of the State Board of 
Health and Mental Hygiene. 

030202—All cases of the following are to be 
reported to the local health department 
immediately by telephone: 


Animal bites 
Anthrax 
Botulism 
Chickenpox in 
adults 


Cholera Rabies—in ani- 

Food poisoning mal and man 
Leprosy Smallpox 

Plague Typhus 


iiiiiiiiimmiiimiiiimmiiimiiiMmiiiimiiiiiiiiimiiiiMii 


imtnitiitiiiiiiiif i: t 


On receipt of notification of any of the 
above diseases or occurrences, special 
instructions for control will be issued 
by the local health officer. 

030203—An outbreak of any disease or condi¬ 
tion, of known or unknown etiology, 
which may be a danger to public 
health, occurring in three or more per¬ 
sons, or any unusual manifestation of 


THERE’S NO TONIC LIKE A CRUISE 



I even for a DoctorU 

BALTIMORE 

TRAVEL CENTER 

215 W. Saratoga Street 

Prescribes 3 Outstanding 
Cruise Bargains. 


MAR. 12 OCEANIC.11 Days from $390. 

Nassau, San Juan, St. Thomas, Martinique, St. Maarten, 
St. Croix. 

(Panamanian registry) 

APR. 7 STATENDAM.12 Days from $370. 

Bermuda, San Juan, St. Croix, St. Maarten, St. Thomas. 

(Netherlands registry) 

APR. 29 VICTORIA.9 Days from $325. 

San Juan, St. Thomas. 

(Liberian registry) 


FREE! UP TO DATE CRUISE BOOK 


Fill in and mail. 

BALTIMORE TRAVEL CENTER 

215 W. Saratoga St. Balto. 1, Md. 

NAME . 

ADDRESS . 

CITY . STATE. 


FOR YOUR 
TRAVEL 
NEEDS, 

CALL 
VE 7-3400 

OPEN SEVEN 
DAYS A WEEK 


a disease in an individual are to be 
reported to the local health officer who 
shall in turn notify promptly the Com¬ 
missioner of the State Department of 
Health. 

030204—The following diseases are to be re¬ 
ported weekly by total number of cases 
and not by individual case reports in 
accordance with instructions issued by 
and on forms provided by the State 
Health Department: 

Measles Streptococcal infections, 

Mumps including scarlet fever 

Rubella 

030205—All other reportable diseases not men¬ 
tioned in 030202 and 030204 are to be 
reported promptly to the local health 
department or the State Department of 
Health by individual case reports, in ac¬ 
cordance with instructions issued by and 
on forms provided by the State Health 
Department. 

Amended December 30, 1965, State Board of Health 
and Mental Hygiene. 
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COMPONENT MEDICAL SOCIETIES 


w ASHINGTON COUNTY 

A large proportion of the society attended the 
November dinner-business meeting, at which 
Mr. Dixon Evander discussed the new Faculty- 
sponsored accident and health policy and major 
medical insurance. A movie on medicare was 
shown. 

The County Medical Society endorsed a reso¬ 
lution proposed by H. H. Gist, MD, favoring 
the formation of supervised junior high school 
football, as opposed to the current status of un¬ 
supervised football games played by junior high 
school children. 

New officers of the society are Richard A. 

■until.. 


Young, MD, president; Richard T. Binford, MD, 

vice president; John W. Clark, MD, secretary; 
and Sidney Novenstein, MD, treasurer. The out¬ 
going president, Joseph C. Crisp, MD, sum¬ 
marized the accomplishments of the County 
Medical Society during the past year. 

A health fair was held at the North Hagers¬ 
town High School on November 13 and 14. This 
was jointly sponsored by the Washington County 
Medical Society and the Community Services 
Council of Washington County. The chairman 
of the fair was Richard A. Young, MD. Four¬ 
teen groups participated as exhibitors. Approxi¬ 
mately 10,000 people visited the fair during the 
two days. This is the first fair of its kind ever 
held in Washington County and, as far as we 
know, the first health fair in the state. A repeat 
is planned for next year. The medical society 
demonstrated a plastic lady, supplied by the 
AM A, and the Woman’s Auxiliary performed 
urine and blood tests for diabetes, using Ames 
diagnostic apparatus. 

John W. Clark, MD, DDS 

iiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiMiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiminiiiiiiiiiiiiuiiiiiiiiiiiuiiiiuiiitiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiMir 



11:47 pm 11:53 pm 12:06 am 


The meaningful pause. The energy 
it gives. The bright little lift. 
Coca-Cola with its never too sweet 
taste, refreshes best. Helps people 
meet the stress of the busy hours. 
This is why we say 


TRADE-MARK® 


things go 

better,! 

Coke 
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1 Washington County 9 s Health Fair | 



The Washington County Med¬ 
ical Society featured a plas¬ 
tic lady at its first health fair. 
Left to right: Archie R. Cohen, 
MD, Richard A. Young, MD, 
and Mrs. Jack H. Beachley. 



Representing the Washington 
County Health Department, 
left to right: Nelson Tillou 
and John Waldrin, sanitari¬ 
ans; Mrs. Rosalie Paul and 
Mrs. Leona Hettenhouser, 
public health nurses. 


94 


Maryland State Medical Journal 












w 

W WICOMICO COUNTY 


of several lire departments and their auxiliaries 
by providing a program on closed chest cardiac 
massage on December 1. 

***** 


In observance of Community Health Week, the 
Wicomico County Medical Society publicized im¬ 
munization, using 60 radio spot announcements 
over two local stations, and several news stories 
in the local newspapers. An editorial in The Daily 
Times also stressed the importance of this health 
protection and commended the society for its cam¬ 
paign in the public interest. 

% $ H* % H 5 

Talmadge Reeves, MD, appeared as a panel¬ 
ist for District Four, Maryland Nurses Associa¬ 
tion, during its day-long mental health seminar 
in mid-November in Cambridge. Dr. Reeves dis¬ 
cussed care of mental patients in general hos¬ 
pitals and their relationship to mental hospitals. 

William P. Sadler, MD, contributed to an ad¬ 
vanced first-aid training program for members 


William S. Womack, MD, and Richard E. 
Hughes, MD, answered questions on uterine 
cancer control after showing a special movie at a 
Salisbury theater on November 29. This was in 
cooperation with the Salisbury chapter of the 
Maryland Cancer Society. James P. Gallaher, 
MD, appeared on a television panel on Novem¬ 
ber 26 as part of the same project. 

3{c 5$C 

John Sargeant, executive secretary of the 
Medical and Chirurgical Faculty, was guest 
speaker at the November meeting of the Wicomi¬ 
co County Medical Society. He discussed a num¬ 
ber of activities of the Faculty and answered 
members’ questions. The December program was 
provided by several members of Jehovah’s Wit¬ 
nesses, who discussed ways in which their re¬ 
ligious beliefs might affect medical care. 

Mrs. Kit Hargreaves 

iiiiMiiiiiiiiUMiiiiiiiiiiitiiiiiiiiiiiiiiiiiiitiiiiiiMmiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiimiiiiiiiiiiiiiiiiiiiiiiiiiimiiiiniiiiiiuiiiiiiiiHiiiiiitiiiiiiii,| MI , 



Nursing Rehabilitative Treatment Center 

operated underthe direct supervision of the Lowry Memorial Medical Center. 

Offering full treatment to the adult physically handicapped, specialized care to the 
senior citizen, and convalescent care to post-stroke and post-operative cases. 
Separate area for cancer patients. All facilities available to private physician. 

Professionally staffed and equipped PhysicalTherapy gymnasium,underthedirect 
supervision of a specialist in physical medicine. There is also an organized 
program of recreation. 

Everything at The Regent is designed to be used by wheel chair patients. 
Adjacent to the Penn-Mar Shopping Center on Marlboro Pike Beltway Exit 34 
Call or write for brochure. Phone 736-1113 
8100 Marlboro Pike, Forestville, Maryland 
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WWorcester county 

Ivory U. Sully, Jr., MD, was elected presi¬ 
dent of the Worcester County Medical Society 
at its October meeting. Dr. Sully practices gen¬ 
eral medicine in Berlin. 

Born in Richmond, Va., he attended public 
schools there and graduated from Virginia 
Union University in 1936 with a Bachelor of 
Science Degree. He then went into the insurance 
business until his induction into the Army in 
1943. He served in the army until December, 
1945, attaining the rank of first sergeant. He 
was in the European Theatre of Operations. 

In 1948 Dr. Sully completed residence re- 
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$ 10,000 


in each separate right or capacity 



Dr. Sully 


quirements for the Master of Science Degree 
at the State University of Iowa. He studied 
medicine at Howard University Medical School 
and was granted his Doctor of Medicine degree 
in 1952. After completing his internship at DC 
General Hospital, Dr. Sully entered practice in 
Berlin. 

Other officers of the Worcester County Medi¬ 
cal Society are Robert LaMar, MD, vice presi¬ 
dent; Francis J. Townsend, Jr., MD, secretary- 
treasurer; Frank Gantz, MD, delegate to the 
Medical and Chirurgical Faculty; Dr. Sully, 
alternate delegate; Norman R. Sartorius, Jr., 
MD, Planning Committee representative; and 
Paul Cohen, MD, Journal representative. 

F. J. Townsend, Jr., MD 
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Wood-glucose 
screening for aj] 
jour patients? 



)XTROSTIX— 

•re des a clinically useful 
e mination when performed 
cirding to directions" 

EMOSTIX is not intended to replace 

ie >re precise analytical laboratory methods. 


..scause “Abnormalities of glucose 
nstbolism are among the [most 
;omon] encountered in clinical 
irtice....”* Simple, quick, econom- 
cmlood-glucose screening 
vi Dextrostix? Reagent Strips is 
>r;ticable in every regular physical 
ix aination, emergency situation, 
inwhenever hypo- or hyper¬ 
emia may be of clinical 
tie ficance-for “The precision 
inaccuracy of Dextrostix 
.. aet the need for an always 
iv able simple screening 
neiod....”* All that is required 
orareening with 
)e rostix is 60 seconds 
.n i globular drop of 
a lary or venous blood, 
ibirmal readings will be 
wjable aid to diagnosis; 

10 ials will help you 
si>lish an important 
>a:line for future reference. 

la , V., and Dawson, A.: 
trill. J. 7:293, 1965. 
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The Genetics of Essential Hypertension 


As physicians, we sometimes distort medical 
reality to suit preconceived notions which arise 
through the influence of our prior incomplete ex¬ 
perience. Such distortions, for example, gave rise 
to early humoral theories of disease. Such a dis¬ 
tortion also has been the case in descriptions of 
the nature of essential hypertension. 

In the early part of the 20th century, as retro¬ 
spective pathologic descriptions gradually agreed 
upon the similar morphologic aspects of this dis¬ 
ease from patient to patient, and as family observa¬ 
tions indicated that persons within the same family 
tended to resemble one another in adjacent gen¬ 
erations with respect to morbidity and mortality 
phenomena accompanying higher blood pressures, 
the assumption gradually became accepted that 
the entity was largely determined by heredity and 
due to a single dominant gene. High blood pres¬ 
sure without obvious cause seemed to be a ho¬ 
mogeneous disease entity. 

Some studies 1 pointing to discrepancies in the 
inheritance patterns were often explained away 
as showing up the variable penetrance* of the 
gene or inadequate anamnesis in the study. Ham¬ 
ilton et al 2 were among the first to indicate that 
these discrepancies and others might be due to an 
inadequate genetic hypothesis. They postulated 
that rather than a single dominant gene causing 
actuarily earlier death from high blood pressure, 
several genes might be present which collectively 
are partly responsible for this elevation in pres¬ 
sure, and that similarities in individuals of fami¬ 
lies in the same or contiguous generations might 
be due to the sharing of these genes by parents 
and siblings. They also suggested that variability 

*Penetrance refers to the frequency with which a gene 
manifests itself in the population. A gene with low pene¬ 
trance is present in chromosomes but often will not show 
any of its effects. 


PETER RASMUSSEN, MD 
Associate Professor of Pathology- 
University of Maryland School of Medicine 

in the environment probably contributed sub¬ 
stantially to the blood pressure variability which 
a given population might demonstrate. Thus, the 
discrepancies in the “dominant gene” hereditary 
patterns of individuals in so-called hypertensive 
families might be due in part to environmental 
differences among its members or to the breaking 
up or dilution of the necessary gene combinations 
during meiosis, or perhaps to both of these phe¬ 
nomena. 

These investigators have argued that no one 
has ever successfully shown a bona fide dichotomy 
of hypertensives versus non-hypertensives in any 
population of humans. In fact, they have as¬ 
serted, such a dichotomy does not exist; average 
blood pressure levels vary among people just as 
heights vary. Thus the clinical distinction of hy¬ 
pertensive and non-hypertensive is an impression¬ 
istic view of reality, just as calling people tall, 
medium, and short is a convenient classification; 
but it is impossible to document objectively as 
having any incisive trichotomous biological mean¬ 
ing. The selection of any single value in inches 
or centimeters to distinguish tall individuals from 
medium individuals would be completely arbi¬ 
trary. 

In addition to the above cited discrepancies of 
observed to predicted Mendelian segregation with 
regard to manifestations of high blood pressure, 
considerations from an evolutionary and popula¬ 
tion genetics point of view detract from the 
credibility of a single dominant gene’s being the 
chief cause of blood pressure variability in a 
given random population. Considering the high 
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percentage of morbidity and mortality from high 
blood pressure (one review citing 5-25% 3 ), the 
frequency of this single gene would have to he 
unusually high to account for these phenomena. 
Well-documented single dominant genes causing 
diseases which permit marriage and parenthood 
are not found to exhibit such high gene frequen¬ 
cies in affected populations. In order for a single 
detrimental gene to have reached even moderate 
frequency in a population, it usually must have 
been favorable at some time in the past and then 
become detrimental because of a change in envi¬ 
ronment ; or it must be appropriately favorable in 
many persons of the population even though un¬ 
favorable in most; or it must have an unfavorable 
effect when in contact with some other genes in 
the population, the latter genes having come to 
the population from another population. None of 
these situations appears to have been the case in 
populations having significant morbidity or mor¬ 
tality because of higher blood pressure, although 
the higher hypertensive morbidity and mortality 
in the American Negro may be an exception. 

Thus, reconsideration of the consequences of 
the inconsistencies in the single gene hypothesis 
directs one’s attention to the only other alterna¬ 
tive, in what appears to be a disease with at least 
partial genetic determination: a polygenic hy¬ 
pothesis. How can we physicians, as retrospec¬ 
tive observers of disease (and pathologists as the 
most retrospective observers of them all), recon¬ 
cile such a seemingly diffuse explanation with 
what we know to be the nature of this retrospec¬ 
tively distinctive clinicopathologieal entity, essen- 
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tial hypertension ? The answer is, I believe, that 
polygenic inheritance need not imply diffuseness. 

During the evolution of the total vascular sys¬ 
tem of homo sapiens, great numbers of selective 
environmental forces must have acted on the sys¬ 
tem in a detrimental fashion, the continuing re¬ 
sult being successful survival and continuance of 
those favorable gene combinations which on the 
average reproduced themselves in greatest num¬ 
bers. Therefore, as our contemporary human en¬ 
vironment has changed and permitted greater 
longevity, formerly evolved complex genetic var¬ 
iability currently contributing to some unfavor¬ 
able variability in the derived unit blood pres¬ 
sure would be a rather plausible course of events. 

In contrast to the situation in the case of single 
genes, the survival of blocks of many genes rela¬ 
tively stable from generation to generation and 
favorable to the evolution of a biologic system, 
such as the vascular tree, appears to be the rule in 
the evolution of a genetically well integrated spe¬ 
cies such as man. Thus transmission of these 
blocks of genes occurs in much the same manner 
that single gene transmission does, although some 
blocks may break up or rearrange themselves 
during meiosis. 

These disruptions of blocks give rise, in part, 
to the phenomenon which has come to be called 
penetrance. In the case of blood pressure mor¬ 
bidity, the rearrangement or breakup of polygenic 
blocks during meiosis might partly explain spor¬ 
adic cases of hypertension or the familial aggrega¬ 
tions of this entity which lack crisp Mendelian 
segregation. To say that any such system former¬ 
ly evolving in favor of a population may later be 
responsible for death of individuals is only to re¬ 
state what we know of life in complex organisms: 
that all such organisms die ultimately because of 
incompatibilities with their environments. 

REFERENCES 

1. Thomas, C. B., and Cohen, B. H.: The familial occur¬ 
rence of hypertension and coronary artery disease with 
observations concerning obesity and diabetes. Ann 
Intern Med 42:90, 1955. 

2. Hamilton, M. ; Pickering, G. W.; Roberts, J. A. F.; 
and Sowry, G. S. C.: The etiology of essential hyper¬ 
tension. 2. Scores for arterial blood pressure adjusted 
for differences in age and sex. Clin Sri 13:37, 1954. 

3. Schweitzer, M. D.; Gearing, F. R.; and Perera, G. A.: 
The epidemiology of primary hypertension—present 
status. J Chron Dis 18:847. 1965. 
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"All Interns are Alike" 


It stands to reason. They all go through the same 
training; they all have to pass the same tests; they 
all have to measure up to the same standards; they 
all are underpaid, too. Therefore, all interns are 
alike. 

That's utter nonsense, of course. But it's no 
more nonsensical than what some people say 
about aspirin. Namely: since all aspirin is at least 
supposed to come up to certain required stand¬ 
ards, then all aspirin tablets must be alike. 

Bayer's standards are far more demanding. In 
fact, there are at least nine specific differences in¬ 


volving purity, potency and speed of tablet disinte¬ 
gration. These Bayer® standards result in significant 
product benefits including gentleness to the stom¬ 
ach, and product stability that enables Bayer tab¬ 
lets to stay strong and gentle until they are taken. 

So next time you hear someone say that all 
aspirin tablets are alike, you can say, with confi¬ 
dence, that it just isn't so. 

You might also say that all interns aren't alike, 
either. ___— 1^:1 t - <— »t • zrr; 
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Heart page 

Joseph C. Fitzgerald, MD —Editor 


HEART ASSOCIATION OF MARYLAND 


j^ 

Post-Resuscitation Care After Cardiac Arrest 


Total management of sudden death with ex¬ 
pired air ventilation and closed chest compression 
must include intensive post-resuscitation care. A 
common experience has been successful restor¬ 
ation of spontaneous cardiac activity and respira¬ 
tion, followed by death within a few days from 
renal failure, central nervous system damage, 
electrolyte imbalance, or underlying disease. 

Closed chest compression, even when adequate¬ 
ly administered, produces only two-thirds of nor¬ 
mal cardiac output. This reduced circulation 
when compounded by inadequate oxygenation re¬ 
sults in brain, renal, and other tissue damage. 
During resuscitation one must maintain an ade¬ 
quate airway, provide continuous ventilation with 
high oxygen concentrations, and avoid pressure- 
cycled ventilation devices which function inade¬ 
quately during chest compression. There must be 
frequent and repeated use of cardiotonic drugs 
(epinephrine at five minute intervals) to increase 
perfusion pressure. However effectively applied, 
metabolic acidosis occurs and should he combated 
with sodium bicarbonate given at 10-minute in¬ 
tervals. 

In the immediate post-resuscitation period, hy¬ 
perventilation is often observed as a respiratory 
compensating mechanism. Support of ventilation 
at this time with pressure or volume cycled equip¬ 
ment may be necessary. However, hyperventila¬ 
tion may induce respiratory alkalosis with a con¬ 
comitant fall in serum potassium. This can pro¬ 
duce serious arrhythmias, particularly in digi¬ 
talized victims. Adequate equipment for resuscita¬ 
tion must, therefore, be able to monitor electro¬ 
lytes and analyze blood gases and pH to permit 
corrective therapy when indicated. 


DONALD H. DEM BO. MD 
Chairman, Closed Chest Cardiac Resuscitation 
Committee 

Heart Association of Maryland 

The brain, highly sensitive to oxygen depriva¬ 
tion, must be protected in the post-resuscitation 
period. In the presence of confusion, stupor, or 
frank coma, further brain damage should be pre¬ 
vented through the use of hypothermia. Cerebral 
edema may be reduced by the intravenous admin¬ 
istration of urea. Urine production should be 
monitored with an indwelling catheter. Should 
urine output fall below 30cc/hour, an osmotic 
diuretic such as intravenous mannitol should be 
administered promptly and output maintained by 
additional mannitol as required. 

Continuous monitoring of cardiac rhythm will 
promptly detect arrhythmias and permit specific 
treatment. Cardiac arrest may reoccur. The use 
of maintenance anti-arrhythmic agents, such as 
quinidine or procaine amide, may be helpful. 
Vasopressors in concentrated solutions are useful 
in maintaining adequate blood pressure, but their 
vasoconstrictive effect in reducing renal, cerebral, 
and coronary blood flow dictates that they only 
be used when actually needed. They may be of 
particular value in cardiac arrest after myocardial 
infarction when severe hypotension persists. In 
long standing hypotension and shock, capillary 
damage may result in significant pooling of body 
fluids with loss in effective circulating blood vol¬ 
ume and electrolytes. Central venous pressure 
monitoring with an indwelling venous catheter 
will permit therapy as required. 

Treatment of the underlying disease cannot be 
neglected. Digitalis for congestive failure, anti- 
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dotes for drug reactions, when available, and plication of adequate closed chest compression 

other specific measures should be instituted. The and ventilation in cardiac arrest reduces tissue 

value of large doses of steroids has not yet been damage and, therefore, lessens post-resuscitation 

determined. problems. Careful attention to detail in applying 

There appears to be correlation between sur- emergency measures, definitive treatment, and 

vival and the swiftness with which spontaneous post-resuscitation care will increase survival after 

cardiopulmonary activity is restored. Prompt ap- cardiac arrest. 
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REHABILITATION SECTION DOUGLAS G. CARROLL M.D. 

BALTIMORE CITY MEDICAL SOCIETY, EDITOR 


Recent Advances in the Rehabilitation of Rheumatoid Arthritis 

& 

Personal and Social Aspects of 
Rheumatoid Arthritis 


It is part of the cure to wish to be cured .— 
Seneca c. 60 AD. 

In previous Rehabilitation Notes, certain as¬ 
pects of the physical examination in rheumatoid 
arthritis, the use of physical therapy, newer diag¬ 
nostic advances, and the use of orthopedic and 
hand surgical procedures have been presented. The 
crucial importance of follow-up in preventing loss 
of range of motion has been emphasized. 

It seems appropriate to end this series with a 
discussion of the effect of rheumatoid arthritis on 
total life adjustment. An excellent study of this 
subject is that of Ostro 1 - 2 who investigated 125 
ambulatory patients attending two New York City 
arthritis clinics. He studied their vocational, eco¬ 
nomic, family, and social problems. Seventy-eight 
patients had rheumatoid arthritis, 30 had osteo¬ 
arthritis, and 17 had miscellaneous rheumatic dis¬ 
eases. At the time of interview, 45 of the 81 em¬ 
ployed prior to the onset of rheumatoid arthritis 
were not working. Only 15 patients were never 
unemployed during their illness. 

The physicians were asked for a clinical esti¬ 
mate of the patient’s ability to work, based not 
only on the degree of arthritic involvement but 
also on the total medical status of the patient. 
Thirty-five of the 45 who were considered able to 
work were actually employed. An interesting find- 

*Mr. Brull is a second year medical student at the Uni¬ 
versity of Maryland School of Medicine. 


DOUGLAS /CARROLL, MD and ROBERT BRULL* 

ing was that the severity and duration of the dis¬ 
ease did not seem to have a close correlation with 
employment status. In addition to the arthritis, 
factors limiting employment were old age, other 
diseases, distance of travel, negative feelings about 
returning to work, and inability to perform skilled 
or long term jobs. 

Social investigation and direction helped many 
of the patients to become self-supporting. 

Of the 81 patients who were self-supporting 
when symptoms began, 64 suffered financially as a 
result of the arthritis. Only 19 patients remained 
self-supporting throughout their illness. 

Sixty-five of the women performed all house¬ 
work before the illness, but after the onset, only 
27 (mostly with osteoarthritis) could continue a 
full load of housework. 

Marriages suffered increased strain because of 
reduced income and the patient’s loss of status in 
the family. 

During the summer of 1965, a study was per¬ 
formed at the Baltimore City Hospitals to learn 
what factors had been most important in causing 
dependency in welfare patients with rheumatoid 
arthritis. Sixteen patients were interviewed at 
length. Their homes were visited when possible, 
and their medical records were reviewed. As 
might be expected, severity of the disease was not 
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the only factor which precipitated dependency. A 
few of the patients would have been on welfare 
even if they had never had rheumatoid arthritis. 
Others made heroic efforts to remain independent. 
Other factors which influenced dependency were 
family stresses and educational and vocational 
limitations. 

Family.—In about half the cases, the relation¬ 
ship between the patient and the family deterio¬ 
rated when the patient became sick. Deteriora¬ 
tion generally was caused not by the disease but 
by underlying interpersonal relationships. The 
disease frequently exacerbated underlying hostility. 

Among the other half of the patients were ex¬ 
amples of unshakable loyalty despite disease. One 
son gave up a college education to support his 
mother at home; a brother completely supported 
a patient in his own home for years. 

Education and vocation.—No patient had com¬ 
pleted high school. One-half had less than a sixth 
grade education. Only one patient had a job 
above laboring or domestic work. 

As in so many patients with chronic diseases, 
the disease itself was not the major cause of disa¬ 
bility but often was merely the straw which broke 
the camel’s back. This group of patients had lit¬ 
tle education, limited intellectual endowment, and 
narrow vocational potential. There were wide 
variations in motivation, passivity, and depend¬ 
ency needs. 

A recent sophisticated study 3 of 49 women 
with rheumatoid arthritis used the Minnesota 
Multiphasic Personality Inventory (MMPI). The 
patients were divided into two groups. In the 
first group, the stage of progression of the illness 
was less than the class of functional incapacity 
(using the American Rheumatism Association 
criteria). The second group consisted of patients 
whose stage of progression was greater than or 
equal to the class of functional incapacity. In 
other words, the first group seemed to be inca¬ 
pacitated by less progressive stages of rheumatoid 
arthritis than the second group. The two groups 
were then compared according to the MMPI. 
Certain differences were statistically significant. 

In general, the first group (with severe func¬ 
tional limitations but relatively little progression 
of the disease) suffered a great deal of acute dis¬ 
tress with a wide variety of psychological symp¬ 
toms. These patients appeared to be unable psy¬ 
chologically to cope with the illness. They showed 
shyness, introversion, and alienation from self and 


others with decreased social participation and re¬ 
sponsibility. Their increased anxiety, depression, 
and fear resulted in withdrawal from social con¬ 
tacts. They were more hostile and less able to 
control their impulses. 

The second group (in which the degree of 
functional limitation was more appropriate to the 
advanced disease) showed less tendency to com¬ 
plain about physical symptoms, was less de¬ 
pressed, apathetic, and lacking in positive psycho¬ 
logical resources. 

The investigators concluded that the patient 
who best maintains function is able to cope psy¬ 
chologically with the disease. He does not mani¬ 
fest severe anxiety, depression, or dependency and 
tends to be an outgoing person despite his illness. 
Functional incapacity is associated with a break¬ 
down of ego defensiveness and growing inability 
to cope with the symptoms. 

The authors point out that patients with rheu¬ 
matoid arthritis are far from homogeneous in 
psychological make-up. These generalizations may 
apply to any chronic disease and are not neces¬ 
sarily specific for rheumatoid arthritis. 

SUMMARY 

It is curious that the severity and duration of 
rheumatoid arthritis is not directly related to em¬ 
ployability in ambulatory arthritis patients. A 
number of studies have shown that psychological 
and social factors are of major importance in de¬ 
termining how a patient with rheumatoid arth¬ 
ritis will perform in his environment. It is now 
clearly established that these factors are of al¬ 
most equal importance with the disease process in 
predicting the performance of patients with rheu¬ 
matoid arthritis. It is therefore incumbent on the 
physician to be sensitive not only to the patient's 
symptoms but also to the social and psychological 
setting in which they occur. Sometimes the latter 
factors may be modified more aptly than the prog¬ 
ress of the disease. 
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he trial period need not exceed 1 week. In 
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hat’s why it’s logical to start therapy with 
utazolidin alka—you’ll know quickly whether 
r not it works. And usually, it will. 

. large number of investigators have re- 
orted major improvement in about 75% of 
ases. Some patients have gone into remis- 
ion. Relief of stiffness and pain may be fol- 
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lution of other signs of inflammation. And 
utazolidin alka is well tolerated, especially 
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such therapy. 
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vertigo and languor may occur. Leukemia 
and leukemoid reactions have been re¬ 
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the drug. Thrombocytopenic purpura and 
aplastic anemia may occur. Confusional 
states, agitation, headache, blurred vision, 
optic neuritis and transient hearing loss 


have been reported, as have hepatitis, 
jaundice, and several cases of anuria and 
hematuria. With long-term use, reversible 
thyroid hyperplasia may occur infrequently. 
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Chronic Bronchitis 


JOHTS P. LIGHT, MD 

Chronic bronchitis is a long-standing disease 
of the tracheobronchial tree characterized by hy¬ 
persection of mucus by the goblet cells of the sub¬ 
mucosa of the respiratory tract. The stimulus for 
this excessive secretion of mucus is thought to be 
repeated insults to the tracheobronchial tree by 
bacterial, viral, or physical agents, such as pol¬ 
luted air or cigarette smoke. 

Clinically, chronic bronchitis is characterized 
by a long history of cough and sputum produc¬ 
tion associated with recurrent respiratory ill¬ 
nesses and progressive dyspnea. The disease in¬ 
creases in frequency with age and occurs more 
often in men than in women. Pathologically, the 
mucous glands become hypertrophic, their ducts 
dilate, and the orifices of these ducts widen. His¬ 
tologic examination of the bronchial submucosa 
reveals fibrous hyperplasia and thickening of their 
walls. Peribronchial inflammatory changes may 
be observed and occasionally peribronchial ab¬ 
scesses form. 

Chronic bronchitis is often the precursor of 
destructive emphysema, aflfecting the area of at¬ 
tachment of the respiratory tissue (alveolar ducts 
and alveoli) to the bronchial tree (terminal bron¬ 
chioles and respiratory bronchioles). The dam¬ 
aged bronchiolar walls retract, thus forming 
spherical spaces which, in turn, give rise to the 
centrilobular type of destructive emphysema. The 
prognosis for this disease is grave; death usually 
is attributable to pulmonary infection or cardio¬ 
respiratory failure. 

From the Department of Radiology, University of 
Maryland School of Medicine. 


In several large studies based on plain x-ray 
films of the chest of patients with proven chronic 
bronchitis, almost half show no radiographic ab¬ 
normality. Sometimes there is evidence of pul¬ 
monary damage secondary to chronic bronchitis, 
ie, emphysema. The radiologic changes seen in 
pulmonary emphysema are related to hyperaera¬ 
tion of the lungs: little change in the appearance 
of the inspiratory and expiratory films, flattening 
of the diaphragm, small cardiac silhouette, widen¬ 
ed intercostal spaces, prominence of the central 
pulmonary arteries, and attenuation of the distal 
pulmonary vessels. Tuberculosis, carcinoma, and 
bronchiectasis clinically may mimic chronic bron¬ 
chitis, and the chest film helps to eliminate these 
possibilities. 

Direct signs of chronic bronchitis may be seen 
occasionally on the plain chest film. There may 
be generalized tubular shadows seen coursing 
parallel to arteries, reflecting the abnormally thick 
bronchial walls. When seen in en face , these may 
have a ring appearance and are usually observed 
in the upper third of the lungs. These small den¬ 
sities may be interpreted as "granulomatous 
scars” if not examined carefully. The areas of 
parenchymal scarring described by the patholo¬ 
gist in chronic bronchitis are probably too small 
to be demonstrated radiographically. More rare¬ 
ly, a fine reticular pattern may be observed, es¬ 
pecially in the lower lobes. This is caused by 
fibrotic areas about the alveolar walls or crowd¬ 
ing together of the vessels by adjacent emphyse¬ 
matous areas. 

The pathology of chronic bronchitis can be 
demonstrated by bronchography. The most char¬ 
acteristic change is opacification of the dilated 
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Fig 1 

Bronchographic opacification of dilated mucous 
gland ducts in chronic bronchitis. 


mucous gland ducts, seen as numerous small 
spikelike projections from the normally smooth 
bronchial wall (fig 1). The changes are best 
demonstrated in the main stem and lobar bronchi. 
Bronchiolar ectasis may be demonstrated bron- 
chographically by a grapelike peripheral pooling 
of contrast material. These small spherical pools 
vary in size from several millimeters to a centi¬ 
meter. 

Occasionally the margins of the peripheral pool 
of contrast may not be smooth but may show a 
finely frayed edge having the appearance of 
mimosa blossoms (fig 2). 

Another bronchographic characteristic of 
chronic bronchitis is the abrupt and sharp termi¬ 
nation of a peripheral bronchus (the “broken 
bough” appearance) (fig 3). These clear-cut 
endings may be caused by intraluminal mucus or 
secondary to air trapping from an obstruction 
more distal in the bronchiole. 

Bronchi which possess a beaded appearance 



Fig 2 

Mimosa blossom pattern in chronic bronchitis due 
to bronchiolar ectasia. 



Fig 3 

Abrupt termination of peripheral bronchi (the 
“broken bough” appearance) in chronic bronchitis. 


110 


Maryland State Medical Journal 







Fig 4 

Beaded appearance of bronchi in a chronic bron¬ 
chitic due to alternate areas of dilatation and 
narrowing. 

may be seen. This reflects alternate areas of dila¬ 
tation and narrowing due to bronchial wall thick¬ 
ening and retraction (fig 4). These peripheral 
bronchographic findings may be generalized or 
focal and should not be confused with alveolar 
filling which may occur with the use of broncho¬ 
graphic agents of low viscosity. 

Cinebronchographic studies have made possible 
the observation that most bronchitic subjects 
show a disproportinate tendency to collapse their 
third stage bronchi with cough, expiration, and 
the Valsalva maneuver. This tendency is present 
to a lesser extent in the main stem bronchi and 
even the trachea. 

In summary, chronic bronchitis is a serious 
disease of the tracheobronchial tree secondary to 
repeated biological or physical insults leading to 
excessive secretion of mucus and often to the 
centrilobular type of destructive emphysema and 
ultimate cardiorespiratory failure. Chronic bron¬ 
chitis is rarely diagnosed by means of the plain 
chest film; however, pathognomonic changes can 
be demonstrated readily by bronchography. 
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— we relieve you of the burden of BOOK¬ 
KEEPING AND TAXES and leave you 
free to practice medicine. 
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From the Subcommittee on Alcoholism of the Medical and Chirurgical Faculty of the State of Maryland 


TOWARD A COMMUNITY 

ALCOHOLISM PROGRAM 


O ne major difficulty in creating a com¬ 
prehensive public health program for alco¬ 
holics is that they are indeed many and varied. 
No simple service is adequate to meet their needs. 

To illustrate the multiple facets of service 
needed by every community, we might describe a 
typical family in which there is an alcoholic. Our 
subject, V.O., is a 37-year-old man, separated 
from his wife and four children. His drinking 
began 20 years ago, but both he and his family 
agree that he has been a problem drinker perhaps 
for only 10 of those years. He is a high school 
graduate, and for most of his working life has 
been a skilled electrician. Before his problem 
drinking began he was considered an excellent 
worker: honest, exceptionally diligent, and re¬ 
sponsible ; if anything, he worried a bit too much 
about doing a good job. Through his industry 
and ability, he provided well for his family. A 
“nice guy,” he was well liked by all who knew 
him. 

In taking this history, we discovered what may 
be a coincidence, that he began to drink more 
and more heavily shortly after he expanded his 
business. We also noted that during this same 
period his father died suddenly. 

We encountered V. O. after he had been sep- 

Excerpted from a paper delivered to an open meeting 
of the Eastern Shore Council on Alcoholism, November 
10, 1965, on “Guidelines for Local Alcoholism Programs.” 


DAVID TRACHTENBERG , MD 
Director 

Montgomery County Health Department 

Alcohol and Drug Dependency Program 

arated from his wife for about two years. The 
wife has the children and works. The children’s 
school performance has been slowly deteriorating. 
The 16-year old boy had recently been in a little 
trouble with some friends, involving racing a car 
and drinking some beer. 

V. O. has lived in a rooming house, or in sev¬ 
eral rooming houses. In the two or three months 
a year in which he went on the wagon, he man¬ 
aged to pick up some work of one sort or an¬ 
other, some of it in simple electrical jobs (he had 
fallen behind technically). In the past six months, 
however, he has been drinking constantly, 
scrounging money wherever he could to buy 
cheaper and cheaper wine, eating irregularly or 
not at all, losing weight, and recently developing 
weakness and numbness of the hands and feet. 

We might have met our subject in the emer¬ 
gency room of a hospital, brought there by the 
police, who had picked him up as drunk and dis¬ 
orderly. The police would have brought him to 
the emergency room on that day because they 
noticed that in jail he was becoming more and 
more unsteady, had developed severe tremor of 
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both hands and head, and seemed confused and 
frightened. Correctly they diagnosed him as be¬ 
ing in early DT’s. 

This case, obviously typical, illustrates the 
varied needs of any treatment program. What 
are we to do with this man ? 

PRELIMINARY TREATMENT 

Medical evaluation reveals that he is indeed in 
early delirium tremens (fatal in 25% of the cases 
if left untreated). He may soon go into con¬ 
vulsions or become acutely and dangerously agi¬ 
tated. He is seriously malnourished, with signs 
of early beriberi, and perhaps close to liver de¬ 
compensation. Obviously he needs an inpatient 
medical facility which is also equipped to handle 
his agitated mental state. He could be expected 
to stay in such a facility for up to three weeks. 
On discharge he would be walking steadily, clear 
headed, and reasonably well nourished. 


Discharged from the hospital with nowhere to 
go, with only alcoholic friends, with no emo¬ 
tional shoring up, he would almost certainly re¬ 
turn to drinking. What he needs now is a more 
prolonged stay in a rehabilitation facility for so¬ 
cial, psychological, and vocational evaluation, edu¬ 
cation concerning his disease, and introduction to 
the various therapies, including Alcoholics Anon¬ 
ymous. This segment of his treatment can best 
be conducted in a specialized alcoholic rehabili¬ 
tation unit, such as those operating in our state 
hospitals. 

Let us suppose that he remains in such a fa¬ 
cility for six weeks. Together with his period of 
medical hospitalization, he has been in the hos¬ 
pital for more than two months. Where is he 
now? Physically he is feeling well; emotionally, 
he has had time to settle down and feels more 
confident and at ease in the hospital setting. He 
has learned a little about alcoholism and perhaps 
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begins to see how the various forms of treatment 
can help him in the future. For our part, we 
have learned a lot more about what’s the matter 
with him and about how he came to drink. We 
have evaluated his family and home situation. 
We have investigated his vocational potential and 
we perhaps can begin to write a treatment pre¬ 
scription at this time. Notice that we have treated 
him medically, have given him a bit of educa¬ 
tion and some rest, and that is all. At this point 
we have essentially taken care of his immediate 
past but have done nothing for his future. 

Our subject perhaps wants to go back to his 
home town but has no money, no job, no training; 
and his wife is understandably reluctant about 
allowing him back in the home. He still carries 
with him the internal conflicts and problems 
which initially led to his abnormal drinking. 

The next stage in treatment might best occur 
in a half-way house in or near his community, 
where he would continue to receive support from 
other alcoholics who are doing well and from the 
half-way house manager and staff, themselves ar¬ 
rested and productive alcoholics. He might stay 
there for a number of weeks, perhaps a few 
months, while vocational rehabilitation was help¬ 
ing him to acquire the education and experience 
necessary to re-establish him as a capable elec¬ 
trician and to find a job. This accomplished, he 
might look around for suitable quarters outside 
the half-way house. By this time he has made 
new friends and no longer confines his relation¬ 
ships to other drinking alcoholics. He has been 
strengthened in his ability to deal with other peo¬ 
ple by his continuing association in AA and his 
attendance at an outpatient clinic, where he has 
participated in group therapy sessions. His oc¬ 
casional compelling impulses to drink are 
thwarted because he is taking his Antabuse regu¬ 
larly. 

THE FAMILY PROBLEMS 

V. O.’s family is beginning to notice that he is 
working and sober. His wife is still frightened 
about going back into that fearful drinking rut, 
but her own anxiety has been relieved by her 
attending Al-Anon sessions, where she herself has 
learned more about alcoholism and what she can 
do to help her husband. 


It may be that one day the couple resolve to try 
it again, but this time they can do so with the 
assistance of family group therapy, where both 
husband and wife, along with other husbands and 
wives, discuss and work out their problems: the 
tensions, resentments, hurt feelings, and destruc¬ 
tive patterns of interaction which have developed 
over the years and, unassisted, might continue to 
operate. Helping their chances for success in 
living together are visits from the public health 
nurse who, as an independent observer in the 
home, often can recognize early signs of serious 
degeneration in the family system. 

While we are congratulating ourselves on how 
well V. O. and his wife are doing, we notice, 
however, that his 16-year-old son seems to be 
drinking more. He has again gotten into trouble 
with a bunch of boys, and his school grades are 
not improving. 

We can, of course, chalk this off to youthful 
enthusiasm, childhood pranks, or laziness, except 
that we know that children of alcoholics, who 
drink, are more likely to become alcoholics them¬ 
selves. We would be even more alarmed if both 
parents drank, because then we would know the 
odds would be one out of four. Perhaps a par¬ 
ent, school counselor, or juvenile court worker 
might alert those in the alcoholic program of what 
may be early signs of problem drinking or of 
maladjustment or problems in general. The boy 
could perhaps be evaluated and encouraged to 
participate in Alateen or, if necessary, become 
a clinic patient in a group with other early prob¬ 
lem drinkers. 

Using this clinical example, we have described 
the basic facilities of a community treatment pro¬ 
gram for alcoholics: 1) a medical inpatient unit 
to include detoxification facilities; 2) an inpa¬ 
tient alcoholic rehabilitation unit for extensive 
evaluation, education, and initiation of treatment; 
3) outpatient clinic facilities offering primarily 
group psychotherapy for alcoholics and their 
families; 4) a half-way house to function as the 
bridge between inpatient facility and community; 
5) educational programs to alert the population 
in general to the dangers and early signs and 
symptoms of alcoholism and to facditate the iden¬ 
tification of alcoholics in the various stages of 
their illness. 
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An eminent role in 
medical practice 

• Clinicians throughout the world con¬ 
sider meprobamate a therapeutic 
standard in the management of anxi¬ 
ety and tension. 

• The high safety-efficacy ratio of 
‘Miltown’ has been demonstrated by 
more than a decade of clinical use. 


m 


Indications: ‘Miltown’ (meprobamate) is ef¬ 
fective in relief of anxiety and tension states. 
Also as adjunctive therapy when anxiety 
may be a causative or otherwise disturbing 
factor. Although not a hypnotic, ‘Miltown’ 
fosters normal sleep through both its anti¬ 
anxiety and muscle-relaxant properties. 
Contraindications: Previous allergic or idio¬ 
syncratic reactions to meprobamate or 
meprobamate-containing drugs. 
Precautions: Careful supervision of dose 
and amounts prescribed is advised. Consider 
possibility of dependence, particularly in pa¬ 
tients with history of drug or alcohol addic¬ 
tion; withdraw gradually after use for weeks 
or months at excessive dosage. Abrupt with¬ 
drawal may precipitate recurrence of pre¬ 
existing symptoms, or withdrawal reactions 
including, rarely, epileptiform seizures. 
Should meprobamate cause drowsiness or 
visual disturbances, the dose should be re¬ 
duced and operation of motor vehicles or 
machinery or other activity requiring alert¬ 
ness should be avoided if these symptoms 
are present. Effects of excessive alcohol may 


Miltowir 

(meprobamate) 

possibly be increased by meprobamate. 
Grand mal seizures may be precipitated in 
persons suffering from both grand and petit 
mal. Prescribe cautiously and in small quan¬ 
tities to patients with suicidal tendencies. 

Side effects: Drowsiness may occur and, 
rarely, ataxia, usually controlled by decreas¬ 
ing the dose. Allergic or idiosyncratic re¬ 
actions are rare, generally developing after 
one to four doses. Mild reactions are char¬ 
acterized by an urticarial or erythematous, 
maculopapular rash. Acute nonthrombocy¬ 
topenic purpura with peripheral edema and 
fever, transient leukopenia, and a single 
case of fatal bullous dermatitis after admin¬ 
istration of meprobamate and prednisolone 
have been reported. More severe and very 


rare cases of hypersensitivity may produce 
fever, chills, fainting spells, angioneurotic 
edema, bronchial spasms, hypotensive crises 
(1 fatal case), anuria, anaphylaxis, stoma¬ 
titis and proctitis. Treatment should be 
symptomatic in such cases, and the drug 
should not be reinstituted. Isolated cases of 
agranulocytosis, thrombocytopenic purpura, 
and a single fatal instance of aplastic ane¬ 
mia have been reported, but only when other 
drugs known to elicit these conditions were 
given concomitantly. Fast EEG activity has 
been reported, usually after excessive me¬ 
probamate dosage. Suicidal attempts may 
produce lethargy, stupor, ataxia, coma, 
shock, vasomotor and respiratory collapse. 
Usual adult dosage: One or two 400 mg. 
tablets three times daily. Doses above 2400 
mg. daily are not recommended. 

Supplied: In two strengths: 400 mg. scored 
tablets and 200 mg. coated tablets. 

Before prescribing, consult package circular. 

WALLACE LABORATORIES 
\kr*Cr anbury, N.J. ^ e « »«i 
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Preventable Neonatal Infections 

Only by an awareness and constant surveillance of sources of infection 
and the use of techniques mentioned can one hope to combat the rise 
in the frequency of infections brought about in part by the increased use 
of hospital facilities, shortages of personnel and the increased use of 
mechanical equipment, parenteral fluid therapy and broad spectrum 
antibiotics. 


Despite attempts to lower neonatal mortality, 
infections continue to be a primary cause of neo¬ 
natal deaths. Particularly disturbing is the in¬ 
creasing frequency of reports of nursery infec¬ 
tions due to the so called “soil and water” bac¬ 
teria ( Flavobacterium, Achromobacter, Para¬ 
colon, Herella, Pseudomonas ). Reports of these 
organisms from the laboratory send the clinician 
back to his bacteriology book, where he is in¬ 
formed that these organisms are saprophytes and 
usually nonpathogenic for man. 

Today, these soil and water organisms are re¬ 
sponsible for severe and often fatal infections in 
both premature and full-term infants. All grow 
well wherever there is sufficient warmth and mois¬ 
ture. Humidifying chambers in incubators, oxy¬ 
gen administration equipment, sinks, sink traps, 
faucet aerators, and resuscitation and inhalation 
equipment are ideal for the growth of these or¬ 
ganisms and, indeed, all have been reported as 
sources of infections for outbreaks of neonatal in¬ 
fections. 

Recent studies of septicemia in the premature 
infant 1 have shown that a fourfold reduction in 

Dr. Klein is assistant professor of pediatrics, The Johns 
Hopkins University School of Medicine, and assistant 
chief of pediatrics, Baltimore City Hospitals. 


S. WAYNE KLEIN, MD 

such waterborne infections can be achieved by the 
application of the following procedures. 

1. Perform routine bacteriological survey. 

All items that come in contact with water 
should be cultured routinely, not only in the 
nursery but also in the delivery rooms. This both 
locates possible sources of infection and monitors 
the effectiveness of the procedures used to elimi¬ 
nate these “water bugs” from the environment. 
Any item that is wet should be cultured. 

2. Replace all tubing in traps on suction devices 
after each use. 

Suction machines and resuscitators can be elim¬ 
inated as a source of these organisms by estab¬ 
lishing a routine which requires the replacement 
with sterile material of all tubing from the suc¬ 
tion catheter down to the suction motor or wall 
outlet including the suction trap. 

3. Replace oxygen humidifying bottles. 

Oxygen humidifying bottles should be changed 
daily with sterile bottles, tubing, and water and 
never used for more than one patient. 

4. Don’t refill soap dispensers. 

Soap dispensing bottles and other containers 
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MEN'S PROFESSIONAL JACKETS J 1 ^ 




901— 100% DACRON 
SHANTUNG . $7.99 

902— DACRON AND 
COTTON .... $8.99 

701—1 x I COMBED 
POPLIN.$5.99 


304—DACRON AND 

COTTON _ $8.99 

204—100% DACRON 
SHANTUNG $8.99 
604—100% COTTON 

DRIP-DRI.$5.99 

colors—white, aqua, blue 


~mmm. a 

811 — 100% DACRON 
XU HERRING¬ 
BONE . $12.99 

414—SANFORIZED 

if TWILL. $5.99 

i 124—SANFORIZED 
DUCK . $4.99 


400—2 x I COMBED 

POPLIN . $3.99 

401 — 1 x I POPLIN 
WASH & WEAR $3.99 
800—100% NYLON 
TAFFETA .... $6.99 
805—100% DACRON 
SHANTUNG $8.99 


FRANKLIN UNIFORM CO. 

SOUTH S LARGEST UNIFORM HOUSE 

235 Park Avenue MU 5-7222 

BALTIMORE, MARYLAND 21201 


900 NTH STREET N. W. 
WASHINGTON, D.C. 20001 
EX 3-8200 


710 E. GRACE STREET 
RICHMOND, VIRGINIA 23219 
Ml 4-2685 


123 W. FREEMASON STREET 
NORFOLK, VIRGINIA 23510 
MA 7-3639 


should never be refilled but should be replaced 
with a sterile bottle containing fresh solution. 

5. Use diluted acetic acid instead of sterile water 
in humidity reservoirs. 

The use of 0.001 molar acetic acid inhibits the 
growth of gram negative organisms, especially 
pseudomonas, but is harmless to both infant and 
humidifying reservoir. (To prepare 0.001 molar 
acetic acid: add 4.0ml of a 2% solution of acetic 
acid to 1000ml of sterile water. This solution has 
a pH of 3.8 to 4.0). 

Implementation of these procedures along with 
those previously recommended by the American 
Academy of Pediatrics 2 should eliminate many 
sources of gram negative infections. These tech¬ 
niques apply also to other hospital areas, such as 
intensive care units, where highly susceptible pa¬ 
tients are located. 


MANUEL SCHWARTZ 

HEARING REHABILITATION 

802 Medical Arts Bldg. Phone: 685-4898 

BALTIMORE, MARYLAND 21201 

DIAGNOSTIC AUDIOLOGY 
PRESCRIPTION PROSTHESIS 
HEARING AID EVALUATION 
AUDITORY COUNSELING 
CUSTOM EAR MOLDS AND 
AURAL RECONSTRUCTION 
Patients Accepted Upon Medical Referral 
Diagnostic Report Sent 
To Referring Doctor 


REFERENCES 

1. Buetow, K. C., et al: Septicemia in Premature In¬ 
fants, Amer J Dis Child 110:29, 1965. 

2. Standards and Recommendations for Hospital Care of 
Newborn Infants, American Academy of Pediatrics, 
1964, page 63. 
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Instructive case histories 
submitted by Subcommittee on 
Maternal Welfare 


JOHN/WHITRIDGE, JR., MD, chairman 


Cases 8 and 9—-Anesthesia Accidents 


The first patient was a 25-year-old primigravida 
whose prenatal course was uneventful. She was 
admitted to the hospital in active labor at 2:45 
am on February 12, with the cervix 2-3cm di¬ 
lated. General physical examination revealed no 
abnormalities. At 3 :40 am, the cervix was 5-6cm 
dilated, blood pressure 150/100. She was given 
lOOmgm of Demerol and 3 grains of Seconal. 

At 4:20 am caudal anesthesia was begun by a 
resident physician and was completed at 4:30 
am. A total dosage of 20cc of metycaine was ad¬ 
ministered. Upon completion of the anesthesia 
administration, the cervix was fully dilated with 
the presenting part at the spines. Ten minutes 
after completion of the anesthesia, the patient ap¬ 
peared quite uncomfortable and vomited 200cc 
of greenish fluid. At 4:45 pm the blood pressure 
was recorded at 140/100 and the pulse strong 
and regular. 

Five minutes later she became restless, began 
having labored respirations, and the pulse became 
irregular and feeble. She was given intravenous 
adrenalin, lcc, and positive pressure oxygen was 
begun. Another five minutes later the patient’s 
condition was critical, with the pulse not percepti¬ 
ble and heart sounds questionable. Her pupils 
were dilated and the corneal reflexes were ab¬ 
sent. At 5 am no pulse or heartbeat could be 
definitely noted, and at 5:10 am respirations 
ceased and she was pronounced dead. 

Since the fetal heart was still determined at 60 
per minute, a cesarean section was performed 
with the patient in her bed, and at 5 :20 am a 
61b 6oz boy was delivered, who could not be suc¬ 
cessfully resuscitated. 

Autopsy yielded no positive findings other than 


mild pulmonary edema and congestion of the 
lungs. A subsequent laboratory report demon¬ 
strated metycaine in the spinal fluid. 

The second patient was 28 years old, para 5, 
gravida 6. She had received prenatal care from 
her family physician for six months before her 
admission to the hospital, at 10:30 pm on June 
10. The prenatal course had been uneventful. 
On admission to the hospital she was in active 
labor, and the general physical findings were 
normal. She was given the usual preparation for 
delivery and taken to the delivery room at 11:50 
pm, fully dilated. 

Ethylene and oxygen were administered, and 
soon thereafter the patient began vomiting. The 
chief anesthetist was summoned. It was thought 
that the patient had aspirated a large amount of 
semi-digested food. She was pronounced dead at 
12:40 am, June 11. 

We do not know what attempts were made to 
clear the air passages or what other treatment 
was given between the time the patient began 
vomiting and the time of death. Autopsy was not 
performed. 

COMMENTS 

These two cases illustrate the all too frequent 
consequences of accidents of anesthesia. The need 
for skilled, trained persons to administer obstetric 
anesthesia is often overlooked. The committee 
voted both of these to be preventable maternal 
deaths on the basis of improper administration of 
anesthesia. 

In the first instance, although such a mistake 
could happen in the best of hands, the experience 
of the resident physician in administering caudal 
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MARLOW HEIGHTS MEDICAL CENTER 


Adjacent to 
Capital Beltway 


Suites available for 
immediate occupancy 


A medical building striking in appearance and architectural design that meets the 
most demanding requirements of doctors and dentists 
for prestige, working efficiency and comfort. 

FOR INFORMATION CALL OR WRITE TO ... 

GA-LA CORPORATION 

4302 St. Barnabas Road, S.E. Washington, D. C. 20031 Phone 423-1423 



Insurance For The Doctor 


PROFESSIONAL LIABILITY* 


Workmen's Compensation 
Equipment Floater 
Bonds on Employees 
Public Liability 


Fire Insurance 
Disability Income 
Term Life Insurance 
Pension Plans 


*Endorsed by MEDICAL SOCIETY OF D. C . & MD. 


Russell, Marsh & Kennedy, Inc. 

5151 WISCONSIN AYE. WASHINGTON, D. C. 20016 244-7600 


iMiiiiiiiiiiMiiiiinitiiiiiiiiKiuiiiHiiiMiiiiiiiiiiiHiimiiiiiiiiiiiiiiiiiiiiiiiiiiMimiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiimiiiiiiiiiiiiiiiiiiiiiiimiiiiiiiiiiimi 


anesthesia, presumably without supervision, is 
open to question. In the second instance, it should 
be an inflexible routine of any maternity service 
to ask patients in labor when they had last eaten 
solid food. Recognizing that the emptying time 
of the stomach is delayed in patients in early 
labor, inhalation anesthesia should not be admin¬ 
istered when food has recently been eaten with¬ 
out first carrying out gastric lavage. 



WHEN YOUR PATIENTS NEED 
NURSING CARE 

Call Milton 4-6060 

-Alice Wel.e 


(J3aitimore 1 Juried £xch 


ange 


LICENSED & BONDED 

24 HOUR SERVICE ESTABLISHED 1935 

BALTIMORE, MARYLAND 
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DEPARTMENT OF HEALTH 



Highlights 


IMMUNIZATION RECORD FORMS 
AVAILABLE IN QUANTITY 

A supply of wallet-size immunization record 
forms for patients is available to Maryland phy¬ 
sicians through the State Health Department. 
Space is provided for the first successful small¬ 
pox vaccination date, revaccination, and the phy¬ 
sician’s signature. Also included are spaces for 
each inoculation against diphtheria, whooping 
cough, measles, tetanus, and poliomyelitis, and 
blanks for any other immunization doses. 

Under the patient identification lines is a sec¬ 
tion for information regarding any special sensi¬ 
tivity, allergy, disease, or condition which should 
be known to a physician giving emergency treat¬ 
ment. A note stresses the importance of follow¬ 
up inoculations and advises that the form be 
taken to the physician and updated each time a 
vaccination or revaccination is administered. 

Forms may be requested in quantity from local 
health departments or from the Division of 
Epidemiology, Maryland State Department of 
Health, 301 W Preston St, Baltimore, Md, 21201. 

HEPATITIS 

The Division of Epidemiology assisted in in¬ 
vestigating an outbreak of infectious hepatitis in 
a development of some 70 families in the south¬ 
ern part of Harford County. The Public Health 
Service officer attached to the Division, with the 
help of county health nurses and sanitarians, 
made a complete census of the population, col¬ 
lected 140 blood specimens for liver function 
tests, gave gamma globulin to 160 household con¬ 


tacts, and inspected water supplies. Twenty-five 
persons gave a history of illness with jaundice in 
recent weeks; 16 persons gave a positive liver 
function test but no history of jaundice, and a 
sampling of the wells showed heavy contamina¬ 
tion. The attack rate of 10% or more is un¬ 
usually high. 

Although the study is not finished, evidence 
points to the private water supplies as the pos¬ 
sible vehicle of transmission. Residents with con¬ 
taminated water supplies were advised to boil 
drinking water and were given instructions in 
starting procedures to disinfect the soil and de¬ 
stroy the bird roost. 

HISTOPLASMA INFECTED SOIL FOUND 
IN BALTIMORE COUNTY 

Soil in a six-acre wooded lot which had been 
used on a massive scale as a roost by starlings 
and grackles was found to be contaminated with 
the fungus, Histoplasma capsulatum. This could 
constitute a health hazard if children and pets 
play in the area or if the soil is disturbed. Pre¬ 
ventive steps taken by health authorities include: 
quarantine of the area, notification of residents 
and students of nearby schools of the risk, plans 
to skin test students and residents of the area, 
a study of the nature of the soil infection, and 
starting procedures to disinfect the soil and destroy 
the bird roost. 

PAYMENT FOR TISSUE SPECIMEN 
EXAMINATIONS 

From 1949 to 1965, the Maryland Division of 
the American Cancer Society paid for the patho- 
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Georgia Ave. Extended, 
Route 97 



| logical examinations of tissue specimens from 
| outpatients of health clinics unable to pay for 
| these diagnostic services. Such payments were 
| discontinued on September 1, 1965. Arrange- 
{ ments now have been made for the Department 
f of Pathology of the University of Maryland 
| Medical School to perform these examinations at 
j a mutually satisfactory charge. 

DAILY MAILING OF PKU 
SPECIMENS REQUESTED 

| It has been found that the mailing of PKU 
j test specimens “within one week after collection’’ 
| (as required by the Department’s Regulations 
| 43B02, effective August 1, 1965) is so late that 
] confirmation of the diagnosis and initiation of 
| treatment may not be in time to prevent serious 
| mental retardation. A change from weekly to 
f daily mailing of specimens has been requested, 
f Specimens should be addressed to: Bureau of 
j Laboratories, Maryland State Department of 
| Health, 16 E. 23rd St., Baltimore, Md., 21218, 
1 Attention: Bioassay Laboratory. 

| Eleven cases have been discovered under the 
| state’s screening program of newborn infants. 


We RENT 

for the convenience of the doctor and the 
patient, modern equipment for the invalid 
and the sick . . . 

• WALKERS 

• WHEEL CHAIRS 

• HOME TRACTIONS 

• HOSPITAL BEDS 

and surgical appliances. 


I& 


Free Delivery 
Open every day ‘til Midnight 

ICHMOND’S PHARMACY 


5500 Park Heights Ave. at Rogers 


LI 2-8200 


THIRTY-EIGHTH PACKAGED 
HOSPITAL PLACED 

A 1962 model packaged disaster hospital was 
pre-positioned in Port Deposit to augment the 
disaster capability of Cecil County. This 200-bed 
unit makes a total of 38 such units located in the 
state. Valued at $45,000, it is one of the 750 new 
hospitals being placed throughout the country by 
the Public Health Service. The Department’s 
Office of Health Mobilization arranges for loca¬ 
tion and surveillance of packaged disaster hos¬ 
pitals in the state as one aspect of its program 
to assure the provision of essential health services 
in the event of a large scale disaster. 

LEPROSY 

A case of leprosy was reported through the 
Baltimore City Health Department. The patient 
was a young alien who had been in the area 
about 18 months. The diagnosis was made by a 
Baltimore dermatologist. The patient was hos¬ 
pitalized in Baltimore for three weeks and then 
sent to the Public Health Service Hospital at 
Carville. 
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BALTIMORE CITY HEALTH DEPARTMENT 

ROBERT E. FARBER, M.D., M.P.H. 

COMMISSIONER 

American Building, Baltimore and South Streets 752-2000: Extension 307 

Baltimore, Maryland 21202 


Learn To Do Your Part In The Prevention Of Disease 


New Immunizatiori'Birth Record Card 


Recent studies by the Baltimore City Health 
Department indicate that the immunization level 
among preschool children in Baltimore ranks 
high compared with other large cities. To fur¬ 
ther improve this good record and to provide in¬ 
dividuals with a permanent certificate of immuni¬ 
zation, a “Birth Certificate Follow-up Plan” has 
been devised, which emphasizes the maintenance 
of proper immunizations throughout infancy and 
childhood. 

Beginning this month, an IBM size Notifica¬ 
tion of Basic Immunizations card, in addition to 
explanatory material, is being sent to the parents 
of each newborn baby in Baltimore. Parents are 
urged to seek the care and counsel of a private 
physician, pediatrician, or clinic of their choice 
to provide immunizations for their new baby. 

It is important for the success of this new 
program that this postage-paid immunization card 
be dated, signed, and returned to the City Health 
Department upon completion of the basic im¬ 
munization series, which includes a series of three 
DPT and polio immunizations. 

When the City Health Department receives the 
completed IBM form, it will send a permanent, 
wallet-size, plastic Birth Registration — Immuni¬ 
zation card to the parent. On the reverse side of 
the card is space for the family physician to 
record future immunizations, including smallpox 
and measles. This card then becomes a valid im¬ 
munization record which will be acceptable to 
school authorities when the child is ready to en¬ 
ter school. 

DR. CLADUE APPOINTED 

J. Raymond Gladue, MD, has been appointed 


to the staff of the City Health Department's Medi¬ 
cal Care Section in the capacity of medical su¬ 
pervisor of nursing homes. 

A native of Woonsocket, RI, Dr. Gladue re¬ 
ceived his medical degree at the University of 
Rochester in 1949. He served his residency at 
Baltimore City Hospitals and in 1953 became 
staff physician at the Veterans Administration 
Hospital in Baltimore. In 1960 he entered the 
practice of internal medicine, specializing in dis¬ 
eases of the chest. In addition to his private 
practice, he was medical director of Jenkins 
Memorial Hospital for chronic diseases, chief of 
Somatic Services at Springfield State Hospital, 
and medical consultant to the Social Security Ad¬ 
ministration’s Disability Section. 

In his new post, Dr. Gladue will be concerned 
with the placement of patients in nursing homes 
and improving their care. He will work closely 
with nursing home administrators and physicians. 

DR. J. WILFRID DAVIS RETIRES 

On October 31, after 22 years of service in the 
Baltimore City Health Department, J. Wilfrid 
Davis, MD, MPH, assistant commissioner of 
health, retired from his post as director of the 
Medical Care Section. 

Dr. Davis’s work in the Baltimore City Health 
Department began December 1, 1943, as direc¬ 
tor of the Bureau of Communicable Diseases. 
His rich experience in working with physicians 
in private practice earned their close coopera¬ 
tion and esteem. He rendered outstanding serv¬ 
ice in this position, which he held until 1948. 

On June 2, 1948, he was appointed director of 
the City Health Department’s Medical Care Sec- 
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We recommend 



Anatomical 

Supports 

Camp ptosis garments are 
powerful influences in con¬ 
servative therapy of viscero- 
topsis and nephrotopsis when 
used with proper medical su¬ 
pervision and treatment. Your 
patients are assured proper 
fitting of these light, easy-to- 
use, comfortable garments by 
our competent fitters . . . 
who specifically follow your 
prescription. 



DONALD 0. FEDDER, orthotist 

Horizon House Dundalk Office 

1101 N. Calvert St, 201 Wise Ave. 

MU 5-3848 AT 4-0700 

BALTIMORE, MD. 


BUDGET LEASE YOUR 

NEW 1966 

LINCOLN CONTINENTAL 
2 Dr. Coupe Hard-Top 

Fully equipped with air conditioning 

OLDSMOBILE ’98 
4-Door Holiday Sedan 

Fully equipped with air conditioning 

CHEVROLET IMPALA Hardtop $7g- 88 

Fully equipped—air-conditioner 

optional Per month* 


$ 147 00 

per month* 

$120 00 

per mtinth* 


*24-Month Finance Lease. 
Md. Sales Tax Included 


Full maintenance leases available — 
contact us today 



*5 per 24-hour day, S* per mile 


BUDGET 
RENT-A-CAR 
OF MARYLAND 

33 S. Charles St. 
Phone 837-6955 

BUDGET 
RENT-A-CAR 
OF WASHINGTON 

1119 K St. N.W. 
Phone 628-2750 


tion. In this capacity he built an efficient de¬ 
partment which now serves more than 70,000 
indigent persons and involves the services of 700 
physicians, seven hospitals, and 500 pharmacies 
in providing medical care. The task was not 
easy because the provision of medical care for 
welfare clients under the auspices of the Health 
Department was a new service and not yet widely 
accepted in the United States. But through per¬ 
severance, Dr. Davis gave our city a medical care 
service which is one of the finest of its kind in 
the United States. 

Medical Assistance to the Aged was added to 
his bureau’s services on June 1, 1961. This pro¬ 
gram has grown until it now assists almost 9,000 
elderly persons who are eligible for services. 

Dr. Davis was born in Nova Scotia and re¬ 
ceived his early education in the public schools of 
that province and at Regina Normal School. For 
three years he served in the Canadian army, and 
most of this time was spent in Europe during 
World War I. In 1924, he received his medical 
degree from Dalhousie University, Halifax, 
Nova Scotia, and spent the next three years in 
private medical practice with part time service in 
county health work. 

He began then to devote his energies to public 
health work. He attended the Rockefeller Foun¬ 
dation Public Health Field Training School in 
Mississippi in 1928. The following year he was 
appointed to the staff of the Kentucky State 
Board of Health as assistant director of the Bu¬ 
reau of County Health Work. Later he served as 
health officer of Fayette County and held an ap¬ 
pointment on the medical staff of the University 
of Kentucky. Following this service he worked 
with the West Virginia State Health Department. 
From 1932 to 1937, Dr. Davis was field director 
for the W. K. Kellogg Foundation in Michigan. 

Dr. Davis received the degree of Master of 
Public Health from the Johns Hopkins School 
of Hygiene and Public Health in 1937. He was 
director of the Marion County Health Depart¬ 
ment, in West Virginia, until he came to Balti¬ 
more in 1943. Throughout his years with the city, 
Dr. Davis has proven to be a capable adminis¬ 
trator, a highly esteemed public servant and, per¬ 
haps above all, a humanitarian. 

Robert E. Farber, MD 

Commissioner of Health 
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Patient Mortality 


PER CENT DYING DURING 18 MONTH OBSERVATION PERIOD 

PATIENTS ADMITTED WITH A DIAGNOSIS OF 



Total Maryland 

Alcoholic 

Psychotic 

Psychoneurotic 
and Personality 

Age (in years) 

Population 

Disorders 

Disorders 

Disorders 

25-34 

0.2 

1.7 

0.5 

1.1 

35-44 

0.5 

4.1 

1.6 

2.6 

45-54 

1.2 

7.5 

4.6 

2.4 

Total 

0.6 

4.9 

2.0 

1.9 


Mortality among patients in Maryland’s mental 
hospitals has remained at a high level in recent 
years despite a gradual, continuing shift from a 
chronic, long term population to one admitted for 
acute, short term treatment services. Last year 
1,002, or 9.3% of the patient population, died 
while hospitalized. 

Related to this high rate is the large number 
of deaths within a short period after onset of 
hospitalization. One out of every seven deaths 
occurs during the first month after admission. It 
is apparent that many newly admitted patients, par¬ 
ticularly the elderly, have major physical disa¬ 
bilities and illnesses, are poorly suited for mental 
hospital care, and should more appropriately be 
placed in nursing type facilities or in homes with 
medical and other supportive services. 

However, mortality is high among patients re¬ 
gardless of whether death occurs while hospital¬ 
ized or in the community after release. The table 
from a recent study* shows the per cent of some 


selected patient cohorts who died within 18 
months after admission to the three major Mary¬ 
land state mental hospitals. It should be noted 
that six out of 10 deaths occurred in the com¬ 
munity after hospital release. Comparable figures 
for the total state population for an 18-month 
period were supplied by the Maryland Health 
Department. 

Mortality in each diagnosis-age group was sub¬ 
stantially higher than comparable rates for the 
general population. This disparity was particu¬ 
larly pronounced among alcoholic patients where 
death rates were at least six times greater than 
similar rates for the total Maryland population. 
Many psychiatric hospital patients come from 
poor, deprived population groups concentrated in 
inner city areas. Mortality here is known to be 
higher than for the state as a whole. However, 
this by itself cannot explain the much larger pa¬ 
tient death rates. A number of questions remain 
unanswered, and further investigations are indi¬ 
cated : 


*A Psychiatric Case Register Study Of Release And 
Return Rates For State Mental Hospital Patients, pre¬ 
sented at the annual meeting of the American Public 
Health Association, October 18, 1965. 


1. Is there a significant difiference in the 
life expectancy of mental patients and com¬ 
parable general population cohorts? 
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FRANKLIN MEDICAL BUILDING, Towson 

Suites now leasing for late 1966 occupancy. / Perhaps the first Baltimore area building designed from the ground up for 
the special needs of various types of medical and dental practice. / Franklin Medical Building is being developed by the 
owner-operator of Medical Towers, part of the Texas Medical Complex in Houston, Texas. ■ Oversize elevators to accom¬ 
modate stretchers. ■ All suites have ready access to mechanical and electrical services. ■ Suites have sufficient depth 
from corridor to exterior wall to permit interior service corridors. ■ Optional illumination levels. ■ Custom-equipping and 
partitioning of space. ■ 3 levels of parking under building. / Located on Towson College Drive on southern edge of Tow- 
son—in IMMEDIATE VICINITY OF: ■ new Greater Baltimore Medical Center ■ new St. Joseph's Hospital ■ Sheppard and 
Enoch Pratt Hospital ■ Blue Cross & Blue Shield Building / Applications for consideration now being accepted. Highest pro¬ 
fessional standards will be maintained. / Leasing and Management Agents / WALLACE H. CAMPBELL & CO., 
7736 Greenview Terrace. On-site office — just west of 7800 block of York Rd. 

phone VA 3-0733 



Call or write 
for information 


Plan that DREAM VACATION now 

Dreaming of a trip to far-away places? or an interesting holiday nearer 
home? Do it the easy way ... let us assume the responsibility for your 
tickets, reservations, accommodations. 

ic SPRING AND SUMMER BOOKINGS NOW * 

TRAVEL SERVICES, Inc. 

306 North Charles St. Baltimore, Md. 

PL 2-2122 
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2. Is there a significant difference in the life l 
expectancy of similar age-diagnosis groups j 
treated in public hospitals, private mental hos- { 
pitals, and outpatient psychiatric facilities? 

3. Are there any causes of death which con- j 
tribute unduly to observed variations? 

4. To what extent can mortality patterns j 
among psychiatric patients be changed by close- ; 
ly coordinated community and hospital pro- j 
grams stressing the relationship of physical and j 
mental illnesses? 


SKILL 

SURGICAL, INC. 

PI 

SUPPLIES & EQUIPMENT 

FkilVH 

for 

L — i L H 

PHYSICIANS—SURGEONS 

lir 

HOSPITALS 

3117 Greenmount Ave. Phone 243-3660 

BALTIMORE, MD. 21218 
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The New Patient 

I tried playing a little game the other week. 
Every time I met a physician, I asked him what 
he thought was the most important thing in wel¬ 
coming new patients. The answers I got ran 
something like this: 

A well-decorated reception room. 

A friendly greeting by the physician. 

Soothing music in the office. 

Up-to-date magazines in the rack. 

All well and good. Those things are fine for 
every person you serve. But what do you do 
that’s special for the first-time patient in your 
office? 

In a lot of ways, the new patient is a special 
creature. Unlike your regular patients, he doesn’t 
know a thing about you—whether you’re fast or 
slow, gentle or rough. But he’ll learn quickly 
enough from your first few appointments. 

Try these three suggestions on your new pa¬ 
tients: 

1. LET THE NEW PATIENT PICK THE 
INITIAL APPOINTMENT TIME. When he 
first calls, your assistant should ask him when he 
wants to come, not tell him when you can finally 
manage to squeeze him in. 

This makes Mr. New feel pretty good. He 
thinks he can have any time he wants. Of course, 
he can’t. If the time he picks is impossible, a 
sharp assistant can easily switch him to another 
spot. But she should try to accommodate him 
even if it means shifting some other appoint¬ 
ments. 

2. BE READY FOR YOUR APPOINT¬ 
MENT ON TIME. Everyone runs behind on 
his schedule now and then. But when you have 
a new patient coming, make a special effort to be 


WILBURN L. McCLURE, JR. 

ready and waiting for him. Your assistant can 
put a star in front of his name in the appoint¬ 
ment book as a reminder. 

It’s always nice to make your appointments on 
time, but it’s doubly important with a new pa¬ 
tient. He’s got a problem but, unlike the pa¬ 
tients you’re already treating, he doesn’t know 
how serious or expensive it’s going to be. As he 
sits there in your waiting room, he’s a troubled 
man. The longer he sits, the more troubled he 
becomes. 

3. SCHEDULE SOME EXTRA TIME FOR 
THE NEW PATIENT, BEYOND WHAT 
YOU NEED FOR THE TREATMENT. This 
is the get acquainted period, the time when you 
and the patient get to know one another. It’s 
vitally important. 

When you are scheduling time for the initial 
appointment, don’t schedule any others in your 
second examining room. Maybe you will “waste” 
five minutes waiting for an injection to take, but 
that’s better than having the patient feel you de¬ 
serted him for someone else. 

All of this sounds like the new patient is get¬ 
ting the red carpet treatment. Indeed he is, and 
he likes it. 

When he knows you and your office routine 
better, he’ll come to understand that he can’t 
have any appointment time he picks, that you’re 
just human enough to run behind in your sched¬ 
ule, or that you sometimes step into another ex¬ 
amining room to give an injection or make an 
adjustment. And it won’t bother him at all. 

One thing more: Every once in a while—just 
as often as your time permits—TRY TREAT¬ 
ING YOUR OLD PATIENTS LIKE NEW 
PATIENTS. They’ll love it! 
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The tell-tale lesion on the back of her neck 



ARISTOCORT Topicals are particularly effective in controlling the 
inflammatory symptoms of many dermatoses including neuro¬ 
dermatitis, atopic dermatitis, eczematous dermatitis, seborrheic 
dermatitis and certain cases of psoriasis. The 0.1% Cream or Oint¬ 
ment is usually effective in abating symptoms of skin conditions 
responsive to topical triamcinolone, but the 0.5% Cream may be 
preferable in more resistant cases. Dosage: Apply small quantity 
to area 3 or 4 times daily. Side effects are rare. Contraindications: 
tuberculosis of the skin, herpes simplex, chickenpox, and vaccinia. 
Use with care on infected areas. Do not use in the eyes. Supplied in 
5 and 15 Gm. tubes and V 2 lb. jars. Also available in foam form and 
with Neomycin. 


Aristocort 


TOPICAL CREAM 0.1% 
AND OINTMENT 0.1% 


Triamcinolone Acetonide 




LEDERLE LABORATORIES • A Division of American Cyanamid Company, Pearl River, New York 
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Louis Krause, MD, Chairman Elizabeth Sanford 

Library and Hisfory Committee Librarian 


Visits to County Society Meetings 

Among the most gratifying contacts develop¬ 
ing in our library program recently have been the 
visits to several county society meetings. In all 
instances the members have shown a real interest 
in the books brought to these meetings and in 
learning of the services the library can furnish. 
County societies that wish library representatives 
to vist should let the librarian or Mr. Sargeant 
know so that a schedule can be arranged. This 
applies to requests for special subject material 
or titles the county members desire also. 

BOOK REVIEWS 

From time to time we shall feature book re¬ 
views in this column, beginning with the follow¬ 
ing by Frank L. Iber, MD, associate professor 
of medicine, Johns Hopkins Hospital. 

MEDICAL, SURGICAL, AND GYNECOLO¬ 
GIC COMPLICATIONS OF PREGNANCY, 

Second Edition. Edited by Joseph J. Rovinsky, 

MD, and Alan F. Guttmacher, MD. 843 pages. 

Waverly Press, Inc., Baltimore, 1965 

Medical books, like doctors, have become more 
and more specialized in their material, so that it 
is rare indeed for a book to be of use and in¬ 
terest to ALL practicing physicians; yet I believe 
that this is such a book. Pregnancy is increasingly 
recognized in the presence of many acute and 
chronic diseases. Few of us, as physicians, are 
qualified by experience or training to answer the 
ever-present questions: What does the disease do 
to the pregnancy, the fetus, or labor? What do 


the pregnancy and labor do to the disease? What 
effect does the usual treatment of the disease have 
on the pregnancy, the fetus, or the conduct of 
labor? 

Textbooks of obstetrics usually emphasize the 
first of these problems—the effect of the disease 
on the pregnancy, the fetus, and labor, but do not 
provide sufficient detail on the other questions. 
The Obstetrics Department of the Mount Sinai 
Hospital, in New York City, began some 15 years 
ago a series of special clinics in 10 areas of 
major disease to observe the course of pregnancy 
on varicose veins, heart disease, and other condi¬ 
tions. These clinics were staffed jointly by ob¬ 
stetricians and other specialists in the field of the 
clinic. From this emerged the first edition of this 
book, published in 1960, and the present volume. 

The current edition consists of 56 chapters 
organized into 13 major subheadings. Each of the 
specialty areas contributes a section, thus cover¬ 
ing cardiovascular-renal disease, pulmonary dis¬ 
ease, gastrointestinal disease, eye, ear, nose, and 
throat problems, malignancy, neuropsychiatric 
problems, hematologic problems, endocrine, der¬ 
matological, infectious, and collagen diseases. 
Special detailed sections on some of the gyne¬ 
cologic, surgical, and obstetric complications that 
influence other diseases in a special way are pre¬ 
sented. 

Each chapter is written from the point of view 
of the physician managing the pregnant patient, 
emphasizing neither the obstetrician’s nor the 
specialist’s point of view. It draws upon special 
information from both fields and relies heavily 
on the experience of the writer and the literature. 
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Outer space or out of space? 

If you're in the dark on how to improve your office effici¬ 
ency through better use of existing space, may we offer a 
suggestion. The Lucas Design Group plans executive office 
interiors and general office units to provide harmonious, well- 
organized 9 to 5 operations. They make big ones out of 
little ones, so to speak. When employee-to-space ratios de¬ 
crease due to a business Increase, it's time to have your 
secretary make an appointment for you with one of our de¬ 
signers. MUIberry 5-3000. 



LUCAS DESIGN GROUP 


Contract Interior Planning Division of Lucas Brothers, Inc. 
221 E. Baltimore Street • Attractive Purchase or Lease Plans 



\AVIJVGS ANZ> ZOANASSOCIATION 

ORGANIZED 1906 



WHERE YOU SAVE DOES MAKE A DIFFERENCE 
DIRECT REDUCTION HOME LOANS 

Hours 9 A.M. to 2 P.M. Doily 
Tuesday Evenings 7 to 9 

355-9300 

PATAPSCO AVENUE & FOURTH STREET 

Baltimore, Maryland, 21225 


The information given is that which a psychia¬ 
trist, a gastroenterologist, or a surgeon expects 
himself to have, but from infrequency of en¬ 
counter is often not immediately available. The 
present edition has special emphasis on the effect 
of therapeutic maneuvers on the pregnancy and 
fetus. Factors leading to the therapeutic termina¬ 
tion of the pregnancy are widely discussed, and 
guidelines offered for all physicians. 

The book is a most attractive package. Most 
chapters are readable and of a length suited for 
the busy physician. Additional reading is offered 
for those requiring more information, but most 
of the needed facts are given. The editors have 
exercised a heavy hand to maintain uniform con¬ 
ciseness. 


Frank L. Iber, MD 

RECENT ACCESSIONS 

American Medical Association Conference on Interna¬ 
tional Health, 2d, Chicago, October 1963. 

American Medical Association Conference on Mental 
Retardation, American Medical Association, 1964. 

American Medical Association: Council on Drugs. Neiv 
drags, 1965. 

American Medical Association: Workshop on Biomedical 
Vocabulary Control. Proceedings, 1964. 

Birch, Herbert G.: A selective bibliography on brain¬ 
damaged children. Woods Schools and Residential 
Treatment Center, 1964. 

Drillien, Cecil M.: The growth and development of the 
prematurely born infant. Williams and Wilkins, 1964. 

Garrod, Lawrence P.: Some difficulties in the sterilisation 
of surgical equipment. Seton Hall College of Medicine 
and Dentistry, 1957. 

Health Insurance Institute: Health insurance and health 
care statistics, 1965. 

Health organisations of the United States and Canada: 
national, regional and state, Cornell University, 1965. 

Heard, Joseph Norman: Bookman’s guide to Americana, 
3d ed. Scarecrow Press, 1964. 

Kaiser, Frances E.: Translators and translations: services 
and sources in science and technology. Special Libraries 
Association, 1965. 

Life insurance fact book, 1965. 

The Merck veterinary manual. Merck, 1961. 

Montagu, Ashley: Life before birth. New American 
Library, 1964. 

National Conference on Disaster Medical Care: Proceed¬ 
ings, American Medical Association, 1964. 

National Institutes of Health: Research for health; a 
report from the National Institutes of Health, 1964. 

Oxorn, Harry : Human labor and birth. Appleton-Century- 
Crofts, 1964. 

Sanford, Gilbert A.: Hospital facilities and needs: Anne 
Arundel County. A study of hospital usage and needs, 
1960-1980. Hospital Council of Maryland, Inc., 1965. 

U. S. Public Health Service: Division of Chronic Dis¬ 
eases. Portraits in community health. Rural home 
nursing care for long-term illness. Public Health Serv¬ 
ice, 1965. 
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The Pain Is Qone 


Despite introduction of synthetic substitutes, efficacy of 
‘Empirin’ Compound with Codeine remains unchallenged. 


< Empirin*®Compound with Codeine Phosphate gr.1/2 No. 3 

Each tablet contains: Codeine Phosphate gr. Vz (Warning-May be habit forming), Phenacetin gr. 2V2, 
Aspirin gr. 3V2, Caffeine gr. 1/2. 


Keeps the Promise of Pain Relief 

BURROUGHS WELLCOME & CO. (U.S.A.) INC., TUCKAHOE, N.Y. 
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LUNCHEONS P CALL. 833-0345 

DINNERS ^ j^JP ^ (Area Code 1 ) 

'“' “ Closed Mondays 

Route 140 Westminster Pike 

REISTERSTOWN, MARYLAND 

£5s53S@3gSS@SS@SSSgS®SSggg@0@3®SB3@S@c 


Offering 2 GENERATIONS of research 
and experience in cooperation with the 
MEDICAL PROFESSION 


CORRECT SHOES 


for every 



need 


Normal 

Straight 

Corrective 


Pronators 
Supinators 
D. B. Splints 


Modifications and Custom Work 

HERBERT COX 


Pikesville 8, 

Baltimore 1, 

1433 Reisterstown Rd. 

210 N. Liberty St. 

HU 4-0021 

SA 7-7883 


Prescription Service for the 
Community 

• Skilled pharmacists. 

• Convenient locations. 

• Special phones for Doctors. 

• Complete stocks of pharmaceuticals. 

• New prescription products. 

• Professional services available: 


Appointment Books 
Courtesy Cards 
Prescription Blanks 



PHARMACIES SINCE 1883 



132 


Maryland State Medical Journal 


























January, 1966 


MRS. IRVING J. TAYLOR, Auxiliary Editor 


Mrs. Howard Weeks 

President, Woman’s Auxiliary to the 
Washington County Medical Society 

Buckannon, WVa, was the birthplace of Mrs. 
Weeks and her twin sister. Mrs. Weeks majored 
in home economics at the University of Mary¬ 
land and did catering before her marriage. In 
1948 the family moved to Hagerstown. There 
she met Dr. Howard Weeks, who was dating her 
twin sister. Five years later he decided he pre¬ 
ferred the other twin and made her his wife. 

Dr. Weeks had, in the meantime, graduated 
from the University of Maryland School of Medi¬ 
cine and interned at St. Vincent’s, Bridgeport, 
Conn. After three months as a ship’s surgeon 
with the Grace Lines, he began general practice 
in Hagerstown, where they have made their 
home. 

Because of their hair coloring, the Weeks chil¬ 
dren liken themselves to three ice cream cones, 
each a different flavor: 9-year-old Renelle is 
strawberry, 7-year-old Howard, Jr., is vanilla, 
and 1-year-old Roxanne is chocolate. 

Mrs. Weeks has held numerous offices and 
chairmanships in the Washington County Aux¬ 
iliary. She has also served as finance chairman 
in the state auxiliary. In her community she is 
active in her church and in the ZONTA Inter¬ 
national. 

Beginning with their honeymoon 10 years ago, 
Dr. and Mrs. Weeks have traveled extensively 
both in the United States and abroad. But since 


Dr. Weeks has become chief of staff at the Wash¬ 
ington County Hospital, they will have to curtail 
their travels somewhat. 

Culinary art is a hobby of Mrs. Weeks. She 
collects cookbooks and names Gourmet as her 
favorite magazine. At the end of a busy day, she 
often reads herself to sleep with one of these. 
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THE EXHIBITS—A WORTHY FEATURE OF THE EDUCATIONAL PROGRAM 

of the 

MEDICAL AND CHIRURGICAL FACULTY ANNUAL MEETING 

at 

the Alcazar 

APRIL 

27 and 28, 1966 

TECHNICAL EXHIBITORS 

(as 

of December 1965) 

Abbott Laboratories 

Murray Baumgartner Surgical Instrument Co. 

Aloe Medical—Division of Brunswick Corp. 

The National Drug Company 

Buchanan Hearing Aid Co.—Dahlberg 

Nu-Dy-Per Baby Service, Inc. 

Electronics 

Ortho Pharmaceutical Corporation 

Carnation Company 

Pfizer Laboratories 

Ciba Pharmaceutical Company 

Win. P. Poythress & Co., Inc. 

Herbert Cox, Correct Shoes 

Dome Chemicals Inc. 

Encyclopaedia Britannica, Inc. 

Quaker City Pharmacal Company 

A. H. Robins Company 

Rcche Laboratories 

Federated Business Services, Inc. 

Fuller Pharmaceutical Company 

Geigy Pharmaceuticals 

The St. Paul Insurance Companies 

Sanborn Company 

Graymar Company 

Hess Shoes 

Sandoz Pharmaceuticals 

W. B. Saunders Company 

Hynson, Westcott & Dunning, Inc. 

Knoll Pharmaceutical Company 

G. D. Searle & Co. 

Skill Surgical, Inc. 

Lederle Laboratories 

Smith Kline & French Laboratories 

Eli Lilly and Company 

Smith, Miller & Patch, Inc. 

Mallinckrodt Pharmaceuticals 

E. R. Squibb & Sons 

Maryland Blue Cross & Blue Shield Plans 

The Stuart Company 

Maryland Pharmaceutical Association 

Syntex Laboratories, Inc. 

Mead Johnson Laboratories 

U. S. Vitamin & Pharmaceutical Corporation 

Medco Products Company 

The Upjohn Company 

Medical Management 

Wallace Laboratories 

Mercantile-Safe Deposit and Trust Company 

Wyeth Laboratories 

Merck Sharp & Dohme 

Xerox Corporation 

Annual Meeting continued on 

Cruise Convention—April 29-May 4, 1966 
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MOMMY... CALL j 

HAMPDEN 

ls>rijott’s 

9 E. LEXINGTON ST. ^IrwU ' T 

Same Location for | * X 

Nearly 20 Years P 

Banquet Facilities for 

Large Parties [ 

Open Daily 11 a. m. to 9:30 p. m. 

Closed Saturday and Sunday 

Air-Conditioned Plaza 2-0027 

( T r FOR rug cleaning 

BE.5-0600 

FOR MOVING & STORAGE 

CH. 3-4750 

M&G 

ARMATURE and GENERATOR SERVICE, INC. 
STARTERS—REGULATORS—MAGNETOS 

TRUCKS—CARS—BUSES 

FARM—DIESEL—HEAVY EQUIPMENT 

Efficient Repair Service with 

Minimum Lost Time 

BELMONT 5-6010 and 5-1662 

610-612 E. 25TH • BALTIMORE, MD. 21218 

BALTIMORE OXYGEN 

SUPPLY CO.. INC. 

OHIO CHEMICAL DISTRIBUTORS 

Therapy and Medical Gases 

Oxygen Tents 

Resuscitators and Apparatus 

PHONES: 789-8100 727-4748 

Main Office and Plant 

LINTHICUM, MARYLAND 

* Baltimore’s most unique dining place * 

jfalBtaff jjjlk I 

Eoom jlll 1 

® SHERATON 1 

-BELVEDERE HOTEL | 

Discount Prices on 

1965 Mercedes-Benz 

65 MB 230 SL • 65 M B 220 SE • 65 M B 220 S 

Sales and service for 8 years 
Factory-trained mechanics 

FULKER MOTORS 

4925 Belair Rd. Baltimore, Md. 21206 488-6400 

• Photo-Offset Printing • Letterpress Printing 

• Multigraphing • Monocast Letters 

• Multilithing • Mimeographing 

• Addressing & Mailing • Typing 

• Automatically Typewritten Letters 

ZZe^r MU 5.3232 

D. Stuart Webb 

Advertising Services, Inc. 

306 N. Gay Street Baltimore, Md. 21202 

STERLING I 

LIGHTING CO. . SM 

distinctive A n Wmu n i) 

LIGHTING FIXTURES 

OF BEAUTY 

We Repair and make Lamps 

" Lamps make the home Beautiful" ^ 

LE 9-0222 403 N. Charles Street 

Baltimore, Md. 21201 
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CLASSIFIED ADVERTISING 

Effective May 1, 1963 

$1.50 per line per insertion 

Count seven average words to each line. 
Add one line if box number is desired. 

Member of the Medical and Chirurgical 
Faculty shall be entitled to one complimen¬ 
tary insertion in any twelve-month period. 
Widows of members shall be entitled to two 
complimentary insertions for the disposal of 
the deceased physician’s practice or equip¬ 
ment. 

MARYLAND STATE MEDICAL JOURNAL 

1211 Cathedral St., Baltimore, Md. 21201 



Star-spangled 
money saver 


OFFICES FOR SALE OR RENT 


SHARE a new luxurious office on E. Belvedere Ave. Ideal for 
General physician or pediatrician. Parking facilities. Call 
825-2691. 1 


DUNDALK SECTION—Fully equipped medical offices available 
for CP, Pediatrician, and Surgeon. Modern, air-conditioned 
bldg, with parking facilities. Common waiting room. Rea¬ 
sonable terms. Phone 288-3766. 2 


ATTENTION: PHYSICIANS—Build a practice rapidly with mul¬ 
tiple referring sources by joining an expanding, well estab¬ 
lished Medical-Dental cooperative group, occupying 4,000 
plus square feet in ultra modern architectural award win¬ 
ning building in Glen Burnie, Maryland. Parking for fifty 
cars. Opening for General Practitioner-Internist. Anticipated 
income $15,000 net, first year to $25,000 plus within two 
years. Office completely equipped. Orthopod, EENT, Radi¬ 
ologist also wanted. For information, call Crain Medical- 
Dental Offices, So. 1-9111. 2 


PRACTICES FOR SALE 


G.P.—Established medical practice in Highlandtowm for sale 
or rent. Completely equipped. Secretary willing to remain. 
Contact attorney for estate, LE 9-2800. 2 


EQUIPMENT FOR SALE 


Used properly, this red, white 
and blue writing “tool” can 
take care of your money-sav¬ 
ing problems in a single stroke. 

You just grasp it firmly and 
put your John Hancock on an 
application for the Payroll 
Savings Plan where you work. 

This authorizes your em¬ 
ployer to make your savings 
automatic. He sets aside a 
small amount from your check 
each payday toward the pur¬ 
chase of U. S. Savings Bonds. 

The amount can be any size. 
The important thing is it’s 
saved regularly. 

Don’t worry if you have to 
use an ordinary pen instead of 
a star-spangled one. You’ll get 
a nice star-spangled feeling to 
make up for it. 

Buy U.S. Savings Bonds 

STAR-SPANGLED SAVINGS PLAN 
FOR ALL AMERICANS 



INSTRUMENT5 AND OFFICE FURNISHINGS of deceased sur¬ 
geon at 2240 Eutaw Place, subject to rental of the approval 
of the owner of the property. Call 764-0664. 1 


The U. S. Government does not pay 
for this advertisement. It is presented as a public 
service in cooperation with the Treasury Department 
and The Advertising Council. 
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OFFICERS OF 

THE MEDICAL AND CHIRURGICAL FACULTY 

President: Robert vanL. Campbell, MD 
President-elect: J. Morris Reese, MD 
Vice Presidents: Thurston Harrison, MD 
Robert C. Kimberly, MD 
E. Irving Baumgartner, MD 
Secretary: William A. Pillsbury, MD 
Treasurer: Karl F. Mech, MD 

COUNCILORS: 

Western District 
Frank Cawley, MD—1966 
Henry V. Chase, MD—1966 

Central District 
Everett S. Diggs, MD—1966 
John F. Schaefer, MD—1967 
William Carl Ebeling, MD—1967 
Fayne A. Kayser, MD—1967 
Richard Norment, III, MD—1967 
J. Arthur Weinberg, MD—1967 
J. Emmett Queen, MD—1968 
Donald Roop, MD—1968 
Harry M. Robinson, Jr., MD—1968 

Eastern District 
Robert W. Farr, MD—1967 
Raymond M. Yow, MD—1968 

Southern District 
J. Roy Guythe-r, MD—1966 
Arthur Wooddy, MD—1968 

South Central District 
Austin B. Rohrbaugh, Jr., MD—1966 
Richard D. Bauer, MD—1967 
Terms of office expire at conclusion 
of annual meeting 

DELEGATES TO THE 
AMERICAN MEDICAL ASSOCIATION 
Russell S. Fisher, MD—1966 
J. Sheldon Eastland, MD—1967 
Robert vL. Campbell, MD—1968 

ALTERNATES: 

E. I. Baumgartner, MD—1966 
William B. Hagan, MD—1967 
Charles F. O’Donnell, MD—1968 

Terms of office expire at end of calendar year 
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Dietary Violations are 
Diminished Profoundly with... 



tSTEDYTABS Delfeta-sed* 

5AFAX 


•SEDAFAX (brand of special micronized 
grade of AMOBARBITAL -'Warning: 
may be habit forming )..120 mg. 

DELFETAMINE (brand of dl-l^l-METHYL- 


amphelamine HCI. 


2 


30 mg. 


Usual Adult Dosage: One tablet daily. 

To be taken in the morning. 


Tablets Delfeta-sed* 

‘SEDAFAX (brand of special micronized 
grade of AMOBARBITAL - Warning.- 
may be habit forming.).40 mg. 

DELFETAMINE (brand of dl-N-METHYL- 
amphetamine HCL).10 mg. 

Usual Adult Dosage: In obesity, 1 tablet 
t. i d. 30-60 minutes before meals. In all other 
conditions, take 1 tablet t. i. d. immediately alter 
meals. 


tSTEDYTABS DELFETA-SED are so prepared that 
the active ingredients are released continuously to 
provide for prolonged therapeutic effects for a 
period of up to 8 to 10 hours. 


The dieting obese sometime experience emo¬ 
tional problems as secondary symptoms resulting from 
restricted food intake: anxiety, depression, irritability 
and tension. Subjective relief is accomplished with 
Delfeta-sed *(Delfetamine, dl-N-Methylamphetamine 
HCI) balanced with the mild euphoric sedative action 
of Sedafax, brand of Amobarbital- Warning: may be 
habit forming). The mood is altered to promote 
optimism and impart a cheerful sense of energy 
and well-being. 

IN DEPRESSION: A completely logical syner¬ 
gistic combination of wide application as a mood 
normalizer for the common depressed states en¬ 
countered in everyday practice. Induces a serene 
outlook without excessive tranquillity. The 
patient is alert but composed, free from emotional 
peaks and troughs, Relieves anxiety which is a part of 
every illness. 

CAUTION: 

Contraindicated in the presence of marked hypertension 
and in cases of coronary or cardiovascular disease; also, in patients 
hypersensitive to barbiturates or ephedrine - like drugs. 
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For those who cannot cope realistically with the emotional turmoil and stress of modern living, the 
physician has at hand many valuable psychotherapeutic aids. One of the most useful is Librium, a 
pre-eminent prescription for excessive anxiety in this modern age. 


LIBRIUIVI(chlordiazepoxide HGI) 

5 mg 10 mg 25 mg capsules in #50’s 


In prescribing: Dosage— Adults: Mild to moderate anxiety and tension, 5 or 10 mg t.i.d. or q.i.d.; severe states, 20 or 25 mg 
t.i.d. or q.i.d. Geriatric patients: 5 mg b.i.d. to q.i.d. Side Effects: Side effects, usually dose-related, include drowsiness, ataxia, 
minor skin rashes, edema, menstrual irregularities, nausea and constipation. When treatment is protracted, blood counts 
and liver function tests are advisable. Paradoxical reactions may occasionally occur in psychiatric patients. Individual 
maintenance dosages should be determined. Precautions: Advise patients against possibly hazardous procedures until 
maintenance dosage is established. Though compatible with most drugs, use care in combining with other psychotropics, 
particularly MAO inhibitors or phenothiazines; warn patients of possible combined effects with alcohol. Observe usual 
precautions in impaired renal or hepatic function, in long-term treatment and in presence of depression or suicidal tendencies. 
Exercise caution in administering drug to addiction-prone patients or those who might increase dosage; withdrawal symp¬ 
toms, similar to those seen with barbiturates or meprobamate, can occur upon abrupt cessation after prolonged overdosage. 
Caution should be exercised in prescribing any therapeutic agent for pregnant patients. Supplied: Capsules, 5 mg, 10 mg 


and 25 mg, bottles of 50. 


Roche Laboratories • Division of Hoffmann-La Roche Inc • Nutley, N.J. 07110 
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Complete Serological Screening Tests For Syphilis... 


The RPR Card Tests make use of a specially prepared, carbon-con¬ 
taining RPR Card antigen. The particle size and other characteristics of 
the carbon is such that when a reactive specimen is encountered, floccula¬ 
tion occurs, and there is a coagglutination which is readily visible to the 
naked eye. Individual tests, including the collection of blood and separa¬ 
tion of plasma can be performed in 7 to 8 minutes. 

Confirming earlier findings with the RPR Card Test 1 " 10 Reed 11 in 
reporting on 63,800 specimens had an overall agreement of 98.5% in 
a recent comparative study with other routine screening procedures. 

The RPR Card Tests, with their low cost, ease of performance, high 
sensitivity and specificity, are without peer in situations that demand 
rapid testing of patients, enabling the physician to initiate prompt treat¬ 
ment of early infectious syphilis. 

Specify the RPR Card Test as the screening procedure on serum or 
plasma samples submitted to your State Approved Laboratory. 


(1) Portnoy, J.: Brewer, J. and Harris. A.: PUBLIC HEALTH REPORTS. 77:645-652, Aujrust 1962. (2) 
Joseph, J. M. and Warner, G. S.: A WORKSHOP MANUAL, Md. State Dept. Health, Bureau of Lab., Balto., 
Md„ September 1962. (3) Wollenweber, H. L.: OFF. PATH., 2. February 5, 1963. (4) Portnoy, J.: MILIT. 

MEIX, 12#:414-417, May 1963. (5) Portnoy J.: THE AMER. JOUR. OF CLIN. PATH., 40:473-479, November 

1963. (6) Buck, A. A. and Mayer, H.: THE AMER. JOUR. OF HYG., #0:85-90, July 1964. (7) Brown, 

W. J.: Donohue. J. F. and Price, E. V.: PUBLIC HEALTH REPORTS, 79:496-500, June 1964. (8) Clayton, 

J. L.: Lindhardt, E. M. and Fraser, R. S.: PUBLIC HEALTH LAB., 22:206-207, November 1964. (9) Luea- 

torto, F. M.; Katz, B. D. and Toto, P. D.: THE J.A.D.A., #9:697-699, December 1964. (10) Portnoy,-J.: 

PUBLIC HEALTH LAB., 22: 43, March 1965. (11) Reed, E. L.: PUBLIC HEALTH LAB., 29:96-103, May 1965. 
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HYNSON, WESTCOTT & DUNNING, INC. 


Baltimore, Maryland 21201 









































Open the nose- 

help drain 

the stagnant sinus 

gently 



Neo-Synephrine is a standard among 
topical vasoconstrictors. It is unsurpassed 
for reducing nasal turgescence in colds; 
and a most valuable aid in preventing 
and treating sinusitis. 

Neo-Synephrine stops the boggy feeling of 
colds at once—works against factors that 
induce sinusitis. With Neo-Synephrine 
nose drops, spray or jelly, turbinates shrink 
on contact, obstructed ostia open and 
drainage is re-established. 


In sinusitis, Neo-Synephrine helps to pro¬ 
mote drainage and hasten recovery.* Used 
promptly, it helps clear the stagnant sinus 
and lessen the chances of chronicity. 

Neo-Synephrine HCI is available in: 

V8% solution for infants 

V4°7o solution for children and adults 

V»«7o pediatric nasal spray for children 

Va«7o solution for adults 

V 2 % nasal spray for adults 

V2°7o jelly for children and adults 

1% solution for adults (resistant cases) 


*Proctor, D. F.: The Nose, Paranasal Sinuses, and 
Ears in Childhood, Springfield, III., Charles C 
Thomas, 1963, p. 34. 

Winthrop Laboratories, New York, N.Y, 10016 

In colds and sinusiti 



HCI 

(brand of phenylephrine hydrochloride) 

solutions/sprays/jel 
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An antibiotic 
of choice 
is one that works 


TAO works 

- - 


Susceptibility Results 
Staphylococci 2,3,1 


# OF CULTURES YEAR % EFFECTIVE 


6,725 1962 88.6% 

5,440 1963 88.0% 

10,384 1964 88.5% 


y$-Hemolytic Streptococci 2,3,1 


2,448 1962 89.5% 

1,519 1963 95.2% 

2,492 1964 96.7% 


The Product 

In a world study of antibiotics in vitro 1 , TAO had an over¬ 
all effectiveness of 87.3%, higher than chloramphenicol 
and erythromycin, and significantly higher than tetracy¬ 
cline and penicillin. 

The Plus...Consistent Performance 

Yet antibiotics must not only work. They must work con¬ 
sistently. Here are the results from the largest study of 
microbial susceptibility ever undertaken. In 29,048 cul¬ 
tures of overt staphylococcal and /Themolytic streptococ¬ 
cal infections, note the consistency of results with TAO. 


TAG 

[triacetyloleandomycin] 



J. B. Roerig and Company, New York, New York 10017 

Division, Chas. Pfizer & Co., Inc., Science for the World's Well-Being" 


TAO Rx information 

Indications: The bacterial spectrum includes: streptococci, staphy- 
locci, pneumococci and gonococci. Recommended for acute, 
severe infections where adequate sensitivity testing has demon¬ 
strated susceptibility to this antibiotic and resistance to less toxic 
agents. Contraindications and Precautions: TAO (triacetyloleandomycin) is not recommended for prophylaxis or in the treatment of infectious processes 
which may require more than ten days continuous therapy. In view of the possible hepatotoxicity of this drug when therapy beyond ten days proves 
necessary, other less toxic agents, of course, should be used. If clinical judgement dictates continuation of therapy for longer periods, serial monitor¬ 
ing of liver profile is recommended, and the drug should be discontinued at the first evidence of any form of liver abnormality. It is contraindicated in 
pre-existing liver disease or dysfunction, and in individuals who have shown hypersensitivity to the drug. Although reactions of an allergic nature are 
infrequent and seldom severe, those of the anaphylactoid type have occurred on rare occasions. References: 1. Isenberg, Henry D.: Health Laboratory 
Science 2:163-173 (July) 1965. 2. Fowler, J. Ralph et al: Clinical Medicine 70:547 (Mar.) 1963. 3. Isenberg, Henry D.: Health Laboratory Science 
1:185-256 (July-Aug.) 1964. 
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Four Of The Nation’s Outstanding, Modern 
Nursing Homes Are Within Your Reach... 



BEL AIRE . . . 5837 Belair Road • CL 4-8800 



BELVEDERE . . . 2525 W. Belvedere Ave. • FO 7-9100 

Conveniently located 1 block from Sinai Hospital. 



CATONSVILLE ... 16 Fusting Avenue • Rl 7-1800 



EASTON, Md_Rt. 50 & Dutchman’s Lane - TA 2-4000 


Professional Care 
24 Hours A Day 

for the aged, chronically il 
and convalescent 
at Moderate Rates. 



Participating in the Maryland Blue Cross 
Senior Citizens Program. 

YOUR INQUIRIES AND 
INSPECTION INVITED 
FREE BROCHURE UPON REQUEST 

Accredited by the Joint Commission for 
the Accreditation of Hospitals 
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MARK THESE IMPORTANT DATES ON YOUR CALENDAR 

April 27-May 4, 1966—Annual meeting. Medical and Chirurgical Faculty of the State of Maryland. 
April 27-28, Baltimore—April 29-May 4, Aboard ship and irr Bermuda 


February 25—1-2 PM 

From Frederick Memorial Hospital: "Iron Metabolism,” Major Marcel Conrad. 


MEDIC 

PROGRAMS 


March 4—1 2:30-1 :30 PM 

From University Hospital: "Diagnosis and Treatment of Transient Ischemic Attacks of the 
Brain," Erland Nelson, MD, and Alfred F. Heck, MD. 


March 11—12:30-1:30 PM 

From The Johns Hopkins Hospital: “Cardiac Emergencies," Richard S. Ross, MD. 

March 25-1-2 PM 

From Frederick Memorial Hospital: “Hemolyti cAnemia,” William H. Zinkham, MD. 

You may hear these programs in the Faculty auditorium or at one of the participating 
hospitals. 


February 4—8:30 PM—1211 Cathedral St., Baltimore 
PANEL DISCUSSION ON POLYCYTHEMIA AND RELATED DISORDERS 

Participants: Dudley P. Jackson, MD, associate professor of medicine, The Johns Hopkins 
University School of Medicine; C. Lockard Conley, MD, professor of medicine. The Johns 
Hopkins University School of Medicine; R. Patterson Russell, MD, instructor in medicine. 
The- Johns Hopkins University School of Medicine; Samuel Charache, MD, fellow in medi¬ 
cine, The Johns Hopkins University School of Medicine. 

Acceptable for 2 hours Category 1 credit by the American Academy of General Practice. 


BALTIMORE CITY 
MEDICAL SOCIETY 


March 8—8 PM—1211 Cathedral St., Baltimore 

This meeting will honor J. Edmund Bradley, MD, and will feature papers presented by MARYLAND 

pediatric residents in Baltimore hospitals. PEDIATRIC SOCIETY 


March 8—1 1 :30 AM—Gordon Wilson Hall, University Hospital 

Twenty-first annual Aaron Brown Lecture, jointly sponsored by Phi Delta Epsilon Fraternity UNIVERSITY OF 

and Department of Medicine, University of Maryland School of Medicine-. "Primary Hyper- MARYLAND 

tension: Epidemiology and Epilogue,” George A. Pe-rera, MD, associate dean and professor SCHOOL OF MEDICINE 
of medicine, Columbia University College of Physicians and Surgeons. 


March 10—8:30 PM—1211 Cathedral St., Baltimore 

Joint meeting with the Maryland Association of Private Practicing Psychiatrists. Wendell MARYLAND 

Muncie Award-winning paper to be announced and presented. PSYCHIATRIC SOCIETY 
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March 10-11—Sheraton Hotel, Philadelphia 

HEART ASSOCIATION Fifth National Symposium, "The Microcirculation." Heart Association of Southeastern 
OF SOUTHEASTERN Pennsylvania, 318 S. 19th Street, Philadelphia, Pa. 19103. 

PENNSYLVANIA 


March 1 1 

HEART ASSOCIATION OF Teaching sessions for physicians: "Hypertension,” Donald Wolfel, MD. 

THE LOWER EASTERN 
SHORE 

March 12—8:15 PM—Goucher College 

THEATRE Spo nsored by Woman's Auxiliary to the Baltimore City Medical Society. See pages 111- 

PARTY 1 1 2 for more information. 


March 15—7:30 PM—1211 Cathedral St., Baltimore 

MARYLAND SOCIETY "General Anesthesia in Outpatient Dentistry,” Mary Lou Barker, MD, Washington, DC. 

OF 

ANESTHESIOLOGISTS 


March 22—Sheraton Belvedere Hotel, Baltimore 


EAR, 


MARYLAND 
NOSE AND THROAT 
SOCIETY 


6:30 PM—Cocktails and Dinner 

8 PM—“Epistaxis With Particular Reference to Ligation," J. Ryan 
professor of otolaryngology. University of Miami Medical School. 


Chandler, 


Jr., 


MD, 


AMERICAN 

PSYCHIATRIC 

ASSOCIATION 


MEDICINE 

1966 


March 26-27—Marriott Motor Hotel, Philadelphia 

Fifth Annual Colloquium for Post-Graduate Teaching of Psychiatry will attempt to provide 
an opportunity for interchange of ideas about experiences with the post-graduate teaching 
of psychiatry to non-psychiatric physicians. The program will emphasize small group 
discussions. As a background for these discussions, two formal presentations will be 
made. The first, a panel consisting of Mr. Lee Isenberg and Drs. John E. Donnelly, 
Stephen Fleck, and Austin McCawley, will discuss the educational approaches of the 
Connecticut Academy of General Practice, with emphasis on their successful recruitment 
program. The second, a talk by James N. Mosel, will deal with practical aspects of the 
learning process. 


Sunday afternoons—2 PM—WMAR-TV, Channel 2 

Sponsored by Baltimore City Medical Society, Committee on Public Education. William 
Schuman, MD, Chairman. 

March 6—"Pep Pills and Tranquilizers" 

March 13—"Psychiatry” 

March 20—“Allergies" 

March 27—General Medical Panel 


UNIVERSITY OF 
MARYLAND 


POSTGRADUATE COURSES 

8. OBSTETRICS—February 10 

Under direction of Edmund B. Middleton, MD: Problems of obstetrical management in the 
prenatal period and at the time of delivery will be considered. 

9. HEMATOLOGY—March 10 

Under direction of Carroll L. Spurling, MD: A basic review of diseases of the hemopoietic 
system. Illustrative peripheral blood and bone marrow slides will be used in connection 
with selected case material. Newer techniques of diagnosis and treatment will be dis¬ 
cussed. 


AMERICAN COLLEGE Course No. 13—THE BIG HEART, March 7-11, Baylor University College of Medicine. 

OF PHYSICIANS 

Course No. 14—BASIC MECHANISMS IN INTERNAL MEDICINE, March 28-April 1, Uni¬ 
versity of Toronto. 

Course No. 15—CURRENT CONCEPTS OF RENAL, GASTROINTESTINAL, AND CIRCULA¬ 
TION PHYSIOLOGY, April 14-16, Barbizon-Plaza Hotel, New York. 

Inquire: Edward C. Rosenow, Jr., MD, executive director, The American College of Physi¬ 
cians, 4200 Pine St., Philadelphia, Pa. 19104. 
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Architect: Edward H. Noakes & Associates, A. I. A. 


Here is a superb setting for the medical man who knows the importance of en¬ 
vironment for his office location. In the heart of suburban Bethesda’s medical 
research complex, Georgetown Doctor’s Park features office suites of approxi¬ 
mately 600, 900, 1200, and 1500 square feet specifically designed for doctors 
or dentists. Patients may park just steps from your ground level entrance. 


• Immediate occupancy 

• Sound conditioning 

• Charmingly designed colonial facades 

• Individually controlled air conditioning 
and heating 


• Tree-studded setting 

• Private entrance to each suite 

• Directly across from the National 
Institute of Health and two minutes 
from Suburban Hospital 

• Less than one mile from Beltway 


Rental Arrangements by: 

John J. Grady Management, Inc. 

516 Wheaton Plaza Building, Wheaton, Maryland 
Phone: 946-2070 

Construction by: COAKLEY & WILLIAMS, INC., Silver Spring, Maryland 

Call for appointment. Inspection at site arranged at your convenience. Phone 946-2070 
Furnished models open Saturday and Sunday from 1 ’till 5 


DIRECTIONS: North on Wisconsin Avenue, left on Cedar Lane, OR, take Capital Beltway 
to Exit 19 (Wisconsin Avenue), South on Wisconsin Avenue, right on Cedar Lane. 


GEORGETOWN DOCTOR’S PARK • 5401 WEST CEDAR LANE • BETHESDA, MARYLAND 

February, 1966 9 













16 • Section 3 


Lost and Found 
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Lost 

, THE BITTER TASTE OF 
ORAL PENICILLIN. 

See V-Cillin K® 
for full details. 
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h, brown. 
A N. Vic. 



' 60G found—Black 

10-76 Lincoln Park 
DOBERMAN lost 
Children hear*! 
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P | 0-21 6S 
_ 8-0698 

vie. Eu- 

Found 

A MORE PLEASANT WAY TO 
TAKE ORAL HWC'LUl 

Check V-CiUin K 
for the facts. 



Patients won’t complain about 
bitter penicillin taste when you 
specify V-Cillin K. Here’s why: It 
has a special coating, only one and 
a half thousandths of an inch thick. 
Because it is designed to dissolve 
after approximately six seconds, this 
barrier to bitterness remains on the 
tablet as it slides past the tongue. 
When the tablet reaches the 
stomach, however, the coating has 
dissolved, and the penicillin is ready 
for immediate absorption into 
the bloodstream. 

Result? The proved efficacy of 
potassium penicillin V without the 
penalty of bitter taste. 

Indications: V-Cillin K is an antibiotic 
useful in the treatment of streptococcus, 
pneumococcus, and gonococcus infections and 
infections caused by sensitive strains 
of staphylococci. 

Contraindications and Precautions: 
Although sensitivity reactions are much less 
common after oral than after parenteral 
administration, V-Cillin K should not be 
administered to patients with a history 
of allergy to penicillin. As with any antibiotic, 
observation for overgrowth of nonsusceptible 
organisms during treatment is important. 

Usual Dosage Range: 125 mg. (200,000 
units) three times a day to 250 mg. every 
four hours. 

Supplied: Tablets V-Cillin K, 125 or 250 mg., 
and V-Cillin K, Pediatric, 125 mg. per 5-cc. 
teaspoonful, in 40, 80, and 150-cc.-size packages. 




V-Cillin K 

Potassium Phenoxymethyl Penicillin 


Additional information 
available to physicians 
upon request. 
Eli Lilly and Company, 
Indianapolis, Indiana. 

600050 
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MORE ABOUT THE 

EDUCATED HAND 


SAMUEL MORRISON, MD 
Past President, Baltimore City Medical Society 

A recent editorial (October, 1965) considered 
the educated hand as a diagnostic instrument. 
The gratifying response to this editorial leads 
me to comment further on the educated hand. 

To the gynecologist, the educated hand is his 
most important examining tool. Dr. Imre Neu- 
bauer told me that in one of the European hos¬ 
pitals devoted to gynecology there is a picture 
of the gynecologist’s hand, and on one of the 
fingers is an eye, indicating that with his hand 
he sees. 

The hand is also an instrument for treatment. 
Consider the dextrous and skillful hands of the 
surgeon or the even more delicate hands of the 
ophthalmologist when he performs his fine oper¬ 
ations. 

It is a wonder of the Creator that these remark¬ 
able hands, so often taken for granted except 
when they are lost or injured, can perform such 
diverse functions. The alert, running fingers of 
the skilled typist are impressive to behold, as are 
the deft hands of the pianist. The tender and 
expressive hands of the ballet dancer are un¬ 
equaled in beauty. The reading hands of the blind 


are amazing evidence of the ability of the hand 
to see and interpret. The hypnotic hands of the 
magician seem to defy the impossible. 

We have seen people who have lost their hands 
or had them maimed, and we marvel at the me¬ 
chanical attempts to replace them. Yet though 
they approximate the human hand, they can never 
equal the original. 

In medicine, the sensitivity of the physician’s 
hand can be impaired. This might happen when 
he presses too hard, not only pushing away the 
object which he is trying to examine but also 
compressing his own fingertips or hands, dimin¬ 
ishing the blood supply, and rendering the exam¬ 
ining hand less sensitive, less able to react re- 
flexly, and less able to interpret. 

It seems to me that the proper use of the hand 
reaches a peak in our profession. In the overall 
picture it should not be compared to the eyes 
or the ears, which have other remarkable prop¬ 
erties, but it can be compared to a God-given 
instrument with all the complex abilities of a 
human being. Without question, the educated 
hand is among the most valuable of our tools 
for both diagnosis and treatment. 

11 East Chase Street 
Baltimore, Md. 21202 
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when treatment 
might precipitate 
a problem 
with monilia 

especially in 
elderly or 
debilitated 
patients 


LEDERLE LABORATORIES. A Division of AMERICAN CYANAMID COMPANY. Pearl River. New York 

6585*1998 


and in diabetics — 'patients with a history of fungal over-\ 
growth — patients on steroids who require antibiotics. The 
antimonilial specificity of Nystatin plus the extra benefits of DECLOMYCIN 
Demethylehlortetracycline allow lower mg intake per dose per day, the op-' 
tion of b.i.d. dosage, higher activity levels, 1-2 days’ “extra” activity. 


Side Effects typical of tetracyclines include glossitis, stomatitis, proctitis, 
nausea, diarrhea, vaginitis, dermatitis, overgrowth of nonsusceptible or¬ 
ganisms, tooth discoloration (if given during tooth formation) and increased! 
intracranial pressure (in young infants). Also, very rarely, anaphylactoid: 
reaction. Reduce dosage in impaired renal function. Because of reactions toj 
artificial or natural sunlight (even from short exposure and at low dosage)] 
patient should be warned to avoid direct exposure. Stop drug immediately at 
the first sign of adverse reaction. It should not be taken with high calcium' 
drugs or food; and should not be taken less than one hour before, or 
hours after meals. 


Average Adult Daily Dosage: four divided doses of 1 capsule each or tw 
divided doses of 2 capsules. 





JOHN SARGEANT 


EXECUTIVE SECRETARY 


EXECUTIVE COMMITTEE, DECEMBER 9 

1. One staff member was authorized to at¬ 
tend the meetings of the Professional Con¬ 
ventional Management Association and the 
Medical Exhibitors Association January 3-5, 
1966. 

2. Authorization was given for the an¬ 
nual staff Christmas party. 

3. Authorization was given to close the Fac¬ 
ulty building on December 24 and December 
31. 

4. Plans are nearly complete for the for¬ 
mation of a group concerned with area¬ 
wide health facilities planning. Since funds 
may be requested from all participating 
groups, this item was referred to the 
Treasurer to consider when compiling the 
1966 budget. 

5. J. Roy Guyther, MD, and William Pills- 
bury, MD, were designated Faculty repre¬ 
sentatives to an AMA Conference on federal- 
state programs for children and the medical 
aspects of the war on poverty (Title XIX of 
PL 89-97). 

6. Various aspects of the new govern¬ 
mental programs were discussed with 
representatives of the State Health De¬ 
partment : 

A. Former MAA patients will continue 
under Title XIX, as they were under 
the Kerr-Mills formula, for the fiscal 
1967 budget. Consideration is being giv¬ 
en to a switch in the fiscal 1968 budg¬ 


et so that the State Health Department 
may purchase the $3 a month supple¬ 
mental program if it is deemed possible. 
This means that the present program 
for MAA patients will continue as is. 

B. The question of reasonable or custom¬ 
ary fees for medical care programs is 
currently under study in the Health 
Department, and further data will be 
available. The 1967 budget does not in¬ 
clude funds for payment of such fees. 
It is hoped that this can be included in 
the 1968 budget. 

C. No data have been received from HEW 
in connection with Utilization Commit¬ 
tee activities, and no specific programs 
or activities in this area are contem¬ 
plated at present. 

D. The Health Department still has under 
consideration publication of a list of 
rules and regulations with which physi¬ 
cians must comply. It is hoped this will 
be available for distribution to physi¬ 
cians in the near future. 

E. The question of volume drug discounts 
is under study in the Council on Medi¬ 
cal Care. This would provide volume 
discounts in the form of a rebate to the 
state government on medical care pre¬ 
scriptions filled at the retail rate al¬ 
lowed under the medical care programs. 
Statistical sampling would provide the 
basis for making the discounts, and the 
discount would be based on the total 
amount of sales made to the State of 
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Maryland, including the individual Rx j 
items. 

F. A request is being processed for a plan¬ 
ning grant under PL 89-239, the bill 
for regional programs of heart disease, i 
cancer, and stroke. If a grant is ap- f 

proved, the medical society will be con- | 

suited and represented on the advisory | 
committee to this program. 

7. A request from Aetna Insurance Company | 
to be designated by the Faculty as a candi- j 
date for fiscal administrator of the Medicare f 
program could not be acted upon because f 
it is a matter for Council action and the Coun- | 
cil would not meet again until after the dead- | 
line for submitting suggested candidates. 

J | 

8. Maryland Medical Service, Inc., pre- I 
sented the idea of a prevailing fee concept. f 
The Executive Committee urges all physi- | 
cians to cooperate with Blue Shield in a | 
survey designed to establish guides for f 
preparing a prevailing fee program. 

9. Edmund G. Beacham, MD, was approved | 
as the Faculty’s candidate to receive the Gov- \ 
ernor’s award for employment of the physi- | 
cally handicapped. 

10. The question of statewide or region- | 
al sessions to educate physicians and their | 
staff on PL 89-97 (Medicare) was re- f 
ferred to the Policy and Planning Commit- 1 
tee. 

11. Approval was given to co-sponsoring a | 
conference on traffic safety with the Mary- | 
land Chapter, American College of Surgeons. | 

12. Because of a conflict with Faculty § 
policy, the Executive Committee could not 1 
endorse the Provident Hospital’s fund | 
campaign. This must be left to the indi- f 
vidual physician to decide. 

13. An informal presentation was made of | 
the survey on “Patterns of Medical Care.” f 
This project will be cleared through the Pol- f 
icy and Planning Committee and recommenda- | 
tion made to the Council. 
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DEPROL 

meprobamate 400 mg. + 
benactyzine hydrochloride I mg. 

Indications: ‘Deprol’ is useful in the manage¬ 
ment of depression, both acute (reactive) and 
chronic. It is particularly useful in the less 
severe depressions and where the depression is 
accompanied by anxiety, insomnia, agitation, 
or rumination. It is also useful for management 
of depression and associated anxiety accom¬ 
panying or related to organic illnesses. 
Contraindications: Benactyzine hydrochloride 
is contraindicated in glaucoma. Previous aller¬ 
gic or idiosyncratic reactions to meprobamate 
contraindicate subsequent use. 

Precautions: Meprobamate— Careful super¬ 
vision of dose and amounts prescribed is 
advised. Consider possibility of dependence, 
particularly in patients with history of drug or 
alcohol addiction; withdraw gradually after use 
for weeks or months at excessive dosage. Abrupt 
withdrawal may precipitate recurrence of pre¬ 
existing symptoms, or withdrawal reactions in¬ 
cluding, rarely, epileptiform seizures. Should 
meprobamate cause drowsiness or visual dis¬ 
turbances, the dose should be reduced and 
operation of motor vehicles or machinery or 
other activity requiring alertness should be 
avoided if these symptoms are present. Effects 
of excessive alcohol may possibly be increased 
by meprobamate. Grand mal seizures may be 
precipitated in persons suffering from both 
grand and petit mal. Prescribe cautiously and 
in small quantities to patients with suicidal 
tendencies. 

Side effects: Side effects associated with recom¬ 
mended doses of ‘Deprol’ have been infrequent 
and usually easily controlled. These have in¬ 
cluded drowsiness and occasional dizziness, 
headache, infrequent skin rash, dryness of 
mouth, gastrointestinal symptoms, paresthesias, 
rare instances of syncope, and one case each of 
severe nervousness, loss of power of concen¬ 
tration, and withdrawal reaction (status epilep- 
ticus) after sudden discontinuation of excessive 
dosage. 

Benactyzine hydrochloride— Benactyzine 
hydrochloride, particularly in high dosage, may 
produce dizziness, thought-blocking, a sense of 
depersonalization, aggravation of anxiety or 
disturbance of sleep patterns, and a subjective 
feeling of muscle relaxation, as well as anti¬ 
cholinergic effects such as blurred vision, dry¬ 
ness of mouth, or failure of visual accommoda¬ 
tion. Other reported side effects have included 
gastric distress, allergic response, ataxia, and 
euphoria. 

Meprobamate— Drowsiness may occur and, 
rarely, ataxia, usually controlled by decreasing 
the dose. Allergic or idiosyncratic reactions are 
rare, generally developing after one to four 
doses. Mild reactions are characterized by an 
urticarial or erythematous, maculopapular rash. 
Acute nonthrombocytopenic purpura with pe¬ 
ripheral edema and fever, transient leukopenia, 
and a single case of fatal bullous dermatitis 
after administration of meprobamate and pred¬ 
nisolone have been reported. More severe and 
very rare cases of hypersensitivity may produce 
fever, chills, fainting spells, angioneurotic 
edema, bronchial spasms, hypotensive crises (1 
fatal case), anuria, anaphylaxis, stomatitis and 
proctitis. Treatment should be symptomatic in 
such cases, and the drug should not be reinsti¬ 
tuted. Isolated cases of agranulocytosis, throm¬ 
bocytopenic purpura, and a single fatal instance 
of aplastic anemia have been reported, but only 
when other drugs known to elicit these con¬ 
ditions were given concomitantly. Fast EEG 
activity has been reported, usually after exces¬ 
sive meprobamate dosage. Suicidal attempts 
may produce lethargy, stupor, ataxia, coma, 
shock, vasomotor and respiratory collapse. 
Dosage: Usual starting dose, one tablet three or 
four times daily. May be increased gradually 
to six tablets daily and gradually reduced to 
maintenance levels upon establishment of relief. 
Doses above six tablets daily are not recom¬ 
mended even though higher doses have been 
used by some clinicians to control depression 
and in chronic psychotic patients. 

Supplied: Light-pink, scored tablets, each con¬ 
taining meprobamate 400 mg. and benactyzine 
hydrochloride 1 mg. 

Before prescribing, consult package circular. 
®. Wallace Laboratories / Cranbury, N. J. 



"OR THE 


> 

z 

% 

% 


i0 



m 


\ 

z 

Z 

§ 

■V 


^ivsio^ COMPLEX 


TRY DEPROL meprobamate 400 mg. 4- 


benactyzine hydrochloride 1 mg. 


FOR DEPRESSION 



Dependability and Organized Responsibility 



BALTIMORE’S ONLY AUTHORIZED 
DEALER FOR 

MERCEDES-BENZ 


ISoiv Showing—1966 Models 

200 • 2000 • 230 • 230S • 230SL 



A 


Overseas Delivery 
rranged in Our Office 


R 


. & H. Motors, Inc. 


4810 Belair Rd. 


Ph. 426-9200 



Rings Restyled — 

Not merely re-set. We transform outmoded 
rings into conversation pieces—strikingly beau¬ 
tiful—individual—different. 

Bring the out-of-date rings for suggestions (no 
obligation). Estimates given. 




CAPLAINI 






231 N. Howard St., Baltimore (MU 5-8800) 
Tidewater Inn, Easton, Md. (TA 2-1553) 


FEBRUARY SALE 



. . . The label that leaves no doubt 


Maryland’s oldest 
and largest furrier 

225 N. HOWARD ST. 
LE 9-4900 


\Lu> 





Specializing in the 
fitting of shoes 
for proper foot function 
and comfort 

ACCURATE PRESCRIPTION WORK 

ZIMMERMANN’S 

COMFORTABLE SHOES 

227 W. Saratoga St. Baltimore, Md. 

STORE HOURS 

Monday, Tuesday, Wednesday, Friday 
and Saturday. . .9:30 A.M. to 5:15 P.M. 
Thursday . . . 9:30 A.M. to 8:30 P.M. 
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EXECUTIVE SECRETARY'S NEWSLETTER 


REFERENCE 

COMMITTEE 

MEETING 

SET 


;ruise 

RESERVATIONS 


JEW S 

NOTES 


February, 1966 


The Reference Committee meeting date has been 
set for 

THURSDAY, MARCH 31, at 8:00 p.m. 

at the Faculty Building. As of this writing, no 
resolutions have been received for consideration 
at this time . 

Resolutions must be received in the Faculty 
Office by Tuesday, March 1, in order to be 
considered at the Annual Meeting, April 27. 

March 1 has also been established as the date 
when reservations for the Annual Meeting Cruise 
will be opened to other interested groups, rather 
than the Faculty. 

Reservations should be addressed to: 

Travel Guide Agency 
416 North Charles Street 
Baltimore, Maryland 21201 
Telephone: 727-0682 or 727-1696 

Miss Natalie Kuff is handling all arrangements in 
this area, on behalf of the Faculty. 

Gilbert D. Barkin, M.D., Silver Spring, has 
been named Secretary of the Southern Medical 
Association Section on Allergy. 

Victor A. McKusick, M.D. , Chief, Division of 
Medical Genetics and Professor of Medicine, 
Johns Hopkins University School of Medicine; 
and James Shannon, M.D., Director, NIH, 
Bethesda, have been granted Modern Medicine 
Distinguished Achievement Awards. 

R. Donald Eney, M.D., and Eugene Goldstein, 
M.D., both of Baltimore, were certified by the 
Subspecialty Board in Pediatric Allergy, after 
passing examinations given last October. 

Jacob H. Conn, M.D., Assistant Professor of 
Psychiatry at Johns Hopkins was honored at a 
testimonial dinner given on the occasion of his 






NEW 

DRUG 

RULES 


MEDICAL 

EDUCATIONAL 

DEDICATED 

INSTRUCTI ON 
CHANNEL 


6 2nd birthday, as well as 35 years in psychiatry 
and 25 years in medical hypnosis. The dinner 
was sponsored by the Society for Clinical and 
Experimental Hypnosis. 

William O. Harrison, University of Maryland 
School of Medicine; and James L. Boyer, 

Philip O. Littleford, Robert M. Marshall and 
Bradley M. Rodgers, all of Johns Hopkins 
School of Medicine; are participants in the 
Smith, Kline and French Foreign Fellowships 
program. The program provides for medical 
students to assist physicians working in foreign 
fields and developing nations treat their sick 
people. 

Frank J. Ayd, Jr., M.D., is editor and 
publisher of a newly established Newsletter, 
International Drug Therapy Newsletter. 

Several questions have been raised with respect 
to physician accounting for drug samples when 
they fall within the area of amphetamines and/or 
barbiturates . 

Information is that: 

1. Physicians who dispense drugs for which 
they charge the patient must maintain 
records of samples received in the mail 
or from the detail men. 

2. Physicians who do not dispense will not 
have to keep records of samples received, 
used, or dispensed in the course of their 
practice. 

Manufacturers, distributors and their represen¬ 
tatives must keep records of samples given to 
physicians. See page 20 for further details. 

Regular educational programs now in the fifth 
month of operation are attracting many listeners. 
University of Maryland Medical School has been 
added to the circuit. 

Information on forthcoming programs and 
speakers can be found on page 7. 










"PM SYSTEM" 
COMPLEMENTS 
AUTOMATED BILLING 


DOCTOR 

GIVING YOU POSITIVE 
CONTROL OF 
ALL FINANCIAL FACETS 


CAN YOU AFFORD LESS 


? 


CAPABLE 

FINANCIAL MANAGEMENT 
CAN HELP INCREASE 

YOUR NET WORTH 




DIAL 752-5920 

(■Professional Qf'Hanagement Uo. 

708 Aurora Federal Building 
Baltimore, Md. 21201 
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NOT A CURE ALL—BUT 
THE BEST AIDE KNOWN 


Sturdy . . Light-weight . . Comfortable 

ABDUMIML SUPPORT 



Now ... at your Surgical Appliance Headquarters 
. . . the most advanced development in a garment to 
afford healthful support to the sacro-iliac region and 
lower back area. Especially designed for the female 
figure, and featured by a removable sacro pad in 
plastic-lined pocket. 

SEE OUR COMPLETE LINE OF 
SURGICAL APPLIANCES 

• Cervical Collars • Trusses 

• Arch Supports • Colostomy and 

• Sacroiliac Belts Urinary Appliances 


Serving the Medical Profession for 46 Years 



SURGICAL INSTRUMENT CO.. INC. 

1421 MARYLAND AVE. • BALTIMORE, MD. 21201 

SAratoga 7-7333 
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PL 89-74 Now in Effect: 

What Records Must Physicians Keep? 


PL 89-74, which took effect February 1, establishes special controls over the man¬ 
ufacture and distribution of depressant and stimulant drugs. Among these controls is 
the keeping of records of the manufacture, sale, delivery, and receipt of such drugs. 

To clarify the new law as it applies to physicians and the records they must keep, 
PL 89-74 clearly says that physicians are not required to keep records as a consequence 
of this law unless, in the course of their practice, they dispense the drugs referred to and 
charge for them. That portion of the act reads as follows: 

The provisions of paragraphs (1, Records) and (2, Inspection) of this 
subsection shall not apply to a licensed practitioner . . . with respect to any 
depressant or stimulant drug received, prepared, processed, administered, 
or dispensed by him in the course of his professional practice, unless such 
practitioner regularly engaged in dispensing any such drug or drugs to his 
patients for which they are charged, either separately or together with 
charges for other professional services. 

The key phrases in this paragraph are the words regularly engaged and for which 
they are charged. 

Further in this regard is a quote from the House Report of the Committee on 
Interstate and Foreign Commerce on HR 2, which became PL 89-74: 

The committee intends ... to require record-keeping and to permit in¬ 
spection in the case of those physicians who maintain a supply of pharma¬ 
ceuticals or medicinals in their offices from which they compound pre¬ 
scriptions for their patients for a fee. 

The language of the Senate Committee Report is identical. Both committee re¬ 
ports stated that those required to keep records “involve only a very small percentage 
of physicians.” 

The proposed regulations underscore this point, indicating that “. . . maintaining 
of small supplies of these drugs for dispensing or administering in the course of pro¬ 
fessional practice in emergency or special situations will not be considered as regularly 
engaged in dispensing for a fee.” 

For those physicians who, in the course of their practice, regularly dispense drugs 
and charge for them, certain records are required to be kept for three years, effective 
February 1, 1966. Included are: a complete, accurate record of all depressant and stim¬ 
ulant drugs on hand February 1, 1966; a complete, accurate record of the kind and 
quantity of each drug received, sold, delivered or otherwise disposed of; the name, 
address (and registration number under Section 510 ((e)) of FDCA) of the person 
from whom the drugs were received, and to whom they were sold, delivered, dispensed 
or otherwise disposed of; and the date of the transaction. No separate form for these 
records will be required as long as the information specified is available. 


20 


Maryland State Medical Journal 



Gout is a chronic disease with a high familial incidence. The pathogenesis of 
hyperuricemia in patients with gout is still undetermined. Probenecid and 
colchicine have been effectively used for many years in moderate and severe 
cases of gout. A recently introduced anti-gout drug, a xanthine oxidase inhibitor, 
appears to have merit in resistant cases. 


Selected Aspects of GOUT AND 

GOUTY ARTHRITIS 


]OHlS H. TALBOTT , MD, Editor 

Journal of the American Medical Association 

Gout is one of the diseases most gratifying to 
treat, and I am sure there must be one or two 
members of this group afflicted with the malady. 
Usually they are aware of it; sometimes not. It 
is a disease we see in physicians, among other 
groups of the social order. 

We are dealing with a chronic disease, a dis¬ 
ease once the diagnosis is made or once the clini¬ 
cal manifestations have appeared will be with the 
patient so long as he is with us. This means, then, 
that continuous attention must be paid to medica¬ 
tion. It is not a disease that once the diagnosis is 
made, at least in most patients, it can be for¬ 
gotten. When it is forgotten, then the patient 
sooner or later is a candidate for more and more 
trouble. 

The malady has a higher family incidence than 
we are taught to expect. The longer we follow 
the patients, the higher the familial incidence in 
our experience. Gout may skip a generation, but 
the concentration of uric acid may be elevated 
into the gouty range in non-affected relatives. 

Presented at the annual meeting of the Medical and 
Chirurgical Faculty of Maryland, April 23, 1965, in 
Baltimore. 


The several series that have been reported over a 
period of time reveal a familial incidence as 
high as 20% in the elevation of uric acid unre¬ 
lated to acute attacks, or possibly, I should say, 
before the acute attacks. 

It is proper to inquire in a long-range study, 
what is the chance of a non-affected relative be¬ 
coming a patient at some future time? In our 
experience, which extends over more than two 
decades, the number of non-affected relatives, 
either male or female, who showed an increased 
concentration of uric acid without the develop¬ 
ment of acute articular symptoms is so low that 
it probably may be ignored except by the subject 
himself, who should be aware of the increased 
concentration. And at some future time, which 
may be 10, 20, 30, or more years, he may have an 
“unexplained attack of acute arthritis” unless he 
recalls this finding. 

The changes in the serum uric concentration 
of a son of a patient with gout over a 12-year 
period are shown in fig. 1. We saw the son first 
when he was 10 years of age. The concentration 
of serum uric acid was quite within the normal 
range—3.8mg/100ml. The son came to see us 
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SON, AGE 22, ASYMPTOMATIC 
(FATHER MILD GOUT) 



from time to time according to a mutual under¬ 
standing. Six years later, we noticed his serum 
urate had proceeded from the mid normal range 
to the upper limits of normal, 6mg/100 ml. As 
we followed him in the subsequent two or three 
years, he moved into the well developed gouty 
range, again without any symptoms of an acute 
attack of gouty arthritis. 

We have two or three other examples in which 
there is good evidence that the increased concen¬ 
tration of uric acid in nonaffected relatives oc¬ 
curs during adolescence. Furthermore, we have 
examined a number of children below the age of 
10 or 12 of gouty parents with normal concentra¬ 
tions and a number of non-affected relatives in 
the early 20’s who show an elevated concentra¬ 
tion. 

The pathogenesis of the increased concentra¬ 
tion of uric acid in the serum is still undeter¬ 
mined. There are three obvious reasons why 
there might be an increased concentration: a) 
too much being made by the body; b) too little be¬ 
ing excreted by the kidneys; and c) too little be¬ 


ing destroyed in the intermediary metabolism of 
the degradation product. 

Some highly competent and devoted investiga¬ 
tors believe there may be more than one type of 
clinical familial gout. This poses an interesting 
problem insofar as the pathogenesis of a disease 
generally. I am not one who believes there may 
be several disturbances in either the metabolism 
or the physiology 7 of uric acid responsible for dif¬ 
ferent types of disease. We see a great variety of 
clinical manifestations; those who have it in a 
very mild degree, who may have one attack every 
10 years, or who may have one or two attacks in 
a lifetime, to those who constitute a relatively 
small percentage of the total who have severe 
chronic tophaceous gout. However, I believe it is 
all one disease, with varying impact on the 
patient. 

We possess somewhat more evidence regarding 
the pathogenesis of the acute attacks. There is 
strong presumptive evidence that an acute attack 
of gout does not occur without the presence of 
uric acid crystals in the joint. On the other hand, 
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we see patients with extensive tophaceous depos¬ 
its in the joints without any history of having 
experienced acute symptoms in the joint under 
consideration. 

Why do the symptoms appear rapidly? We 
know that sometimes there are acute precipitat¬ 
ing agents; parenteral injection of penicillin may 
be followed within a day or so by an acute at¬ 
tack of gouty arthritis in the susceptible person 
who is not protected by prophylactic medication. 
It has been recognized for several decades that 
gout may appear two or three days after a surgi¬ 
cal procedure in patients not protected with pro¬ 
phylactic medication. Emotional trauma may be 
implicated as a precipitating factor. But we know 
also or have strong presumptive evidence that the 
uric acid has been present in the joint for a long, 
long time. 

But why, when it has been deposited in a joint 
for so long, do such extraneous factors or factors 
that apparently are unrelated to acute articular 
distress cause the acute attack? We have a 20- 
year follow-up on such a patient. We had good 
evidence that neither knee gave the patient any 
trouble from attacks of acute arthritis. The first 
10 years he was not protected with gout drugs, 
while during the recent 10 years, he was pro¬ 
tected with colchicine. Other joints besides his 
knee were involved. In such a patient, without 
the administration of prophylactic medication, 
why does something happen at some time in which 
an acute arthritis develops while the urate depos¬ 
its have been present for a long, long time? 

The most reliable criterion in diagnosis is the 
evidence related to the clinical description. If I 
had one criterion only upon which to make a di¬ 
agnosis, it would be the clinical characteristics of 
the acute attack. The incidence ratio remains 20 
to 1, male over female. The age is also of some 
help. It is unusual to observe acute arthritis de¬ 
veloping for the first time in the teens, although 
a few examples have been reported. At the other 
end of the scale, gouty arthritis may develop for 
the first time in the seventh or eighth decade. In 
most instances, it appears in the middle decades 
of life. The clinical characteristics are more help¬ 
ful in diagnosis than the concentration of serum 
uric acid. 

The second most helpful criterion is the re¬ 
sponse to colchicine. While a number of drugs 
are useful in the treatment of this disease, col¬ 


chicine is the only specific drug. Except for two 
unusual manifestations of articular disturbance— 
sarcoidosis and a peculiar form of intra-articular 
calcinosis—colchicine is specific for an acute at¬ 
tack of gouty arthritis when administered in the 
accepted fashion; namely, regular administration, 
hourly or two-hourly intervals until the onset of 
gastrointestinal distress. 

The other anti-articular agents—phenylbuta¬ 
zone, the steroids, ACTH, even aspirin may be of 
value in the treatment of many types of acute joint 
distress, but colchicine is the only specific drug 
for acute articular gout. 

Determination of uric acid in the serum poses 
no problem in a laboratory deeply devoted to the 
study of this problem, where great reliance in a 
series of patients suffering from all types of joint 
disease are under study; but in the routine chemi¬ 
cal laboratory, the serum uric acid determination 
is still one of the more difficult tests to perform 
and therefore is more susceptible to false inter¬ 
pretation. The average patient with gout, irre¬ 
spective of the presence of acute or chronic symp¬ 
toms, except for the administration of uricosuric 
agents, will show an elevation above 6mg/100ml. 

On the other hand, many times when a patient 
consults the physician for the first time or con¬ 
sults the physician without a diagnosis of gout 
having been made previously, having had acute 
articular symptoms, may have well relied upon an 
aspirin-containing pain-reliever from the medi¬ 
cine cabinet, which drug tends to depress the con¬ 
centration of uric acid. Thus, the result reported 
may have been unreliable if the datum is sought 
for diagnostic purposes. 

If the uric acid is greater than 10 or llmg/ 
100ml, one must suspect a form of gout other 
than acute familial gout, such as a blood dys- 
crasia, particularly in a young person. Several 
drugs are known to cause an increased concentra¬ 
tion of uric acid. The thiazide diuretics are tfie 
most common. Sometimes it is futile to speculate 
whether a patient on a thiazide is experiencing 
the first attack in an unrecognized family history 
or whether this is idiopathic gout related specifi¬ 
cally to the administration of the diuretic. Treat¬ 
ment is the same irrespective of whether it is fa¬ 
milial gout or gout associated with blood dys- 
crasia, or iatrogenic gout associated with the 
administration of a new drug. 

When a patient is seen during the first attack, 
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MILD GOUT 

PATIENT MM, AGE 82 
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it is helpful to have an x-ray, but we should not 
expect it to be positive. It should be procured 
for its documentary value or possibly to point to 
some other disturbance masquerading as acute 
gouty arthritis. 

A positive family history is helpful in diagnosis. 
The presence of urinary findings and elevated 
blood pressure may be of some assistance. Ap¬ 
proximately 40% of the patients with clinical fa¬ 
milial gout will have intermittent or sometimes 
persistent unexplained albuminuria until a diag¬ 
nosis of gout is suspected. A similar incidence 
holds for an elevation of blood pressure. 

Renal disease is the only serious complication 
in our gouty series. Less than 15% of the patients 
with gout will die prematurely because of acute 
renal failure. With the availability of adequate 
drugs for use during the prophylactic period, this 
percentage should decrease decade by decade. 

In a series of more than 200 postmortem proto¬ 
cols there were few kidneys, irrespective of the 
clinical severity of gouty arthritis, that were 
passed as normal. Most of the kidneys in this se¬ 


ries of cases showed uric acid deposits of varying 
sizes. There were two other complications ob¬ 
served postmortem that were not regularly recog¬ 
nized clinically, ie, infection in the kidney and 
small vessel changes. 

Figure 2 shows findings from a patient who 
was seen in his late 60’s and was 82 at his follow¬ 
up, two years ago. Throughout the period of 
observation the blood urea nitrogen was either in 
the upper limit of normal, assuming 20mg/100 
ml to be the upper limit of normal, or slightly 
above in one or two instances. If we saw such a 
patient who was not suffering from gout, who 
came to us suspected of suffering from other mal¬ 
ady, with a persistent albuminuria and a blood 
urea nitrogen in this range, we would be con¬ 
cerned and deeply so in view of a poor ultimate 
prognosis. This patient, however, continues to do 
well. He has received only 1 mg of colchicine per 
day. You will recall that he is suffering from 
mild gout only, and this is a pro i^r -prophylactic 
dose for a patient with mild gout. When he was 
seen first in 1949, probenecid or other effective 
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Fig- 3 


uricosuric agents were yet to be discovered. Dur¬ 
ing the 15-year period he has averaged not more 
than two days per year of incapacity. The blood 
urea nitrogen, a transient albuminuria, and some 
decrease in PSP excretion should give us some 
concern if the diagnosis were not gout. The max¬ 
imum specific gravity of his urine on several oc¬ 
casions has been in the normal range with no 
elevation of his blood pressure. 

Figure 3 shows our findings from a patient 
who presents a more serious problem. He suf¬ 
fered from severe tophaceous gout when seen in 
his middle 40’s. His tophi had not increased in 
size during this 10-year-period, but his blood urea 
nitrogen has been as high as 40mg/100ml. It 
was never recorded below 20mg, which presents 
a greater prognostic problem. Albuminuria was 
2 to 3 plus and persistent, while the PSP excre¬ 
tion was depressed. The specific gravity was 
fixed at most examinations. A light elevation of 
blood pressui^gave no concern. Because of se¬ 
vere tophaceous gout, he was given four tablets 
of probenecid (2Gm) and three tablets of col¬ 


chicine (1.5mg) a day and has taken this quan¬ 
tity during the 12-year period. He continues to 
do well, having no more than one attack every sec¬ 
ond or third year. 

The patient whose data are shown in fig. 4 
died after he had been observed for a short pe¬ 
riod of time. He represents quite a different clin¬ 
ical picture. He suffered from severe tophaceous 
gout at a relatively young age. His serum uric 
acid was mildly responsive to probenecid. His 
blood urea nitrogen was in the 40-50mg/100ml 
range. He experienced little incapacity from his 
gout because of the daily administration of pro¬ 
benecid and colchicine. Before our observations 
he had suffered greatly and had been forced to 
stay home, some years for several weeks. He 
had an albuminuria of 1 to 2 plus. His PSP ex¬ 
cretion was essentially zero. The maximum spe¬ 
cific gravity of the urine was less than 1.012. The 
blood pressure was normal. He died in renal in¬ 
sufficiency. 

Figure 5 represents a relative of a gouty pa¬ 
tient. His father, with mild gout, died of coro- 
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nary disease in his mid 70’s. We examined all 
the children and several grandchildren. In one 
son albuminuria was discovered during a life in¬ 
surance examination at the age of 18. The blood 
urea nitrogen was within the normal range and 
has remained so. His serum uric acid was in the 
low gouty range and his urinary specific gravity 
was 1020, but he showed a persistent albumin¬ 
uria. There wasn’t a single examination of his 
urine that didn’t show albumin. 

When a patient has a positive family history, 
a persistent albuminuria, and a persistent hyper¬ 
uricemia, one might raise the question whether 
or not to place him prophylactically on antigout 
agents. I am sure there are those who sincerely 
believe we do the patient a disfavor by withhold¬ 
ing medication. I chose, instead, to continue ob¬ 
serving this patient, since medication could be 
started at any time. We now have a 15-year fol¬ 
low-up on the son, and he hasn’t, by our labora¬ 
tory studies, shown any evidence of progres¬ 
sion. Nor has he experienced an acute attack of 
gouty arthritis. 


The question has been raised us to whether or 
not coronary disease has a higher incidence in pa¬ 
tients with gout than in non-gouty males. I am of 
the opinion that this is not valid. If we are dealing 
with a group of men in the 50’s and 60’s, we ex¬ 
pect to find an occasional subject develop coro¬ 
nary disease and die of myocardial infarction. 
One bit of evidence from the Framingham Study 
appears to show a higher incidence of coronary 
sclerosis and generalized vascular disease in asso¬ 
ciation with hyperuricemia. 

Most important in treatment is the prevention 
of the recurrences of acute attacks. If we have a 
satisfactory prophylactic regimen for our pa¬ 
tients, irrespective of mild, moderate, or severe 
gout, we should worry little or not at all about 
the return of acute attacks, providing the patient 
remains on daily medication. 

Because we are dealing with a dual problem, 
articular distress and an essentially unrelated 
problem of uric acid metabolism, we are fortu¬ 
nate in having several agents that are of value 
both in the uric acid phase and in the treatment of 
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the acute articular attacks. The adequate prophy¬ 
lactic regimen includes drugs to prevent the recur¬ 
rence of articular distress and agents that are 
aimed to lower the uric acid content of the blood. 

Figure 6 shows observations on a patient who 
was followed for 25 years in our clinic. While he 
was in the service, in 1941, no diagnosis was 
made of his acute articular distress. In 1947, his 
serum uric acid was approximately 9mg/100ml. 
At that time he was placed on two tablets of 
colchicine a day. He had enjoyed a satisfactory 
response to colchicine without recurrences, but 
during this period essentially no change in his 
uric acid concentration was registered until pro¬ 
benecid, 2 Gm daily, was added. Throughout 
most of the subsequent period, his uric acid has 
been less than 6mg/100ml, a satisfactory response 
to the uricosuric agent. There have been a few 
mild attacks of arthritis but no time lost from 
work over a 16 year period. 

In contrast, fig. 7 illustrates experimental data 
of an irascible patient insofar as his gout was con¬ 
cerned. He suffered from moderate gout with 
minimal changes shown on x-ray of the feet. His 
recorded past history began in 1943; he was seen 
first by us in 1949. He reported one or two 
weeks of incapacity during this interval. When 
he was seen first he was placed on colchicine, but 
he was not cooperative and took his medicine 
irregularly. His prescription for colchicine and 
probenecid was not refilled as often as recom¬ 
mended. This was matched by a fair response 
only to prevention of recurrences. 

He was placed on probenecid in 1951 and ex¬ 
perienced a good response as far as the serum 
uric acid was concerned when taking the drug, 
which was only irregularly. The serum uric acid 
fluctuated considerably, while the drugs were 
stopped on two occasions. There was little or no 
clinical benefit during the 10-year period, as meas¬ 
ured by days of incapacity, attributable directly 
to his irregular medication. If a patient is placed 
on prophylactic medication, he must be as con¬ 
scientious as if he were diabetic with an oral 
or parenteral preparation. 

Figure 8 shows data from a patient with mod¬ 
erate gout with a positive family history. We 
first saw him in 1954 and have his record from 
his family doctor since 1948. At this time he had 
roentgenographic evidence of tophi, and the blood 
pressure was at the upper limit of normal. He 


was placed on probenecid and colchicine with es¬ 
sentially no incapacity for 10 years. He under¬ 
went a plastic repair of his iliac arteries in 1961 
and did very well, suffering no postoperative gout. 
He is living a normal life, doing what he wants 
to do in every respect, but he is careful as far as 
daily ingestion of his colchicine and probenecid. 

Colchicine remains our most helpful drug in 
the treatment of the acute articular distress for 
most patients. If a patient is seen within the first 
24 or 36 hours after the onset of symptoms, and 
1 mg or two tablets are taken every two hours 
—the equivalent of one tablet each hour—until 
the onset of gastrointestinal distress, an excellent 
response may be anticipated. This usually re¬ 
quires 10 or 12 tablets, sometimes 14 or 16. 

Another anti-gout agent available during the last 
decade may be prescribed in doses of 400 to 800 
mgm for one or two days. One need not worry 
about complications or side effects at this dose 
level for this period of time. This drug has the 
additional advantage of not being associated with 
gastrointestinal disturbance as colchicine is. How¬ 
ever, one of the principle advantages of colchicine 
is that if a patient is on daily medication he has a 
head start on aborting an acute attack. 

More recently, a new drug has become avail¬ 
able. Allopurinol has been used extensively in 
England and experimentally in this country. The 
drug is a xanthine oxidase inhibitor which works 
at a totally different position in the uric acid 
cycle. While probenecid increases the excretion 
of uric acid by inhibiting the reabsorption of a 
portion of the substance from glomerular filtrate, 
allopurinol strikes at a more susceptible place in 
the degradation pathway of the purines to uric 
acid. The experience to date is most encourag¬ 
ing. The drug must be taken regularly. Reports 
of allopurinol toxicity are minimal. 

Some physicians are uncertain as to what diet 
to recommend in the intercritical period. I be¬ 
lieve it much more important to give attention to 
the caloric intake if the patient has a tendency to 
obesity than to pay meticulous attention to the 
purine content of foods. A few substances high 
in purines, such as liver, kidneys, sweetbreads, 
which usually are not regular components of an 
average American diet, should be avoided. A 
good portion of red meat is allowable each day. 
I never issue printed diets to the patient. 1 f he 
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takes his drugs regularly, he may eat what he 
wants except for a restriction of calories. 

Irrespective of the uricosuric agent, the patient 
must have a high fluid intake. Since the solubil¬ 
ity of uric acid in urine is not great, unless we 
provide added fluid for excretion, we may in¬ 
crease the tendency to formation of uric acid 
stones. On the other hand, a patient with a lib¬ 
eral fluid intake need not anticipate an increased 
incidence of renal stones. This conclusion is 
based upon a 10-year follow-up since the intro¬ 
duction of probenecid, in comparison with a pre¬ 
vious 10-year period. I recommend no restric¬ 
tion upon the intake of alcohol. The harmful 
effects of alcoholic beverages have been noted in 
the literature for generations without control ob¬ 
servations. There is little evidence that alcohol 
in moderation in any way deters the satisfactory 
clinical progress of the patient with gout on ade¬ 
quate and regular medication. 

Figure 9 shows selected observations during a 
30-year clinical history. One of the advantages 
of dealing with chronic disease is the opportunity 
to follow patients for long periods of time. We 
were provided a good record from this patient’s 
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family doctor before 1945, during which time he 
was getting into more and more trouble. When 
seen first, he was placed on colchicine for acute 
attacks only. Then he realized that the premoni¬ 
tory symptoms should be heeded with early ad¬ 
ministration of colchicine rather than waiting 24 
or 36 hours to see whether a full blown attack 
was inevitable. He reported a significant reduc¬ 
tion in days of incapacity with this change. But 
tophi began to appear and increase in size, and in 
1947 several tophi were removed from his 
hands, knees, and feet. At that time he was 
placed on prophylactic colchicine, three tablets a 
day, and did very well. In 1952, probenecid, two 
tables a day, was added. 

Observations on mortality include a 20-year fol¬ 
low-up of 47 patients. The total patient years ex¬ 
ceeded 1,000. The expected number of deaths was 
approximately 26. Our observed mortality was ap¬ 
proximately 27. No significant difference in the 
mortality from patients with gout from the aver¬ 
age non-gouty white male in the United States 
was observed. 

535 N Dearborn St 
Chicago, III 60610 
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The discomforts of 

DIARRHEA 

MUCOUS COLITIS 
DIVERTICUi IS 
SPASTIC URETERITIS 

BLAO'DER 

Ha®- HdF 1 ins m m * a 111 

♦ ♦ • are relieved by direct musculotropic action with 


Trocinate 

BRAND THIPHENAMIL HC1 


Available in 100 milligram pink sugar-coated tablets. 


The high therapeutic index permits dosage sufficient to relieve 
spasm promptly. The usual initial dose is 4 tablets. Maintenance dosage 
is usually one or two tablets 4 times a day. 
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Trocinate BRAND THIPHENAMIL HC1 

BETA-DIETHYLAMINOETHYL DIPHENYLTHIOACETATE HYDROCHLORIDE 

. . . directly relaxes smooth muscle spasm 
. . . combats hypermotility 
. . . non-mydriatic — may be used in glaucoma 

Trocinate (Thiphenamil HCl) has been found in three clinical studies, (J. Mo. 
Med. Assoc., 48:685-6; Med. Rec. & Annals, 43:1104-6; J. Urol., 73:487-93), 
to be effective and to be free of side-effects. Fifteen years of wide clinical usage has 
affirmed the safety and effectiveness of Trocinate. 
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A retrospective study of three years* 
experience with routine oral administra¬ 
tion of a neuroperistaltic stimulant, 
standardized senna concentrate, in treating 
postpartum constipation suggests that the 
regimen employed is a highly satisfactory 
replacement for routine enema. Satisfac¬ 
tory evacuation with normal stools was 
achieved by the third postpartum day in 
95% women studied. Most achieved such 
evacuation by the second postpartum day. 

Enemas were required to obtain normal 
evacuation in 1.4%. This is an estimated 
saving of nearly 1,500 enemas, as com¬ 
pared with the usual third-day regimen. 

The incidence of severe cramping was 
less than half of one per cent, and of all 
cramping, 3.7%. No other side effects 
were noted. There were no problems of 
acceptance of the medication, except in a 
few cases of severe cramping, some of 
which were probably caused by overdosage. 

MICHAEL bS MOM AS, MD 


Because constipation in the immediate post¬ 
partum period is the rule rather than the excep¬ 
tion, enemas are often administered routinely on 
the second or third postpartum day. These can 
he uncomfortable and embarrassing to the patient, 
as well as relatively expensive and time-consuming 
—not an inconsiderable problem in the light of 
current concern over hospital costs and shortages 
of personnel. 

Until mid-1960, it was our practice to adminis¬ 
ter enemas on the third postpartum day to patients 
who had not had an evacuation by that day. In 
an effort to eliminate this procedure, we substi¬ 
tuted for it the routine oral administration of 
tablets of standardized senna concentrate (Seno- 
kot), a purified and standardized preparation de¬ 
rived from the deseeded senna pod. As a neuro¬ 
peristaltic stimulant, this medication appeared to 
be specifically indicated for combatting the consti¬ 
pation attendant upon changes in the smooth 
muscle of the intestinal tract resulting from preg¬ 
nancy and delivery, 1 enforced bed rest, reduced 
fluid and food intake, and surgical anesthesia and 
drugs associated with delivery. 

From the Anne Arundel Hospital, Annapolis, Md. 


STANDARDIZED SENNA 


CONCENTRATE IN 


POSTPARTUM BOWEL 


REHABILITATION 


This is a report of three years’ experience with 
this regimen for treating postpartum constipation. 

Method and Materials 

Over the three-year period, standardized senna 
concentrate tablets were administered routinely 
to 1,924 postpartum patients. Of these, 521 were 
primiparas. 

Doses of two tablets each were administered in 
the morning and in the evening of the first two 
postpartum days. Medication was discontinued 
when a patient had a normal evacuation. The 
maximum total dose was eight tablets. If no 
evacuation occurred by the evening of the third 
day, an enema was given. 

When satisfactory evacuation took place ini¬ 
tially after administration of the preparation on 
the first or second postpartum day, the result was 
rated excellent. When it took place initially on the 
third postpartum day, it was rated good. When 
there was unsatisfactory or no evacuation by the 
end of the third postpartum day, or when medica¬ 
tion had to be discontinued before the course of 
therapy was completed, the rating was poor. 

Results 

Of the 1,924 patients treated with this regimen 
over a three-year period, 1,824 (95%) had satis¬ 
factory evacuation on or before the third post¬ 
partum day; 1,730 of these had satisfactory evac¬ 
uations on or before the end of the second 
postpartum day. 
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There was no significant difference in results 
between primiparas and multiparas. Since most 
patients evacuated satisfactorily during the second 
day, after routine ingestion of the third dose, the 
average number of tablets per patient was six. 

Of the 100 patients in whom the medication 
was adjudged poor, 73 had inadequate evacuation, 
and 27 required enemas because there was no 
evacuation. The enema rate over the three-year 
period was 1.4%. 

Cramping was reported by 72 patients. It was 
severe in 11 cases, moderate in six, and mild in 55. 
This may have been due to overdosage in some 
cases. No other side effects were noted, and the 
medication was readily accepted except in the few 
cases of severe cramping. Most patients reported 
gentle evacuation with well-formed stools. 

Comment 

Several recent studies suggest that 75-85% of 
parturients, if untreated, do not have bowel evac¬ 
uation by the end of the third postpartum day. 2-4 
This accords with our impression based on experi¬ 
ence before institution of the described regimen. 
Hence, about 1,500 enemas would have been 
administered, under prior practice, to the patients 
in this three-year series. Since 27 were actually 
administered, the saving in patient comfort and 
hospital expense was substantial. 

Administration of the test tablets was initiated 
in the morning of the first postpartum day, since 
we feared that a longer waiting period might in¬ 
crease the amount of medication required for 
satisfactory evacuation and delay restoration of 
regular bowel function. With satisfactory evac¬ 
uations occurring in 95% of all patients by the 
third postpartum day and the incidence of severe 
cramping in only little more than half of one per 
cent, we consider the oral regimen with standard¬ 
ized senna concentrate a highly satisfactory re¬ 
placement for the third-day enema. 

121 Cathedral Street 
Annapolis, Md 
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Important Notice for Component 
Medical Societies and Individual 
Members of Medical and 
Chirurgical Faculty 


All resolutions or recommendations for presentation 
to the House of Delegates must be in the Faculty Office 
by Tuesday, March 1, 1966, which is eight (8) weeks 
prior to the Annual Meeting. This is referred to in the 
following quote from the Faculty Bylaws: 

... A Reference Committee of five members of the House 
of Delegates to which all Resolutions involving questions 
of Faculty policy, except those proposed by the Council or 
committees of the Faculty, shall be referred at least eight 
weeks prior to any regular session ... of the House of 
Delegates. All such resolutions shall be reported to the 
House of Delegates with the committee’s recommendations, 
provided that, with the sponsor s approval, the committee 
may revise any resolution. 

The meeting of the Reference Committee is open to 
all members of the Faculty in good standing, who may 
attend and express their opinions. Notice of the date 
and place of the Committee meeting will be sent to all 
members. 


RESOLUTIONS for April 1966, House of 
Delegates must be in the Faculty Office by 
TUESDAY, MARCH 1, 1966 
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no significant weight gain 


No statistically significant weight gain has been recorded in patients taking Provest for 
as long as 12 months. To avoid this undesirable side reaction while providing effective 
oral control of conception, you can put your patient on Provest. She’ll be pleased. 


Provest contains medroxyprogesterone acetate with ethinyl estradiol. Both of its com¬ 
ponents are close chemical approximations of the endogenous hormones involved in 
ovulation. Provest appears to be free of androgen-like effects; it has produced no 
hirsutism or voice change, and virtually no acne, in reports to date. Edema has occurred 
rarely. There have been no reports of liver dysfunction or jaundice, nor of associated 
chloasma or photosensitivity. The use of Provest has not been attended by any signifi¬ 
cant change in blood-coagulation pattern ortheoccurrenceof drug-induced depression. 

Provest can control conception only when the dosage schedule is faithfully adhered to. 
To make it easier for your patient to remember, each cycle-course of 20 tablets is 
supplied in the convenient “forget-me-not” Provest Daypak.* 


For a complimentary supply, please write to Dept. 60, 
The Upjohn Company, Kalamazoo, Michigan. 


Contraindications : It is suggested that Provest not be used in patients with a history of genital or breast malignancy, 
thromboembolic disease, or hepatocellular or renal disease unless the advantages of this type of therapy outweigh the 
possible disadvantages. Precautions : Alert patients to possibility of amenorrheic cycle and instruct them to resume 
Provest tablets on the 7th day following their previous 20-day course, even though the menstrual flow failed to appear. Use 
drug with caution in patients with cardiac disease, epilepsy, migraine, or asthma. Since fibroids may increase in size 
with Provest use, watch patients with fibroids. Endometria submitted from patients taking Provest should be suitably 
labeled for the pathologist making the examination. Use drug carefully in patients with endocrine or metabolic diseases, 
such as diabetes, since it has not been evaluated in patients with all types of such disorders. Side Effects : Intermenstrual 
bleeding or spotting may occur, especially in the first two to three cycles of therapy and usually between the 15th to 20th 
days of medication. Sugg ested mana g ement : (1) spotting—no change in therapy; (2) menses-like bleeding (at mid-cycle 
or after)—increase to two tablets daily until bleeding recedes or consider this bleeding as a menstrual period, discontinue 
medication to allow withdrawal bleeding to be completed, and reinstitute therapy on the 5th day of the new cycle. Organic 
disease should be ruled out if persistent irregular intermenstrual bleeding occurs. Most side effects are those also found 
in early pregnancy: nausea and/or vomiting, breast tenderness, headache, fatigue, increased or decreased libido, or, very 
rarely, hair loss. These side effects are minimal and tend to disappear with continued treatment. Dosa g e and Administration : 
Administer cyclically one tablet daily from day 5 through day 24 of the menstrual cycle. Available : Provest Daypak of 20 
tablets, and bottles of 500 tablets. 


Upjohn 
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CANDICIDIN 

A NEW VAGINAL MONILICIDE . 

A Test Series 


Vaginal infections have long been a thorn in 
the side of gynecologists. Of special prominence, 
both as to frequency of occurrence and difficul¬ 
ty of treatment, has been the trichomonas infes¬ 
tation. In recent years, however, moniliasis or 
candidiasis appears to be supplanting it as the 
primary vaginal invader. This apparently has been 
brought about, in part, by 1) the more general 
use of antibiotics and 2) the increased virulence 
or resistance, or both, of the causative yeast-like 
organisms. Vaginal moniliasis has long been a 
special problem in diabetics 1 and in pregnant 
patients, presumably because of a greater tendency 
toward mondial growth in the glucose-glycogen 
rich vaginal epithelium and secretions in these 
two conditions. 

Reports as early as 1840, noting vaginal yeasts, 
indicated that these infections have been treated 
for decades with numerous agents and with vary¬ 
ing results. Efforts to eradicate this condition 
have been less than uniformly successful, and a 
need for more efficacious therapy has persisted. 
While Pickhardt and Breen 2 reported that 99% 
of cases with vaginal moniliasis were cured with 
gentian violet, many required up to four two- 
week courses of treatment. Lang and co-workers 3 
obtained a 52% cure rate in pregnant patients 
treated with nystatin. This was increased to 76% 
after a second course of treatment. In nonpreg¬ 
nant patients, the cure rate was 79% after one 
course and 92% after a second course. Other 
reported cure rates varied from 50% to 100%. 

A new agent, candicidin (Candeptin), may be 
a solution to this problem. Isolated from a culture 
similar to Streptomyces griseus, candicidin has 
shown far greater in vitro antifungal activity than 
such well known drugs as nystatin and ampho¬ 
tericin B. 4 


PROCEDURE 

The study group consisted of white private 
patients, gynecological and obstetrical, affected 
with vaginal Candida albicans. The age span of 
the subjects was 20 to 46 years, with most be¬ 
tween 25 and 35 years. Symptoms ranged from 
none all the way to severe pruritis, vulvitis, 
vaginitis, and discharge. Duration of symptoms 
varied from nil (occasional asymptomatic patients 
in whom the infection was noted during routine 
office examination) to more than one year. 

At the initial examination an evaluation was 
made of the severity and type of symptoms. A 
vaginal culture was then taken. The diagnosis of 
moniliasis in this study was limited to cases con¬ 
firmed by a positive culture of vaginal secretions 
on either the Pagano-Levin Fungus Culture 
Medium or the Nickerson’s Medium. 

Patients were instructed to insert one vaginal 
tablet containing 3mg of candicidin in the morning 

Fifty-one obstetrical and gynecological 
patients with culture-proven mondial 
vaginitis ivere treated with a new anti¬ 
fungal agent, candicidin. With candi¬ 
cidin vaginal tablets, results shoived 
78% initial successful treatment and 
93% cure after retreatment of stubborn 
cases. Candicidin vaginal ointment pro¬ 
duced 100% cure in a small series of 
patients. There were no untoward re¬ 
actions to either medication. Both ivere 
well tolerated and accepted by the 
patients. 

HERBERT J. FR1EDEL, MD 
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CLINICAL FINDINGS 
Candicidin Vaginal Tablets 



Cured After Single 

Cured After Additional 

No. 

Course of Therapy 

Course of Therapy 

Obstetrical patients 23 

17 (74%) 

22 (96%) 

Gynecological patients 17 

14 (82%) 

15 (89%) 

TOTAL 40 

31 (78%) 

37 (93%) 


and evening for 14 consecutive days. Some 
patients received 5gm of medication in the form 
of a vaginal ointment containing 3mg candicidin 
and were instructed to insert one applicatorful 
of ointment morning and evening for 14 days. 
Those patients initially exhibiting negative cul¬ 
tures were excluded from the study. Those with 
positive cultures were rechecked for symptoms, 
and a repeat culture made one to five days after 
completion of the candicidin treatment. Those 
patients again showing positive cultures were 
given repeat treatment cycles as necessary. A 
follow-up culture was taken approximately four 
weeks after the completion of the treatment cycle. 
Patients were instructed to have their sex partner 
use a condom to prevent reinfection. 

RESULTS 

Sixty-four patients were observed, of whom 13 
had negative initial vaginal cultures and were 
dropped from the study. Seven of those dropped 
had good relief of symptoms from the use of the 
medication, despite failure of proof of fungal 
involvement. Of the 51 patients constituting the 
study, 40 were given tablets and 11 were given 
ointment. Of the patients on tablets, 23 were 
obstetrical and 17 were gynecological. In the oint¬ 
ment series, three were obstetrical and eight were 
gynecological. 

The table summarizes results of treatment with 
candicidin tablets. A cure rate of 89% or better 
was noted in both the obstetrical and gynecological 
subjects. Of the patients treated with ointment, 
the three obstetrical patients and five of the 
gynecological patients were cured after one course 
of treatment; the other three were cured after a 
second course. No irritation or sensitization oc¬ 
curred in the patients studied. 


DISCUSSION 

One treatment failure in each group (tablet and 
ointment study), after three cycles of medication, 
reported a penile irritation in her husband. The 
men involved were referred to a urologist for 
treatment, and a positive fungus culture was 
obtained after prostatic massage. The use of 
condoms was recommended to avoid conjugal 
reinfection, but resistance was encountered for 
personal and religious reasons. Somewhat more 
favorable results could be expected with at least 
temporary use of condoms. 

There was general but not absolute correlation 
between severity of symptoms and resistance to 
cures. Patients in later pregnancy showed some¬ 
what greater resistance than those in earlier 
stages. The results with both medications appeared 
comparable, with a slight superiority in the oint¬ 
ment. Tablets were easier to use, caused less 
leakage, and appeared more suited to obstetrical 
patients, in whom an applicator might be 
contraindicated. 

11014 Netc Hampshire Ave. 

Silver Spring, Md. 20904 


GENERIC AND TRADE NAMES OF DRUGS 

Amphotericin B —Fungizone 
Candicidin —Candeptin 
Nystatin —Mycostatin 
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liNew 

low-cost 

tetracycline/ 

antifungal 

therapy 

TetrexF 

tetracycline 
phosphate complex 
-nystatin 


Because new Tetrex-F (tetracycline 
phosphate complex-nystatin) is the most 
economical therapy of its kind that you 
can prescribe, it is a sound choice whenever 
tetracycline therapy is indicated in 
patients predisposed to mondial infections. 

JFho are these “candidates for Candida”? 

1. diabetic patients 

2. nonpregnant women with a history of 
recent or recurrent mondial vaginitis 
5. elderly or debilitated patients 

4 . patients with a past history of moniliasis 

5. patients on long-term tetracycline or 
corticosteroid therapy. 

For these patients, Tetrex-F (tetracycline 
phosphate complex-nystatin) provides 
efficient tetracycline therapy against 
a broad range of infections plus protection 
against superinfection associated with the 
overgrowth of C, albicans in the G.I. tract. 
Priced for savings 

Tetrex-F (tetracycline phosphate complex- 
nystatin) is lowest in cost—priced 20% 
lower than most tetracycline/antifungal 
products. 


BRISTOL THERAPEUTIC SUMMARY 
For complete information consult Official Package Circular. 
Indications: Infections of respiratory, gastrointestinal and 
genitourinary tracts and skin and soft tissues due to tetracycline- 
sensitive organisms, in patients with increased susceptibility to 
mondial infections. 

Contraindications: The drug is contraindicated in patients hyper¬ 
sensitive to its components. 

Warnings : Photodynamic reactions have been produced by tetra¬ 
cyclines. Natural and artificial sunlight should be avoided during 
therapy. Stop treatment if skin discomfort occurs. No cases 
of photosensitivity have been reported with Tetrex (tetracycline 
phosphate complex). With renal impairment, systemic accumulation 
and hepatotoxicity may occur. In this situation, lower doses 
should be used. Tooth staining and enamel hypoplasia may be induced 
during tooth development (last trimester of pregnancy, 
neonatal period and childhood). 

Precautions: Bacterial superinfection may occur. Infants may 
develop increased intracranial pressure with bulging fontanels. 

In gonorrheal therapy, serologic tests for syphilis should be 
conducted initially and monthly for 3 months. 

Adverse Reactions: Glossitis, stomatitis, nausea, diarrhea, flatulence, 
proctitis, vaginitis, dermatitis, and allergic reactions may occur. 

Usual Adult Dosage: 1 capsule q.i.d. Continue therapy for 10 days in 
beta-hemolytic streptococcal infections. Administer one hour 
before or 2 hours after meals. 

Supply: Capsules, bottles of 16. Each capsule contains tetracycline 
phosphate complex equivalent to 250 mg. tetracycline HC1 activity and 
250,000 units of nystatin. Oral Suspension, 60-ml. bottle. 

Each 5 ml. contains tetracycline equivalent to 125 mg. tetracycline 
hydrochloride and nystatin, 125,000 units. 

BRISTOL LABORATORIES 
Division of Bristol-Myers Co. 

Syracuse, New York 


BRISTOL 










/ 


V 


ANNUAL MEETING OF MEDICAL AND CHIRURGICAL FACULTY 
APRIL 27 and 28, 1966 BALTIMORE, MARYLAND 

APRIL 29-MAY 4, 1966 ABOARD SHIP AND IN BERMUDA 




r 


MAKE YOUR HOTEL ROOM RESERVATIONS NOW 

for the 

ANNUAL MEETING OF MEDICAL AND CHIRURGICAL FACULTY 
APRIL 27 and 28, 1966 

A block of rooms has been set aside at the SHERATON-BELVEDERE HOTEL, Baltimore, for those attend¬ 
ing this meeting. Because of many activities in the city, rooms will be at a premium. 

The rates will be from $16.50 to $18.50 for a twin bedded room and bath for two persons; single occu¬ 
pancy will be $12.50 to $14.50. 

FOR YOUR HOTEL RESERVATION DETACH AND MAIL THIS SLIP DIRECTLY TO: 


Mrs. Jacqueline Amati 
SHERATON-BELVEDERE HOTEL 
Charles & Chase Sts., Balto., Md. 21202 

Name 

Address City State 

Please reserve.rooms Approximate rate.No. of persons 

Date of arrival.Date of departure. 

Attending Annual Meeting of the Medical and Chirurgical Faculty. 
All requests subject to confirmation. 
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GET THE MOST FROM YOUR 
STATE MEDICAL SOCIETY’S 
168th ANNUAL MEETING 


Committee on 
Program and 
Arrangements 


John Collins Harvey, MD 
Chairman 


HEAR THE SCIENTIFIC SESSIONS 

SEE THE EXHIBITS 

ATTEND THE ROUND TABLE LUNCHEON 

COME TO THE RECEPTION AND PRESIDENTIAL DINNER 

AVAIL YOURSELF OF THE OPPORTUNITY FOR HEALTH 
EVALUATION TESTS 

PARTICIPATE IN THE HOUSE OF DELEGATES MEETINGS 

JOIN YOUR FELLOW MEMBERS ON THE BERMUDA CRUISE 
CONVENTION 

ROUND TABLE LUNCHEON — WEDNESDAY, 
APRIL 27 

Park Plaza Hotel, Baltimore 

PRESIDENTIAL DINNER — THURSDAY, APRIL 28 

Sheraton-Belvedere Hotel, Baltimore 

MEDICOLEGAL SYMPOSIUM — “Alcoholism and 
the Law” WEDNESDAY, EVENING, APRIL 27 

The Alcazar, Baltimore 

HEALTH EVALUATION TESTS FOR PHYSICIANS 
ALL DAY WEDNESDAY and THURSDAY, 

APRIL 27 and 28 

The Alcazar, Baltimore 

BERMUDA CRUISE CONVENTION 

SS ARGENTINA—sails froru Baltimore, Friday 
afternoon, APRIL 29, returns Wednesday, 
morning, MAY 4. 

DAILY SCIENTIFIC SESSIONS AND GRAND 
ROUND FILMS 

Limited accommodations are still available. 
Call or write today to Travel Guide Agency, 
416 North Charles Street, Baltimore, Md. 21201, 
or telephone 727-1696 

EXHIBITS — TECHNICAL and SCIENTIFIC 
ALL DAY WEDNESDAY and THURSDAY, 

APRIL 27 and 28 

The Alcazar, Baltimore 

HOUSE OF DELEGATES MEETINGS 
TUESDAY EVENING, APRIL 26, and FRIDAY 
MORNING, APRIL 29 

Faculty Building, 1211 Cathedral Street, 
Baltimore 
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APRIL 27-MAY 4, 1966-IMPORTANT DATES 
ANNUAL MEETING OF THE MEDICAL AND CHIRURGICAL FACULTY 


Plan now to attend the sessions at the Alcazar on April 27 and 28 


FIRST AMOS R. KOONTZ MEMORIAL LECTURES 
APRIL 28, 1966, by Dr. Buxton and Dr. Ballinger, eminent representatives of the two medical 
schools with which Dr. Koontz was so prominently connected. 


Robert W. Buxton, MD, professor of 
surgery and head of the department 
at the University of Maryland, will give 
a lecture honoring the memory of 
Amos R. Koontz, MD, an internationally 
known and respected member of the 
Medical and Chirurgical Faculty, who 
died this past year. 

Dr. Buxton, born in Joplin, Mo., re¬ 
ceived his MD degree from Kansas 
University and MS degree from the 
University of Michigan. Fie interned at 
Strong Memorial Hospital in Rochester, 
N. Y., and served an assistant residency 
in both pathology and surgery there. 
He was a resident in surgery at the Genesee Hospital and the 
Strong Memorial Hospital, then a resident in thoracic surgery at 
the University of Michigan from 1941 to 1943. Between 1943 
and 1955, Dr. Buxton was instructor, assistant professor, and 
associate professor of surgery at the University of Michigan. In 
September 1955 he was appointed professor of surgery at the 
University of Maryland. He has had more than 50 articles 
published in medical and surgical journals. 


“Postgastrectomy Syndromes” will be 
the title of the Koontz Memorial Lec¬ 
ture given by Walter F. Ballinger, II, 
MD, associate professor of surgery at 
The Johns Hopkins University School 
of Medicine. Dr. Ballinger was born in 
Philadelphia, attended Cornell Univer¬ 
sity and the School of Medicine at the 
University of Pennsylvania, where he 
received his MD degree. 

He served an internship and residency 
in surgery at the Columbia Division of 
Bellevue Hospital and the Columbia 
Presbyterian Medical Center in New 
York between 1948 and 1956. He 
spent two years in the army. His investigative interests include 
gastrointestinal, metabolic, and hematologic problems applied 
to surgery. 




DR. MULLAN AND DR. KAMPMEIER WILL SPEAK 


John F. Mullan, BCh, BAO, professor 
of neurological surgery, University of 
Chicago, will give a lecture on the 
treatment of pain. Born in County 
Derry, Ireland, he studied medicine at 
Queens University, Belfast, Ireland, and 
graduated in 1947. He served a resi¬ 
dency in general surgery in the Royal 
Victoria Hospital in Belfast, supple¬ 
mented by a year’s study at Middlesex 
and Guy’s Hospitals in London. After 
obtaining a fellowship at the Royal 
College of Surgeons in England, in 
1951, he turned to neurosurgery and 
came to the Montreal Neurological In¬ 
stitute in 1953, finishing his residency in neurosurgery in 1955. 

He then came to the United States and became a full time 
staff member of the University of Chicago. He has been an 
assistant, associate, and full professor of neurological surgery, 
obtaining the latter in 1963. In 1957, Dr. Mullan was certified 
by the American Board of Neurological Surgeons. His special 
interests are the surgical treatment of pain, intracranial 
aneurysms, and epilepsy. 


Born in Iowa, Rudolph H. Kamp- 
meier, MD, received his medical degree 
from the State University of Iowa. He 
trained in internal medicine at the 
University of Michigan and he has been 
on the faculties of the Louisiana State 
University and Vanderbilt University for 
many years. He became professor of 
medicine emeritus at Vanderbilt in 1963 
and has continued as director of the 
division of continuing education. Dr. 
Kampmeier is editor of the Tennessee 
Medical Journal and of the Southern 
Medical Journal. He is a past presi¬ 
dent of the Tennessee Medical Asso¬ 
ciation and of the Southern Medical Association. 

The May, 1964, issue of Medical Clinics of North America, 
which is a collection of papers dealing with syphilis and other 
venereal diseases, was dedicated to Dr. Kampmeier. An accom¬ 
plished diagnostician and clinician, Dr. Kampmeier ranks among 
the most distinguished syphilologists. His lecture for the 
coming annual meeting is “Syphilis: Then and Now.” 
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DON’T MISS THE BOAT! Make your reservations today for the 
Bermuda Cruise Convention April 29-May 4 


During the Bermuda Cruise Convention 


Dr. Cornbrooks 



Dr. Mech 

are among the lecturers 




Dr. Rappeport 


“The Endometrial Aspiration Biopsy” is the title of the lecture to be given by Ernest I. Cornbrooks, Jr., MD. Born in Newport 
News, Va., Dr. Cornbrooks graduated from St. Johns College, Annapolis, and received his MD degree from the University of Mary¬ 
land. He was on a rotating internship at the University Hospital for two years, followed by an assistant residency and a residency 
in gynecology. He was a commander in the United States Navy from 1941 to 1946. He is a member of, and has held office 
in, numerous medical and lay organizations. He was certified by the American Board of Obstetrics and Gynecology in 1949. Dr. 
Cornbrooks is associate professor of gynecology at the University of Maryland School of Medicine and chief of the Oncology 
Clinic of the Greater Baltimore Medical Center. 


Karl F. Mech, MD, will give a paper entitled ‘‘Surgical Considerations in Gastrointestinal Bleeding.” After receiving an MD de¬ 
gree from the University of Maryland School of Medicine, he served a surgical residency at St. Agnes Hospital, Baltimore. Since 
then he has been engaged in the private practice of surgery. Dr. Mech has taught at the University of Maryland continuously, 
except for four years of army service. During his army service, he had an active part in the development of the use of antibiotics, 
particularly penicillin, in the treatment of war wounds. His current positions are: associate professor of anatomy and assistant 
professor of surgery at the University of Maryland School of Medicine, chief of the department of surgery at St. Agnes Hospital, 
member of the Board of Medical Examiners of the State of Maryland, and treasurer of the Medical and Chirurgical Faculty. He is 
also a surgical consultant to the U. S. Army, serving at Fort Meade and the Veterans Administration Hospital at Fort Howard. Dr. 
Mech is certified by the American Board of Surgeons. 


Jonas R. Rappeport, MD, president of the Maryland Psychiatric Society and assistant clinical professor of psychiatry at the 
University of Maryland School of Medicine, will speak on ‘‘Sex in Marriage Counseling.” Dr. Rappeport was born and educated in 
Baltimore, receiving his MD degree from the University of Maryland in 1952. He interned at Michael Reese Hospital in Chicago 
and took his psychiatric training at the University of Maryland Psychiatric Institute and the Sheppard and Enoch Pratt Hospital. 
He has held staff positions at the latter hospital and the Spring Grove State Hospital. He has been in the private practice of 
psychiatry since 1958 and has been court psychiatrist for Baltimore County since 1959. Dr. Rappeport is a Fellow of the Ameri¬ 
can Psychiatric Association and a Diplomate in Psychiatry of ths American Board of Psychiatry and Neurology. 
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So I said, “All right, Raymond, 

if you don't take your cough medicine this minute, 

I’ll call Doctor Peabody ” 


Controlling the child is sometimes as big a problem as controlling his cough. But with 
most children and with most coughs, the job is usually much easier with one of these 
effective Novahistine formulas. 

If it’s the useless, exhausting type of cough that often accompanies respiratory infection or 
allergy, you can provide prompt relief with Novahistine DH. Its decongestant-antitussive 
action controls frequency and intensity of cough spasms without abolishing cough reflex. 
And the fresh grape flavor of Novahistine DH appeals to children and adults alike. 

When your diagnosis is bronchitis, complicated by thick tenacious exudates, Novahistine 
Expectorant is particularly useful. It not only provides decongestive action and controls 
the cough, but also encourages expectoration, thus easing bronchial obstruction. 

Use with caution in patients with severe hypertension, diabetes mellitus, hyperthyroidism 
or urinary retention. Ambulatory patients should be advised that drowsiness may result. 
Continuous dosage over an extended period is contraindicated since codeine phosphate 
may cause addiction. 

Each 5 ml. teaspoonful of Novahistine DH contains codeine phosphate, 10 mg. (Warning: 
may be habit forming); phenylephrine hydrochloride, 10 mg.; chlorpheniramine maleate, 
2 mg.; chloroform (approx.), 13.5 mg.; l-menthol, 1 mg. (Alcohol 5%). Each 5 ml. of 
Novahistine Expectorant contains the above ingredients and, in addition, glyceryl 
guaiacolate, 100 mg. 


HOVAHISTINE DH 
NOVAHISTINE* EXPECTORANT 

PITMAN-MOORE Division of The Dow Chemical Company, Indianapolis 
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Pity Hospitals 


BY DOUGLAS CARROLL, M.D. 
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Chapter 2.—Physicians, Medical Education and 

Almshouses: Advances in Baltimore (1773-1822) 


The zeal for study and eager desire of acquir¬ 
ing knowledge, that at present distinguish the 
students of medicine in Baltimore, have with 
much satisfaction been observed by some of the 
physicians of this place, who being desirous to 
aid and cherish as far in their pozver so laudable 
a spirit have entered into an association to establish 
a medical school here the ensuing winter, where 
youth who arc engaged in the study of physic 
shall have opportunities of hearing courses of 
lectures . . . the advantages to be derived from a 
public hospital are too apparent to require illus¬ 
tration . . . At an early period of the ensuing 
winter courses of lectures . . . will commence: 

(Andrew Wiesenthal’s advertisement for medical stu¬ 
dents, Maryland Journal for March 29, 1790.) 

Almshouse Physicians in the Eighteenth Century 

During the early years of the Almshouse, a 
number of distinguished men served as visiting 
physicians. In 1789, Dr. Andrew Wiesenthal 
(1762-1798), the son of Baltimore’s leading phys¬ 
ician, returned to Baltimore. He was a sanguine 
and ebullient young man-about-town, an accom¬ 
plished musician, who had enjoyed his three years 
of training at St. Bartholomew’s Hospital in Lon¬ 
don. He became attending physician at the Balti¬ 
more Almshouse in 1789. This gifted physician 
made a major contribution to medical science 
when he discovered that a round worm in the 
trachea was the cause of syngmosis (“the gapes”), 
an important epizootic disease in domestic fowl. 
This was the first discovery ever made of an 
organism’s producing an infectious disease or epi¬ 
demic. The posthumous report of his findings 


appeared in the London Medical and Physical 
Journal of 1799. Together with several other 
physicians who had been inspired by the advanced 
medicine in Europe and appalled by the low state 
of medical practice in the United States, he 
founded a medical school, hoping to use the Alms¬ 
house as a source of patients to be demonstrated 
to the students. 

In England, the medical schools had been or¬ 
ganized around hospitals rather than around 
physicians in practice. This method had been 
tried at the Pennsylvania Hospital (opened in 
1752) but had not been successful because the 
physicians found it more profitable to give lec¬ 
ture courses and receive fees directly from each 
student. The same thing happened in Baltimore. 
Since there were no licensing boards, no diploma 
was needed to practice medicine. Not until 1870, 
after many heartbreaking attempts, was the ap¬ 
prenticeship system finally abandoned (at Llar- 
vard and Pennsylvania). Universities took over 
the quality control of medical education and the 
awarding of diplomas. Medical teachers went 
onto the payroll of the medical schools. 1 Un¬ 
fortunately, Weisenthal’s efforts to found a med¬ 
ical school was not carried beyond a series of 
lectures on anatomy and surgery to a class of 15 
students in 1789-90. At the same time, George 
Buchanan, an Edinburgh student and graduate 
of the University of Pennsylvania in 1789, lec¬ 
tured on diseases of women and children. The 
medical school closed with Weisenthal’s early 
death. 

The Almshouse was not used for patient mate- 
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rial until about 1812, when Drs. William Gibson 
and Samuel Baker, professors of surgery and 
materia medica at the College of Medicine of 
Maryland (later the University of Maryland 
Medical School), accepted visiting physician ap¬ 
pointments at the Almshouse on condition that 
their students should have the privilege of clinical 
instruction there. The clinics at the Almshouse 
were chieily surgical operations. 2 

During the last decade of the eighteenth cen¬ 
tury, the seeds of a Baltimore medical school 
were planted. In addition, the Medical and Chi- 
rurgical Society of Maryland was started by many 
of those interested in medical education. In 1793, 
Baltimore started the first continuously operating 
health department in the United States. 3 

Another distinguished physician associated with 
the Almshouse was Dr. James Smith (1771- 
1841). Called the Father of Vaccination in Mary¬ 
land, he started the widespread practice of vac¬ 
cinating against smallpox in 1801. lie kept good 
case records. These show that his first patient was 
Nancy Malcum, age 7, an inmate of the Alms¬ 
house. 

The founding of vaccination schools by the 
national government (one of the first under Dr. 
Smith in 1813) was one of the earliest examples 
of federal interest, financing, and responsibility in 
public health. Medical advances continually dem¬ 
onstrated that major communicable diseases could 
be prevented by control of water supply and 
sewage disposal, by quarantine and isolation, by 
mass vaccination, and by food and milk inspec¬ 
tion. 

The trustees of the Almshouse in 1818 4 re¬ 
ported that there was an overseer, a full time 
physician and seven visiting consultant physicians 
and surgeons, a purveyor, a druggist, and a ma¬ 
tron. All of the physicians and surgeons were 
professors at the newly founded College of Med¬ 
icine of Maryland. The inmates led a spartan 
life. All rooms were whitewashed with good 
quicklime and slaked with boiling water in the 
spring and fall. One bed was allowed for each 
adult. No more than two children could occupy 
a single bed. The bed ticks were washed and filled 
with clean fresh straw and the blankets washed 
twice a year. 

Public interest in medical education continued. 
Although knowledge then was meager compared 



Fig 1 


James Smith (1771-1841) AM, Dickinson College 
(1792), pupil of Dr. Benjamin Rush, University of 
Pennsylvania (1794), resident physician, Baltimore 
City and County Almshouse (1800-01), performed 
his first vaccination on May 1, 1801 dess than a 
year after Benjamin Waterhouse performed the 
first vaccinations in the United States) at the 
Almshouse. He did a great deal to publicize and 
establish vaccination in the United States. 

(Artist, Rembrandt Peale (1778-1860), painted around 1813- 
15. Dangerfield Collection, The Baltimore Museum of Art) 

with today, there was a widespread demand for 
more physicians. Furthermore, hospitals were 
rapidly becoming physicians’ workshops. 5 Repu¬ 
tations could be made in hospitals. Their superior 
opportunities for student teaching were recog¬ 
nized. At the Baltimore City and County Alms¬ 
house in 1818, students of medicine and surgery 
were urged to accompany visiting physicians, on 
payment to the trustees of $10 a year. Two medi¬ 
cal students were boarded and lodged for two 
years on the payment of $150 each. 

After 1805, the city needed the land on which 
the Almshouse stood for residential development. 
In 1819, 306 acres west of the city was bought 
for the Almshouse, and all the inmate.' were re¬ 
moved to that location in 1822. 
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Changing Function of the Baltimore Almshouse 

During this early period, the Almshouse and 
Workhouse were used as a depository for the 
social problems of the growing city. “Rogues, 
vagrants, vagabonds, beggars, and other idle, dis¬ 
solute, and disorderly persons” were sentenced for 
three months of hard work in the Workhouse. 
The Almshouse took care of the infirm, the 
orphans, the sick, the insane, the psychopaths and 
the “juvenile delinquents.” 0 As time went on, the 
need to separate the various groups from the 
Almshouse and Workhouse became evident. The 
penitentiary, in 1811, took some of the criminals 
who did not properly belong in the Workhouse. 
In 1828, the state began to take some of the 
pauper insane at the Maryland Hospital, located 
at the site of the present Johns Hopkins Hos¬ 
pital. 

Orphans have always been an especially ap¬ 
pealing group for charitable efforts. The Balti¬ 
more Female Orphan Society, established in 1808, 
afforded shelter and education to destitute 
orphans. 7 

Thus, during the period 1773-1822, the State 
of Maryland began to take some responsibility 
for the insane and the criminals; private char¬ 
ity helped, particularly with children. From a 
welter of social problems of all types, specialized 
institutions arose to cope with particular prob¬ 
lems. 


American Almshouses 

Compared to similar sized almshouses in Lon¬ 
don 8 during this period, the Baltimore Almshouse 
was less crowded and administration was less 
suppressive. Physicians in private practice ap¬ 
pointed to visit at a hospital could build a repu¬ 
tation in the community. The Almshouse was the 
only institution in which sick people were cared 
for. The leading physicians of Baltimore were, 
therefore, willing to give their time for teaching 
and patient care. The leading physicians and pro¬ 
fessional people were eager to serve as trustees. 
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Fig 2 

Page from Almshouse Ad¬ 
mission Book for January, 
1817. 
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AN ULTRA-MODERN HOME IN THE SUBURBS 

ON 17 ACRES WITH COUNTRY ATMOSPHERE 

ALL THE COMFORTS OF HOME . . . FOR 

POST OPERATIVE CHRONIC 


DIABETIC 

INVALID 

AGED 

• Occupational and Physical Therapy 

• Beautifully Decorated 

• Large Porches 

• Supervised Diets 

• Reasonable Rates 

MEMBER OF 

National Geriatrics Society 
American Nursing Home Assn. 
Maryland Nursing Home Assn. 


AMBULATORY 
PARALYTIC 
RETIRED GUESTS 

• Private and Semi-Private Rooms with 

Connecting Complete Bath Rooms 

• Television in Spacious Lounges 

• Beautician Service 

• Patients May Retain Their Own 

Physician 



ACCREDITED BY THE 
NATIONAL COUNCIL FOR 
THE ACCREDITATION OF 
NURSING HOMES 



KENSINGTON GARDENS SANITARIUM 

A Medical Institution Under the Supervision of Registered Nurses 

ESTABLISHED 1947 LICENSED BY STATE AND COUNTY 

3000 McComas Avenue Kensington, Maryland 

Proprietors-Administrators — 

LILLIAN H. and GEORGE L. BRICKER 

For Further Information 
Phone 


933-0060 or 933-0872 
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COMPONENT MEDICAL SOCIETIES 


w 

W WICOMICO COUNTY 

Charles Bagley, III, MD, was installed as 
1966 president of the Wicomico County Med¬ 
ical Society, Inc., at its December meeting. 
The third generation of his family to serve as 
a medical society president, Dr. Bagley has 
practiced psychiatry in Salisbury since 1961. 
Active in many professional organizations, he 
has also been chief of the Department of Psy¬ 
chiatry at the Peninsula General Hospital for 
the past year. 

Other new officers include Marcus Stephan- 
ides, MD, vice-chairman and president-elect; 
Robert L. Dickey, MD, secretary-treasurer; 
Richard E. Hughes, MD, member of the Board 


of Censors; H. Douglas Cooper, MD, and 
Andrew C. Mitchell, MD, delegates to the Med¬ 
ical & Chirurgical Faculty; and Frank E. 
Poole, MD, and Robert T. Adkins, MD, alter¬ 
nate delegates. 

Mr. Jack Ward was the speaker for the 
program. He discussed the organizational 
structure of Jehovah’s Witnesses and the back¬ 
ground of their beliefs leading to refusal of 
blood transfusions. A general discussion fol¬ 
lowed on medical treatment of Jehovah’s Wit¬ 
nesses within the framework of their faith. 

Mr. David Pedwell, also a member of this 
faith, concluded the program by expressing 
willingness of Jehovah’s Witnesses to cooper¬ 
ate with the medical profession in attempting 
to meet medicolegal problems involved. 

All in attendance agreed that progress was 
made in clarifying this situation, including 
moral problems faced both by members of 
Jehovah’s Witnesses and by the physicians 
who treat them. 

Mrs, Kit Hargreaves 



Nursing Rehabilitative Treatment Center 

operated under the direct supervision of the Lowry Memorial Medical Center. 

Offering full treatment to the adult physically handicapped, specialized care to the 
senior citizen, and convalescent care to post-stroke and post-operative cases. 
Separate area for cancer patients. All facilities available to private physician. 

Professionally staffed and equipped PhysicalTherapy gymnasium,underthedirect 
supervision of a specialist in physical medicine. There is also an organized 
program of recreation. 

Everything at The Regent is designed to be used by wheel chair patients. 
Adjacent to the Penn-Mar Shopping Center on Marlboro Pike Beltway Exit 34 
Call or write for brochure. Phone 736-1113 
8100 Marlboro Pike, Forestville, Maryland 
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Hyoscyamine Sulfate n , 

Atropine Sulfate on' mg 

Hyoscine Hydrobromide mg 

Sodium Benzoate (Preservat.ve) mg 

Alcohol 3.8 per cent ' mg 

FOR RELIEF OF SIMPLE DIARRHEA 

shake well 


=Robins: 



this part for 
diarrhea 

Kaolin exerts a demulcent action 
along the gastrointestinal tract 
and a detoxifying action in the 
intestines to diminish irritation of 
the mucosa and lessen hyper¬ 
peristalsis, nausea and diarrhea. 

Pectin exerts its demulcenteffect 
in the entire tract and its detoxify¬ 
ing action primarily in the large 
bowel to diminish irritation of the 
mucosa and help restore normal 
intestinal flora and function. 


this part for 
its discomforts 

Belladonna alkaloids as in 

Donnatal® relieve hypermotility 
of smooth muscle in the gastro¬ 
intestinal tract to help control 
cramping, nausea, and painful 
straining. Many clinicians con- 
siderthe belladonna components 
of Donnagel® to be medicine’s 
most effective depressants of in¬ 
testinal motility . 1 - 2 A preparation 
containing only kaolin and pectin, 
on the other hand, has “little or 
no effect on cramps simply be¬ 
cause it does not include an agent 
with antispasmodic action .” 3 


Donnager treats the whole diarrhea problem. 


Available in new 4-ounce plastic bottle 
on your prescription or recommendation. 
Also available: Donnagel®-PG (with 
paregoric equivalent) and Donnagel® 
with Neomycin. See product literature 
before prescribing. 


References: 1. Kramer, P., and Ingel- 
finger, F.J.: Med. Clin. N. Amer., 32:1227, 
1948. 2. Hock, C.W.: Clin. Med., 5:1932, 
1961. 3. Winfield, I.W.: Am. J. Gastro- 
ent., 37:438, 1959. 


/I'H'DOBINS 

A. H. Robins Company, Inc. 
Richmond, Virginia 23220 
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CLEAR THE TRACT WITI 





coughing ahead... 

Clear the Respiratory Tract with Robitussin. 


Much more than just a slogan, "clear the tract" reflects the dependable 
antitussive-expectorant action of the three Robitussin formulations. 

All contain glyceryl guaiacolate, the time-tested expectorant 
that greatly enhances the output of lower respiratory tract fluid. 

Increased RTF volume exerts a demulcent effect on the tracheobronchial 
mucosa, promotes ciliary action, and makes thick, inspissated 
mucus less viscid and easier to raise. Glyceryl guaiacolate is safe, 
non-narcotic, and almost universally accepted by patients of all ages. 


NOW! 

THREE 

ROBITUSSIN 

: ORMULATIONS 

ROBITUSSIN 

ROBITUSSIN A-C 

ROBITUSSIN-DM 

EXPECTORANT 

• 

• 

• 

DEMULCENT 

• 

• 

• 

COUGH SUPPRESSANT 


• 

• 

ANTIHISTAMINE 


• 


LONG-ACTING 

(6-8 hours) 



• 


FORMULAS 


ROBITUSSIN® 

in each 5 cc. teaspoonful: 
Glyceryl guaiacolate 
(Alcohol 3.5%) 

100 mg. 

ROBITUSSIN® A-C 


(exempt narcotic) 


in each 5 cc. teaspoonful: 


Glyceryl guaiacolate 

100 mg. 

Pheniramine maleate 

7.5 mg. 

Codeine phosphate 

10.0 mg. 

(warning: may be habit forming) 


(Alcohol 3.5%) 


ROBITUSSIN® -DM 


new, non-narcotic 


in each 5 cc. teaspoonful: 


Glyceryl guaiacolate 

100 mg. 

Dextromethorphan hydrobromide 15 mg. 


Robitussin and Robitussin-DM are avail¬ 
able at pharmacies everywhere on your 
prescription or recommendation. 


A. H. Robins Company, inc. Richmond, Va. 


OUR PHOTO: 

Engine No. 89 of the Monadnock, Steamtown 
& Northern Railway pulls a trainload of 
steam enthusiasts through the New England 
:ountryside between Bellows Falls and Chester, Vermont. 


/I-HDOBINS 


ONE OF THE ROBITUSSIN FORMULAS 












Night Leg Cramps... 

Frequent Bedfellow in Diabetes,Arthritis, 
and Peripheral Vascular Disorders* 


’"Nocturnal cramps occurring in the calf muscles ". . . nocturnal cramps may be the presenting symp- 
and small muscles of the feet have been encoun- toms of patients with arteriosclerosis obliterans, deep 
tered in a significant number of diabetic patients." 1 thrombophlebitis, varicose veins, osteoarthritis..." 2 


now... specific therapy for night leg cramps 

QUINAMM 


Consistently effective, QUINAMM provided com¬ 
plete relief in 94% of 200 patients studied, many 
of whom were severe cases refractory to other 
medication. 3 Your prescription for one tablet at 
bedtime often controls painful night cramps with 
the initial dose . . . helps restore restful sleep. 


WALKE 



QUINAMM Prescribing Information: Composition: quinine 
sulfate 250 mg. and aminophylline 200 mg. per tablet. Pre¬ 
cautions: aminophylline may produce intestinal cramps in some 
instances, and quinine may produce symptoms of cinchonism 
such as tinnitus, dizziness, and gastrointestinal disturbance. Dis¬ 
continue if ringing in the ears, deafness, skin rash or visual 
disturbances occur. Since Quinamm contains quinine sulfate, cau¬ 
tion should be observed regarding administration during preg¬ 
nancy. Dosage: 1 tablet three or four times daily. For nocturnal 
leg cramps, I tablet on retiring. 

References: 1. Shuman, C.: Am. J. Med. Sci., 225:54, 1953. 2. 
Perchuck, E., et a!.: Angiology, 12:102, 1961. 3. Rawls, W., et al.: 
Med. Times, 87:818, 1959. 


Division of Richardson-Merrell Inc.Mt. Vernon, New York 10551 
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The Lymph Node Biopsy in 


Infectious Diseases 


T he pathologist frequently has the diffi 
cult problem of determining the cause of 
an infectious process from a surgically excised 
lymph node. The complete biopsy specimen may 
have been placed in fixative in the operating 
room, and no fresh tissue is available for culture 
or animal inoculation. Sections of the lymph 
node must be studied to determine the type of 
lesion and the presence or absence of micro¬ 
organisms. Numerous infectious agents may be 
found in properly stained sections of lymph 
nodes, including viruses, rickettsiae, bacteria, 
fungi, protozoa, and helminths. Microscopic ex¬ 
amination of many slides and the use of the oil- 
immersion objective may be required to define 
the offending organism. 

There seems to be no simple, economical meth¬ 
od for determining the cause of infectious proc¬ 
esses in lymph nodes, dhe pathologist should, of 
course, be informed of the patient’s history and 
the clinician’s opinion as to possible diagnoses. 
The fresh biopsy specimen may be examined 
aseptically by the pathologist. A magnifying 
glass or dissecting microscope will aid in the 
study of lesions on the cut surfaces. Smears and 
imprints may be stained for bacteria or othei 
microorganisms. A small part of the lymph node 
may also be sectioned with a freezing microtome 
and a hematoxylin-eosin-stained section quickly 

From the Armed Forces Institute of Pathology and 
the Veterans Administration Central Laboratory for 
Anatomic Pathology and Research, AFIP, Washington, 
D. C. Dr. Winslow is chief, Infectious Diseases Branch, 
and Dr. Hartsock is chief, Hematologic Pathology Branch. 


/>. J. WHS SLOW, MD 
R. J. HARTSOCK, MD 

obtained. By this means the pathologist may get 
a clue as to which media or animals should be 
inoculated. Cultures and, if indicated, animal 
inoculations should be made with tissue removed 
aseptically from the inner part of the lymph node. 

At least half of the lymph node should be 
fixed immediately in neutral, buffered formalin. 
Other fixatives may be used, but formalin is the 
best general fixative. When the specimen is 
trimmed before embedding, a portion should be 
preserved in formalin for possible later use. 

Tissue reactions in lymph nodes are limited 
and therefore are not diagnostic of a specific 
etiologic agent; nevertheless they alert the path¬ 
ologist to certain cause-and-effect relationships. 
In general, the results of cultures must be sup¬ 
ported by the histologic features, since micro¬ 
organisms not directly related to the lesions 
sometimes are recovered by cultural methods. 
The presence of a malignant lymphoma in the 
periphery of a necrotic lymph node may be 
missed if the pathologist focuses his attention on 
the necrosis and the bacteriologist’s report. In 
cultures taken from a lymph node, the possibility 
of a contaminant must always be considered. 
Negative cultures, on the other hand, may be due 
to fastidious or nonviable microorganisms, which 
nevertheless may be demonstrated by appropri¬ 
ate histologic technics. 
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By careful histologic study and the application 
of special stains, it is possible to make an etiologic 
diagnosis in many infected lymph nodes. At the 
Armed Forces Institute of Pathology we have 
found the following stains of value in screening 
sections for a causative agent 1 : 


Acid-fast stains 

Ziehl-Neelsen for Mycobacterium tubercu¬ 
losis (Z-N) 

Fite-Faraco for M leprae (F-F) 

Modified Fite-Faraco for Nocardia (F-F 
Mod.) 2 


Hematoxylin-eosin (H&E) 

Virus inclusion bodies 
Many bacteria 
Viable fungi 
Protozoa 
Higher parasites 

Giemsa (Giemsa) 

Ricksettsiae 
Most bacteria 
Viable fungi 
Protozoa 
Higher parasites 

Warthin-Starry (W-S) 

Bacteria, including Donovan bodies, spiro¬ 
chetes, and Klebsiellae 


Special stains for fungi 

Gomori’s methenamine-silver nitrate technic 
(GMS) 3 

Gridley’s stain for fungi 
Periodic acid-Schiff reaction (PAS) 

Mayer’s mucicarmine (Muci) 

Mowry Modification of the Hale (Muller) 
colloidal iron stain for acid mucopolysac¬ 
charides (AMP) 4 

Special stains for bacteria 


MacCallum- 
Goodpasture 
Brown and 
Brenn Gram 
stain 


For differentiating 
gram-positive from 
gram-negative organ¬ 
isms 
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Participating in the Md. 

BLUE CROSS 
SENIOR 
CITIZENS 
PROGRAM 


One-Story New 
Fire-Safe 
Construction 
No ramps, steps or 
elevators needed 


“Dulaney-Towson" Nursing Home is Maryland’s ONLY 
medical & rehabilitation center offering ALL THESE ADVANTAGES 

★ APPROVED BY THE AMERICAN HOSPITAL ASSOCIATION 

• Medically Supervised, Professionally administered total Care Program. 

• Continuous Physical Rehabilitation by registered therapists in Specially equipped dept. 

• A Beautiful Cheerful Place to Live. Just minutes away on beltway. 

• Reasonable Rates • Open Medical Staff ... • Inspection invited. 

phone ^bulaneu T)owdon off yori< roa d 

VALLEY & BELTWAY EXIT 26 

8-6500 NURSING & CONVALESCENT HOME south 

111 West Road, Towson 
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For routine screening, the following stains are 
usually adequate: H&E, Giemsa, F-F, and GMS. 
These stains will demonstrate most agents that 
can be visualized by light microscopy in viral, 
rickettsial, bacterial, mycotic, and parasitic dis¬ 
eases. A W-S stain should be added whenever 
spirochetal infection, granuloma inguinale, or 
scleroma is a possibility. 

If microorganisms are found by one or more 
of the screening stains it then may be necessary 
to apply one of the other differential stains listed 
above. For example, the yeastlike cells seen in a 
caseating granuloma stained with the GMS tech¬ 
nic can be further evaluated by applying Muci 
and AMP stains. If the cell wall or capsule is 
stained positively by these stains and blastomy¬ 
cosis can be ruled out by other features, the 
yeast cells can be diagnosed as Cryptococcus neo- 
formans. Blastomyces dermatitidis and Paracoc¬ 
cidioides brasiliensis must be considered when the 
walls of the yeast cells are stained only slightly 
by Muci and are positively stained by AMP. 
Other morphologic features will usually aid in 
the differentiation. If the walls of the yeast cells 


do not react positively to Muci and AMP stains, 
a diagnosis of Histoplasma capsulatum can usu¬ 
ally be made on the basis of morphologic and 
tinctorial criteria. In occasional cases, fluores¬ 
cent antibody reactions are necessary and helpful 
in differentiating between Histoplasma, Crypto- 
coccus, and Blastomyces. At the AFIP it has 
been possible to make a diagnosis of a specific 
infectious disease in numerous lymph nodes by 
microscopic examination of histologic sections 
and the use of special stains. The following cases 
will illustrate: 

CASE 1 

The patient was a 10-year-old white Brazilian 
boy with progressive enlargement of lymph 
nodes, beginning w T ith the lymph nodes of the 
neck. There was a history of progressive wast¬ 
ing, cough, and anorexia of one year’s duration. 
Physical examination revealed generalized 
lymphadenopathy, enlargement of liver and 
spleen, and an ulcerated lesion of the epiglottis. 
An x-ray film of the chest showed enlargement 
of mediastinal lymph nodes, but no pulmonary 
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Fig 1 

Case 1. Yeast cells of Paracoccidioides brasiliensis 

in lymph node. Gomori methenamine-silver stain. 

X 1080. (AFIP Neg. 65-12065) 

lesions were seen. A cervical lymph node was 
excised and submitted for examination. 

Histologic examination of H&E sections of the 
lymph node revealed massive necrosis, in which 
it was practically impossible to identify an etio- 
logic agent. Since, however, there were structures 
present that looked as if they might be large 
yeast cells, a GMS stain was applied. This re¬ 
vealed numerous yeast cells, many of which dem¬ 
onstrated multiple peripheral budding character¬ 
istics of Paracoccidioides brasiliensis (fig 1). 

Diagnosis'. South American blastomycosis. 

CASE 2 

The patient was a 25-year-old white man who 
had a painful mass in the left inguinal region 
for three weeks. At surgery he was found to 
have multiple enlarged femoral lymph nodes 
overlying the inguinal ligament. There was no 
generalized lymphadenopathy. There was a small 
crusted sore on the under side of the penis, which 
the patient stated was due to trauma. 

Histologic examination revealed a severe 
subacute lymphadenitis and perilymphadenitis 
with focal areas of severe vasculitis. In view of 
the history and the histologic picture, W-S prep¬ 
arations were made, and microscopic examina¬ 



Fig 2 

Case 2. Treponema pallidum in section of lymph 
node. Warthin-Starry stain. X 1800. (AFIP Neg. 
65-12066) 


tion revealed numerous spirochetes with the typi¬ 
cal morphologic features of Treponema pallidium 

(fig 2). 

Diagnosis: Syphilis. 

The lymph node biopsy is an important pro¬ 
cedure in many infectious diseases. Often it of¬ 
fers the first or only means to a conclusive diag¬ 
nosis. The excised lymph node can be studied 
by different methods, including those used in 
virology, bacteriology, and mycology. Histologic 
methods allow visualization of the disease in its 
biologic setting. Frequently the etiologic agent 
can be seen within the tissues and correlated with 
the lesions, the clinical history, and the micro¬ 
biologic investigations. As a result, the clinician 
is able to begin specific treatment promptly. 


REFERENCES 

1. Armed Forces Institute of Pathology: Manual of 
Histologic and Special Staining Technics, ed 2, New 
York: McGraw-Hill, Blakiston Division, 1960. 

2. Emmons, C. W.; Binford, C. H.; and Utz, J. P.: 
Medical Mycology, Philadelphia: Lea & Febiger, 1963. 

3. Grocott, R. G.: Stain for Fungi in Tissue Sections 
and Smears Using Gomori’s Methenamine-Silver 
Nitrate Technic. Amer J Clin Path 25:975-979, 1955. 

4. Mowry, R. W.: Improved Procedure for the Staining 
of Acidic Polysaccharides by Muller’s Colloidal 
(Hydrous) Ferric Oxide and its Combination with 
the Feulgen and the Periodic Acid-Schiff Reactions. 
Lab Invest 7 :566-576, 1958. 
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’66 PONTIAC 

WIDE-TRACK 

TIGER 



STOP IN KELLY PONTIAC 
FOR A THRILLING DEMONSTRATION DRIVE. 

KELLY PONTIAC 

MARYLAND'S OLDEST AND LARGEST PONTIAC DEALER 
5801 BELAIR ROAD AT WHITE AVENUE 
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Which Is Pyloroplasty with Vagotomy? 
Which Is Pro-Banthine? 



Photographs—Harry Barowsky, M.D., Lawrence Greene, M.D., and Robert 
Bennett, M.D., from a Scientific Exhibit presented at the Annual Meeting 
of the American College of Gastroenterology, Bar Harbour, Florida, Oct. 
24 - 27 , 1965 . 
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Another example of 

Pro-Banthine' 

(propantheline bromide) 

a true anticholinergic in action 


atropine resulted in expectedly 
adverse side effects. 

Pro-Banthine, in minimal dosage, 
produces effects similar to pyloro¬ 
plasty and vagotomy without the 
disadvantages of permanent post¬ 
vagotomy sequelae. 

The intragastric photograph A 
is of a patient who has had pyloro¬ 
plasty with vagotomy. Photograph 
B is of a patient given 6 mg. of Pro- 
Banthine. 

Indications: Peptic ulcer, functional hy¬ 
permotility, irritable colon, pyloro- 
spasm and biliary dyskinesia. 

Oral Dosage: The maximal tolerated 
dosage is usually the most effective. 
For most adult patients this will be four 
to six 15-mg. tablets daily in divided 
doses. In severe conditions as many as 
two tablets four to six times daily may 
be required. Pro-Banthine (brand of 
propantheline bromide) is supplied as 
tablets of 15 mg., as prolonged-acting 
tablets of 30 mg. and, for parenteral use, 
as serum-type ampuls of 30 mg. 

Side Effects and Contraindications: 

Urinary hesitancy, xerostomia, mydri¬ 
asis and, theoretically, a curare-like 
action may occur. Pro-Banthine is con¬ 
traindicated in patients with glaucoma, 
severe cardiac disease and prostatic 
hypertrophy. 


SEARLE 


Research in the Service of Medicine 



Normal relaxed pyloric antrum; con¬ 
tracted pylorus (pyloric fleurette) 


The true anticholinergic values of 
Pro-Banthine have never been so 
graphically realized as they are 
with the recent development of 
fibergastroscopy and the intragas¬ 
tric camera. 

Pro-Banthine consistently pro¬ 
duces complete relaxation and im¬ 
mobility of the stomach with a dose 
of only 6 to 8 mg. intravenously. 
This is less than half the usual dose 
orally. 

Atropine, on the other hand, 
required 0.8 mg. intravenously, or 
twice the normal dose, to achieve 
a similar effect. This high dose of 
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MORE ANI) MORE PEOPLE ARE 


KEEPING THEIR SAVINGS... 

Wlkew You, 


Kee pLjowu 

DwwmcIa! 



vvvA.. ... 

>' The dividend that counts is the 
.'I dividend you actually keep — 
that is why our GEM OF A PLAN 
means more successful saving 
\ '■ '• for you. Here, you Gain Every 
Month and keep what you gain — because we 
figure dividends on a MONTHLY BASIS. ★ You 
get a high, high dividend rate, and accounts are 
insured by an agency of the U.S. Government. 
Open your own account at any of our 6 conven¬ 
ient offices, or write to us and save-by-mail! 


BUILDING & LOAN ASSN. 

LEXINGTON AND LIBERTY STS., BALTIMORE 
TOWSON PLAZA • PERRY HALL • FALLSTAFF 
HARUNDALE MALL • WESTVIEW 


Funds Received by 
10th of the Month 
Earn Dividends for 
the Entire Month 



Accounts Insured 
up to $10,000 by 
an Agency of the 
U.S. Government 


Pay ’Phone or Gas & Electric Bills at Any Office 
Money Orders Available ★ Save-By-Mail Service 



Moving UP... 

As the busy profession¬ 
al man's practice moves 
up, his need for proper 
tax records increases. 

More and more profes¬ 
sional men recognize 
the value of Federated's 
accurate, out-of-office 
Bookkeeping and Tax 
services and appreciate 
the savings in office time 
and expense. 

Call or Write: 

K. Merrill Sumey, Resident Manager 

FEDERATED BUSINESS 
SERVICES, INC. 

P. O. Box 580 
Randallstown, Maryland 

Telephone — 655-2552 
HOME OFFICE — BOSTON, MASS. 
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REHABILITATION SECTION DOUGLAS G. CARROLL M.D. 

BALTIMORE CITY MEDICAL SOCIETY, EDITOR 


P 


Medical Care in a Baltimore Nursing Home 


DOUGLAS G. CARROLL, MD 


The Medicare bill requires that all patients be¬ 
ing admitted to nursing homes be given a three- 
day diagnostic investigation in a hospital. The 
question arises whether adequate standards of 
medical care are maintained in the nursing homes 
of Baltimore. A study made in 1961 and 1962 of 
the inmates of a Baltimore nursing home suggests 
that present standards and practice are inadequate. 
* * % & 

On July 14, 1961, the Camphor Nursing Home 
in Baltimore City was closed suddenly by the 
Maryland State Health Department because of 
overcrowding. Twenty-four inmates of the home 
were transferred to the Baltimore City Hospitals 
for care. 

A study of these patients has revealed that 
their medical care and rehabilitation needs had 
not been met in the nursing home. Although evi¬ 
dence shows that little effort was made at this 
nursing home to supply adequate medical care 
and rehabilitation facilities, it is important to 
note that the nursing home was closed not because 
of inadequacies in these areas but because of 
overcrowding. It is probable, therefore, that the 
inadequacies found in this home exist to some 
extent in other nursing homes. 

A. Age, Sex, Color, Marital Status, Living 
Relative, and Financial Support 

The average age was 73.3 years (two of un¬ 
known ages), with a range from 51 to 96. Twelve 


Table 1 

Diagnoses in Order of Importance 
in Causing Disability 


r 2** 

Chronic brain syndrome 9 
Arteriosclerotic heart 

disease 7 5 

Cerebrovascular 

insufficiency 2 4 

Amputee 2 1 

Hypertensive cardio¬ 
vascular disease 1 1 

Epilepsy 1 

Neoplasm 1 2 

Pulmonary tuberculosis 
healed 1 

Diabetes mellitus 2 

Hernia, inguinal 2 

Renal disease 2 

Positive serologic test 

for syphilis 2 

Partially blind 1 

Unexplained anemia 2 

Unexplained 

thrombocytopenia 

Depression 


Benign prostatic hyper¬ 
trophy with obstruction 


3 * * * 4 


1 1 
1 


3 

1 

1 


1 

2 1 
1 

1 

2 


2 


5 


1 

2 


1 

2 


♦Principal disability or disease for which patient was in 
nursing home. 

♦♦Secondary diagnosis. 

♦♦♦Tertiary diagnosis. 
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intake 


r 


mg 


mg 


versus 


per 24 hours 
1000 mg. 


Days 1 

2 

3 

4 

5 

6 


duration of 

herapy, tetra 

_ 

cycline 


1- 

duration of activity, tetra 

cycline 







duration of therapy 
DECLOMYCIN demethylc 

hlortetracyc 

ine 

.juration of activity j 

DECtOMYCIN demethylchlortetracycline 

i t i_ - 

■ 




1-2 days’“extra”activity 


higher 

activity levels 
than other 
tetracyclines— 
with less 
peak-and-valley 
fluctuation 



•° i i i i 
hours 13 6 12, 


From Sweeney, W. M.; Dornbush, A. C., and Hardy, S. M.; Amer. J. Med. Sci. 243:296 (Mar.) 1962 




12 hours 
between doses 


the option of bid. dosage 


the“extra”benefits raise the T*)T^r T T DM Yri 
level of antibiotic control DEMETHYLCHLORTETRACYCmi 


Effective in a wide range of everyday infections—respiratory, urinary 
tract and others—in the young and aged—the acutely or chroni¬ 
cally ill—when the offending organisms are tetracycline-sensitive. 
Side effects typical of tetracyclines include glossitis, stomatitis, 
proctitis, nausea, diarrhea, vaginitis, dermatitis, overgrowth of 
nonsusceptible organisms, tooth discoloration (if given during 
tooth formation) and increased intracranial pressure (in young 
infants). Also, very rarely, anaphylactoid reaction. Reduce dosage 


150mg.CAPSi:$| 

in impaired renal function. Because of reactions to artificer 
natural sunlight (even from short exposure and at low dos<i), 
patient should be warned to avoid direct exposure. Stop bg 
immediately at the first sign of adverse reaction. It should noe 
taken with high calcium drugs or food; and should not be tsn 
less than one hour before, or two hours after meals. 

Capsules, 150 mg. and 75 mg. of demethylchlortetracycline 31. 
Average Adult Daily Dosage: 150 mg. q.i.d. or 300 mg. b.i.d. I 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York^Hl 

8035-9720 




































Table 2 

Unsuspected Diseases Discovered 


Benign neoplasms 

Malignant neoplasms 

Thrombocytopenia, 
cause undetermined 
Anemia, cause 
undetermined 
Positive serologic test 
for syphilis 
Positive spinal fluid 
serologic test for 
syphilis 


5 Prostatic nodule (1), 
Breast nodules (3), 
Endocervical polyp (1) 
4 Meningioma, parotid, 
stomach, hepatoma 


Treatment of heart 
failure 

Regulation of diabetes 
mellitus 

Biopsy of suspected 
neoplasm 


Transurethral resection 
Orchidectomy 
Lower limb prosthesis 
Treatment for syphilis 
Bilateral herniorrhaphy 
Cystolithotomy 
Dilatation of urethral 
stricture 
Rehabilitation 


2 

1 

7 Prostatic (TUR), 
breast (2), endocervi¬ 
cal polyp, liver, 

2 lymph nodes 

3 
1 
1 

4 
1 
1 

1 

2 


were men; 18 were Negro. None had a living 
spouse. At least nine had living children. 

B. Diagnosis 

Most of the patients had more than one poten¬ 
tially fatal disease. Table 1 lists the diagnoses 
found after complete investigation in the hospital. 
Those apparently causing major disabilities are 
listed first, but all significant diagnoses are listed 
to show what diseases existed in these patients. 
It is obvious that arteriosclerosis of the vessels of 
the brain, heart, and extremities accounted for 
the major difficulties. 

C. Undetected Diseases Present 

Table 2 shows that nine neoplasms were dis¬ 
covered, of which four were malignant. A menin¬ 
gioma was suspected but could not be diagnosed 
by an elaborate neurosurgical investigation; the 
patient died. One patient refused biopsy of a 

i breast tumor. Two patients had unexplained 
thrombocytopenia and two had anemia, the causes 
of which remained unexplained. Serologic test for 
syphilis was positive in six patients. Four gave 
no history of treatment. Since no medical records 
were available on these patients, it was assumed 
that they had not been treated. One patient had 
a positive spinal fluid serologic test for syphilis. 

D. Conditions Requiring Treatment 

Table 3 shows measures carried out in the 
hospital which probably would not have been done 


in the nursing home. Two patients were treated 
for heart failure with improvement in their inde¬ 
pendence. One patient required regulation of his 
diabetes mellitus. Seven biopsies were performed, 
revealing four benign and three malignant neo¬ 
plasms. Transurethral prostatic resections were 
performed in three patients. Orchidectomy was 
performed in one patient with metastatic prostatic 
cancer, in whom the diagnosis had been made 
but no treatment instituted. Two patients were 
bilateral amputees. One died of parotid car¬ 
cinoma; the other was fitted with a below-knee 
prosthesis and was able to ambulate. The four 
patients with positive serologic tests for syphilis 
and an absent history of treatment were treated. 
One patient had bilateral inguinal hernias success¬ 
fully repaired. Cystolithotomy and urethral dila¬ 
tion were required in one patient. 

E. Degree of Independence in Activities of 

Daily Living 

Fourteen patients were completely indepen¬ 
dent in activities of daily living (ADL score 
100); that is, they could take care of their toilet 
needs, their feeding, washing, personal toilet, and 
dressing and were independent in walking and 


Table 3 

Procedures Thought Necessary for Adequate 
Diagnosis and Treatment 


February, 1966 


65 





There are many nursing homes in Baltimore - 


but only one CON VALES ARIUM 



WHY has the word Convalesarium, in one short year, come to mean something 
special in superior nursing home care? 

WHY has the Convalesarium been recommended by leading physicians? 

WHY have other nursing homes followed 
the lead of the Convalesarium, so far as 
their facilities would permit? 


Here are a few of the reasons 

• Ultra-modern equipment—luxurious furnish¬ 
ings 

• Complete health care facilities—piped-in 
oxygen—physio-therapy equipment 

• Intensive Nursing Care (which few homes 
can furnish)—Registered Nurses 24 hours 

• Drive-in showers — elevated tubs — many 
more exclusive features 

RATES BEGIN AT LESS THAN $10.00 A DAY 
OWNER-MANAGER ON DUTY ASSURES 
PERSONAL SUPERVISION 


The Gould Convalesarium 


6116 BELAIR ROAD PHONE 426-1424 

BALTIMORE, MD. 21206 


HiiiitiiiiiiiuiiiiiiiiiiiiMiiiiiiiiimiiiiitiiiiiiiiiiiimiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiimmiiiiiiiiiiiiii!iiiiiiuiiiiiiH!iiiiiiiiiiiiiiiiiiiimiiiimi 

climbing stairs. Two were independent in all ac¬ 
tivities except stair climbing (ADL scores 86- 
95). Six were semi-independent (ADL scores 
46-85) and required no special nursing services. 
Only two required extensive nursing care (ADL 
scores 1-10 and 11-25). Both of these patients 
died within six months of admission. The causes 
of death in the six patients who died were as 
follows: 

1. Mucoepidermoid carcinoma of the parotid 
with metastases 

2. Meningioma 

3. Carcinoma of the prostate with metastases 

4. Carcinoma of the stomach with metastases 

5. Arteriosclerotic heart disease with enlarged 
heart, atrial fibrillation, and heart failure 

6. Arteriosclerotic heart disease with enlarged 
heart, right bundle branch block, heart fail¬ 
ure, cerebrovascular infarction with hemi¬ 
plegia, diabetes mellitus with diabetic glo¬ 
merulosclerosis and pyelonephritis. 

Only six patients had no medical, surgical, 
psychiatric, rehabilitation, or nursing needs. All 


patients had inadequate financial, familial, and 
domiciliary resources. 

Summary 

This study demonstrates some of the medical 
problems arising in a nursing home. A number 
of unsuspected neoplasms were detected. The 
fact that some of these were benign is a matter 
of chance. Several others were malignant and 
possibly were curable had they been detected 
earlier. 

Several patients were improved by better con¬ 
trol of heart failure, diabetes mellitus, and pros¬ 
tatic hypertrophy. Two patients benefited by 
physical therapy. 

This nursing home kept no medical records on 
any of its clients. 

Adequate medical care for such patients re¬ 
quires an initial comprehensive medical, surgical, 
social, and rehabilitation investigation at the time 
of admission, facilities for follow-up and periodic 
health surveys, and continuous medical super¬ 
vision and mobilization of all community resources 
to meet individual and group needs. 
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Is Cancer Curable by Radiation Therapy? j 


Can patients with cancer be cured by radiation 
therapy, or are they merely being offered pallia¬ 
tion or temporary arrest of the disease which will 
eventually cause their death? I am afraid that 
all too many patients and physicians share the 
latter view, for while many know the value of 
radiation therapy in palliation, few are aware of 
its curative role. 

Cancer is not cured by the simple eradication 
of every tumor cell from the body. A patient 
who dies as a result of treatment, even though 
subsequent autopsy shows no evidence of residual 
neoplasm, is no less dead of cancer than one 
who dies with active tumor. Conversely, a patient 
who dies of some unrelated disease many years 
after apparently successful treatment of cancer 
has, for all purposes, been cured even if, in an 
exceptional case, autopsy reveals a focus of tumor 
cells in a fibrotic scar at the site of former ac¬ 
tivity. In the case of most cancers, death occurs 
in one or two years if no treatment is given, 
while the incidence of recurrence is small in 
those patients who survive for at least five years 
with no evidence of residual or recurrent neo¬ 
plasms. Indeed with many tumors, such as Wilms 
tumor or testicular carcinomas, recurrences are 
rare after two to three years. Five-year tumor- 
free survival is, therefore, a quite sensitive indi¬ 
cator of cure, except for certain tumors such as 
breast or prostatic cancer. 

Let us then look at some of the available data 
to see whether patients are cured. Hodgkins dis¬ 
ease seems afflicted with a name which often 
paralyzes both patient and physician with fear 
and depression; yet Easson has shown that pa¬ 
tients with localized disease may expect 15-year 
survival of 40%, and the mortaliy curve there¬ 
after parallels that of a comparable normal popu¬ 
lation group. Even in the case of generalized 


MORRIS J. WIZENBERG, MD 
Assistant Professor of Radiology, 

Division of Radiation Therapy, 

University Hospital 

Hodgkins disease, 15-year survivals as high as 
11 % have been reported. Seminoma can be treated 
to yield five-year “cure” in about 90% of cases, 
and the rarity of recurrence after the second year 
justifies the belief that most of these patients 
are indeed cured. Teratocarcinoma of the testis, 
when metastases are clinically evident, almost in¬ 
variably leads to death within one year. When 
it is noted that about 50% of patients with terato¬ 
carcinoma of the testis have unsuspected retro¬ 
peritoneal metastasis, survival of 42% of patients 
treated by excision of the primary and radiation 
therapy to the para-aortic nodes, as reported by 
Smithers, is highly significant. The efficacy of 
radiation therapy for cancer of the cervix is so 
well documented as to require no further com¬ 
ment. 

Most epithelial tumors of the head and neck 
are lethal in one to two years in the absence of 
treatment. Radiation therapy can produce five- 
year cures in 80% or more of patients with vocal 
cord tumors. Twenty-five per cent of patients 
with nasopharyngeal cancer may be cured by 
irradiation, and for anatomical reasons, this is the 
only possible form of treatment in such cases. 
I could continue to add tumor upon tumor and 
evidence to evidence to substantiate this trend. 

In affirming that radiation therapy can cure can¬ 
cer, I do not mean to imply either that other meth¬ 
ods of therapy cannot or that radiation therapy is 
the ideal form of cancer therapy. We must realize 
that even with the best treatment available, too 
many patients die of uncontrolled tumor. Many 
of these patients are beyond help other than 
palliation when first seen. We have had no mirac- 
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213 St. Paul Place • Baltimore, Maryland 2 IS 
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TONGUE, BROOKS & COMPANY 
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THE MEDICAL AND CHIRURGICAL FACUL 


LESS RED TAPE 


• THE ONE POLICY APPROVED BY 


BETTER SERVICE 



Call or write 
for information 


Plan that DREAM VACATION now 

Dreaming of a trip to far-away places? or an interesting holiday nearer 
home? Do it the easy way ... let us assume the responsibility for your 
tickets, reservations, accommodations. 

★ SPRING AND SUMMER BOOKINGS NOW * 

TRAVEL SERVICES, Inc. 

306 North Charles St. Baltimore, Md. 

PL 2-2122 
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ulous breakthrough in cancer therapy; nor is 
there the slightest shred of evidence that a break¬ 
through will occur soon. Advances in the develop¬ 
ment of curative chemotherapy undoubtedly will be 
made slowly and probably will affect only one 
variety of cancer at a time. 

Perhaps the near future will bring some answer 
which will make present therapy obsolete, but 


until then let us use our available therapy for 
greatest effect. To persist in the belief that radia¬ 
tion therapy can provide only palliation or tem¬ 
porary arrest is to refuse to face the facts and 
use a valuable tool. This erroneous concept of 
the place of radiation therapy can lead only to 
needless suffering and death and should be ex¬ 
posed as the dangerous myth which it is. 
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2V 2 -3 times more potent than papaverine 
with a longer duration of action 



I 


o 


r 


Q. 

x 

it <5 


I 




O 


O 


CA 

cd 

P, 

CA 

* p-H 

a 

cd 

0 

o 

CA 

0 

a 


o 

o 

s 

co 

■4—» 

0 

0 

- 4 —* 

O 

P, 

cd 

co 


.a _• 

M o 

cd cd 

a £ 

CO 

DO ^ 
<3 CO 

• pH • rH 

0 n 

■pH 

*0 0 

^ 0 


0 

Ph 

0 * 

0 

S - 

10 O 

0 U 

CX 


.0 a 

T3 >> 

S ~ 

<D 

03 

H~< 

° 

c /3 

_ c/3 
tJ <D 

03 C/3 

03 ^5 
03 _ 

£ « 

03 C 

c ‘3 

03 E 
«- ° 
°s 


03 a; q 


tH 

3 « 

S "3 

u w 

03 _ — 


-C S 

■s o 


> & 

Tj CO 

O 0 

0 P< 

CO 


o 
>»"g 

tn 03 
O .N 

.2 3 


x 

— 03 

c e-h 

03 

£ < 

t- (U „ 

O > -Q 


o 03 
o 
-J 
■a 
c 


to c -Q 75 

CD O 

C 00 0) 


a c 

3 *3 

"O (-1 

03 ’ 


. x a 


m 

c0 _ .— 
■° « M 
.2 o £ 


1 6 

c “ 

“ n 
.2 o 

^ c 

03 o 

-G •- 

f -1 03 


o 

G 

Xi 0 
« G 
- o 
'V 7? 
q; O 

ja u 

‘C <u 


U 

• rH 

T3 

O 


co 

cd 

CD 

CO 

I 

p-l 

cd 

£ -s 

JO G 

* 

t3 O 
* u 
.5 _u 

S3 'S* 

^ o 

^ *-> 


i-rm * 

2 g 

NH G 

hJ 6 

o 

y3 

• rH 

03 
03 

cd 

CO 


o 

U 

< 

PL, < 

CD . 


03 

03 

S3 

CD 

CD 

T3 


CD 

4* 


CD 

g 

• rH 

CD 

O 

O-i 
■4—> 

cd 

o 

g 

CO 

cd 

43 


CD 

P-h 

O 

< 4-1 

CD 

P-i 

CD 

43 


o 

• pH 
00 
Ph 
CD 

_G 

o 

43 

o 

•pH 

H—> 

g 

cd 

g 

cd 

h* 

O 

2 


CD g 

£ -2 
P-h 4-> 

43 03 

+- 1 cd 

O <4_| 

^ o 
S3 G 
|-2 
cd cd 
G £ 
o 

T3 
T3 . 

g « 
03 00 

O G 

> O 


cd 


u '3! 
CD ^ 

stl 

aj 03 

o C 


I—I 

o 


Oh 

03 

> 

cd 

Oh 

cd 

CD 


CO 

cd 
CD c 
w cd 
CO 43 

4—> H—i 
• pH 

_ P-H 

G 0 


cd 


oo 

G 

O 

P-H 


03 

G 

• rH 

CD 

O 

P-4 

4—1 

cd 


cd 

43 

4-> 

O 

lO 


G 

O 

4—' 

03 

03 

St! 

03 

03 

•pH 

Gh 

O 

P-H 
4—i 

o 

PH 

G 

03 

£ 


o 

a 

"G 

G 

cd 


~a 

"a 

O 


P-H 

03 

4-J 

O 

•5 

1g 

a 

CO 

03 

43 

-f-i 

G 

O 

4-> 

03 

03 

S3 

03 

03 

43 


0 C/3 


rs 

u 

cd 

03 

‘Eh 

4-4 

CO 

cd 

00 

co 

03 

CO 

cd 

03 

P-4 

03 

03 

T3 

T3 

G 

cd 

4—' 

03 

03 

S3 

03 

03 

• rH 

4-> 

03 

43 

4-4 

co 

03 

G 

cd 

"cd 

03 

O 


"G 











! 


u 

*—H 

E~i 

O 

U 

CC 

< 

i 

2 

o 

2: 



« 2 

W o 

2 m : 

O i 

I O 

-2 ^ 


se& 


u 


CO 


<d re 
£ « 


<D 

< « ■£ 


O 3 


Q. -C 


£ O « 

j o £ 

X -2 : 

5f > 

CL, 



co 

a z 

a 2 

CO H 

< 


o 

QD 2 

_^h H 
U 
£ 
Q 
O 

p4 

CO CL 

a 


o 

a 

42 


o q3 

w t_ 

3 3 


43 £ 

o a 

O T3 

S ° 

re O 


DC 

E 

o 

C\I 


T3 

3 


3 

_o 

3 

cd 

U 

• • c/i 

2 3 
O 3 

hh • 

H re 

P & 

< CD 

u > 
W w 


43 O 

•*-* f—, 
£ >> 
r! *S 
| 2 
2 ° 

is 

u 3 

c e 

CO S 

H 3 

u e* 

b +2 

W 3 

CD 

rrl CO 
JT co 

Q 03 
l-H Ut 

co a 


T3 

3 

re 

o 

o 


o 

ra 

Q 
w 
—< 
j 

Oh 

ft* 

P 

CO 


— DO 
>> fl 

a, « 

2 ° 

>> 

3 

re 

43 

CU 

re 

E 

E 

re 

DC 


m 


.a %+: 

*- 53 ^ 


32 3 


M C 

re 3 

a® 

c/3 32 

- 3 
re •- 1 
re o 
43 


c 

CO 

re £ 
■a 3 
3 £ 
re 3 


3 3 a, £ re cc u 


re 

Z a 

"re 43 
3 33 

■■S £ 

re 


.2 3 ^ 

T3 3 
O 3 
■*- 32 

3 £ 
re t2 


T3 

3 


re 3 


3 

E 

43 

O 

O 

E 

CO 

CO 

2 

O 

H-* 

H 

< 

U 

Q 

2 


re e 


o g 

3 -3 

CD CO 

® i S) 

U >aT3 
3^3 
f-< . re 

^ re 


C/3 rv 

re S? 
a 


C/3 CD 

3 


a 


a 

o 

u 

C/3 


“ E 2 


'-a >, 

3 o 
O 3 
° O 
U 42 
•J3 3 


3 
cL, 3 
re DO 
o re 
t- jn 

o . 

>a c 

a 


ca .2 
Cl. co 
co CD 
~ fi 

O ^ 

pZ co 


1 E 


3 

co .2 
re - 

•2 § 

33 CJ 


re .2 

cj 23 


o 

3 °0 
3 re 
re j 3 
Z ca¬ 
re o 
o re 
3 

3 .2 

3 Q, 

« g 

u re 
33 O 
3 re 
3 ® >> 


aju 

c--^ DO 


nj 

re ^ 
re 

3 o 

f* 3 

3 c 

52 33 
re —« 
re re 
3 o 
C 42 

>5 » 

f—< _. 

a ^ 

3 § 

^3 
T3 re 

S e 


3 3 
H— 3 






From the Subcommittee on Alcoholism of the Medical and Chirurgical Faculty of the State of Maryland 


Survey of Habitual Drunkenness Offenders in Baltimore 


The Department of Mental Hygiene is again 
including in its capital budget request for Fiscal 
1967 an item for a 200-bed rehabilitation facility 
for habitual drunkenness offenders, to be located 
on the grounds of the Crownsville State Hos¬ 
pital. 

The need for such a facility has been noted by 
every committee and commission assigned to 
study the problem of drunkenness offenders in 
the past 20 years, among them the following: 

1946 Governors’s Commission for the Study 
of Chronic Alcoholism 

1956 Mayor’s Committee on Alcoholism 

1956 Baltimore Council o i Social Agencies 

1961- 62 Maryland Commission on Alcoholism 

1962- 63 Medical and Chirurgical Faculty of 

Maryland 

1963 Mayor McKeldin’s Brainstorming 

Conference on Alcoholism Programs 

1963 Advisory Council on Mental Hygiene 

1963- 64 Baltimore Area and Prince George’s 

County Councils on Alcoholism 

1964- 65 Mayor McKeldin’s Program Commit¬ 

tee on Alcoholism 

1965 State Comprehensive Mental Health 

Planning Unit 

Because of the dearth of accurate data on 
habitual offenders, the department has been un¬ 
able to submit substantial justification with its 
request for a rehabilitation facility. To supply 
the needed information, the department employed 
the writers (University of Maryland students of 
psychology and law, respectively), in June, 1965, 
to survey the state to determine the number of 


MICHAEL BASS 
and 

GARY GOLDSTEIN 

habitual drunkenness offenders in each subdivision 
and the disposition made of them by the several 
courts. 

According to the Annotated Code of Mary¬ 
land, Article 27, Section 123, the drunkenness 
offender is exclusively a local responsibility. He 
may be fined up to $50, jailed for up to 60 days, 
or both. The habitual offender, one convicted of 
drunkenness five times within a 12-month period, 
may be fined up to $100, committed to either the 
local jail or the Maryland House of Correction 
for up to six months, or both. The code thus 
establishes the right of the local subdivision to 
shift to the state responsibility for the habitual 
offender. 

Whether or not the drunkenness offender 
should be a responsibility of correctional and law 
enforcement agencies at all, either local or state, 
is not so clear. Nine years ago, the American 
Medical Association officially recognized alco¬ 
holism as a disease, a position taken also by the 
World Health Organization, the American Psy¬ 
chiatric Association, the American Hospital As¬ 
sociation, and many other professional bodies. 
In 1960, Article 2C was added to the Maryland 
Code. Section 1 opens with the following two 
sentences: 

Alcoholism is hereby recognized as an illness and a 
public health problem affecting the general welfare and 
economy of the state. Alcoholism is further recognized 
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as an illness subject to treatment and recovery and the 
sufferer of alcoholism is recognized as one worthy of 
treatment and rehabilitation. 

It may truthfully be noted that drunkenness 
offenders are arrested and convicted not for alco¬ 
holism, the disease, but for drunkenness, the 
misdemeanor; but what is the misdemeanor if 
not the most common symptom of the disease? 
And if the drunkenness offender be indeed a 
“sufferer of alcoholism,” does not Article 2C by 
recognizing him as “worthy of treatment and 
rehabilitation,” imply that he should be the re¬ 
sponsibility of medicine and of public and private 
health, welfare, and rehabilitation agencies? 

The question has not yet been answered in 
Maryland, and drunkenness offenders continue to 
go to jail here as in every other state in the 
union. The facility proposed by the Department 
of Mental Hygiene, by providing a treatment 
resource as a possible alternative to the tradi¬ 
tional correctional resource, would implement the 
progressive official position partly stated and 
partly implied in Article 2C. 

The results of the survey of Baltimore City 
indicate that the habitual drunkenness offenders 
are a large enough population to warrant a pub¬ 
lic investment in some attempt to rehabilitate 
them, especially when consideration is taken of 
the current cost of “managing” them by repeated 
arrests, trials, and imprisonments and by welfare 

* According to a projection of the findings of a follow¬ 
up study of 378 alcoholic patients of Spring Grove State 
Hospital, Maryland’s estimated 80,000 alcoholics cost 
the state approximately $6,000,000 per year on welfare 
budgets. 

fFigure on total prisoner days determined by Harry E. 
Shelley, Coordinator of Alcoholism Programs, Baltimore 
City Health Department. 


support, in many cases, of the untreated alco¬ 
holics and their families.* 

Baltimore City Statistics 

The Baltimore City study was done under the 
joint auspices of the Baltimore City Health De¬ 
partment and the State Department of Mental 
Hygiene. 

Information on the number and disposition of 
habitual drunkenness offenders in Baltimore City 
was collected from four sources: Auditor’s De¬ 
partment records (1/1/64-7/1/65) for the num¬ 
ber of drunkenness offenders who paid fines 
and/or court costs; Baltimore City jail commit¬ 
ment records for the same period; interviews 
with 13 municipal court judges; and Maryland 
House of Correction records. 

Statistical results.—From January 1, 1964, 
to July 1, 1965, there were 11,340 convictions for 
drunkenness in Baltimore City municipal courts. 
These involved 7,176 defendants and resulting in 
8,015 jail sentences. 

The number of recidivists and their convictions 
follow: 

966 convicted 2 times within 12 months 

369 ” 3 ” ”12 

175 ” 4 ” ” 12 

263 ” 5 or more times within 12 

months 

Only six defendants were convicted as habi- 
tuals and sent to the Maryland House of Cor¬ 
rection, and an additional six not convicted as 
habituals were also sent there. All other jail 
sentences were to the Baltimore City jail. A 
total of 148,997 prisoner days was spent by 
drunkenness offenders in the Baltimore City 
jail during the 18-month period studied.f 

Discussion 

These statistics represent only a rock-bottom 
minimum of the number of habitual drunkenness 
offenders in Baltimore City. The numbers would 
be significantly increased, perhaps more than 
doubled, 1) if the charge of drunkenness were 
added by the arresting officer when appropriate 
to such other charges as disorderly conduct, va¬ 
grancy, etc.; and 2) if arresting officers routinely 
checked on previous arrests so as to report as 
habituals defendants arrested for drunkenness for 
the fifth time in the previous 12 months. 
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EUTRON 

pargyline hydrochloride 25 mg. and methyclothiazide 5 mg. 

for control of 
moderate to severe 
hypertension 


Unique combination produces greater 
antihypertensive effect with lower doses 



Eutron is the combination in a single tablet 
of 25 mg. Eutonyl (pargyline hydrochlo¬ 
ride) and 5 mg. Enduron (methyclothia¬ 
zide). This combination produces greater 
therapeutic effect than that of either com¬ 
ponent used alone. Side effects may be 
milder, too, as dosages are generally lower. 
The effective dosage is usually one tablet, 
once daily. Tablets are scored for greater 
dosage flexibility. 


Each Eutron tablet contains two proven antihypertensives 
in the ratio shown to be most effective in most patients. 
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NEUTRON 

extends your range 
of treatment in 
moderate to severe 
hypertension 


A single product 
you can use even 
in the presence 
of congestive heart 
failure or edema 


Eight out of 10 patients respond 

In clinical trials, Eutron produced normo- 
tension or a significant reduction in blood 
pressure in eight out of 10 patients studied. 
The rationale for the product is this: 
Eutonyl used alone is a potent antihyperten¬ 
sive. Its antihypertensive action is markedly 
enhanced by Enduron, a potassium-sparing 
thiazide. 1,2 ’ 3 The combination (Eutron) 
thus produces greater antihypertensive ef¬ 
fect with lower dosages of the Eutonyl com¬ 
ponent, and milder side effects may be seen. 


1. Torosdag, S., Schvartz, N., Fletcher, L., Fertig, H., 
Schwartz, M. S., Quan, R. F. B., and Bryant, J. M., 
Pargyline Hydrochloride as an Antihypertensive Agent 
With and Without A Thiazide, Am. J. Cardiol., 12:822, 
Dec., 1963. 

2. Pollack, P. J., Pargyline Hydrochloride and Meth- 
yclothiazide Combined In The Treatment of Hyperten¬ 
sion, Cur. Thera. Res., 7:10, Jan., 1965. 

3. Bryant, J. M. et al., Antihypertensive Properties of 
Pargyline Hydrochloride, New Non-Hydrazine Mono¬ 
amine Oxidase Inhibitor Compared with Sulphonamide 
Diuretics, J.A.M.A., 178; 406, Oct., 1961. 
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BP reductions in the recumbent and sitting posi¬ 
tions often are nearly as great as in the standing. 
In clinical trials, the average recumbent BP 
reduction was 36/18 mm. Hg. 



The average standing reduction in clinical trials 
was 45/22 mm. Hg. Thus the difference between 
the standing and recumbent readings was only 
9/4 mm. Hg. 



Significantly lowers 
blood pressure in all 
body positions; 
less likelihood of 
orthostatic hypotension 

In clinical trials, the average reduction in 
standing blood pressure was 45/22 mm. 
Hg.; in the sitting position it was 48/20 
mm. Hg.; and in the recumbent position, 
36/18 mm. Hg. 

Because Eutron effectively reduces blood 
pressure in all body positions, there is re¬ 
duced likelihood of orthostatic symptoms 
or hypotension. 

This was reflected in the relatively mild 
character of side effects seen in clinical 
trials (see below). 

Smooth and gradual onset 

Onset of antihypertensive action is usually 
quite smooth. Initial reduction of systolic 
and diastolic readings is usually seen within 
a week — maximum reduction in seven to 
ten days. 

Less troublesome 
side effects may be 
seen; frequent 
improvement in 
“sense of well-being” 

Fewer than 1 % of patients studied discon¬ 
tinued Eutron therapy because of side ef¬ 
fects. This is due in part to the relatively low 
dosage needed with the combination. Usual 
recommended dose is one tablet daily—that 
is, 25 mg. Eutonyl with 5 mg. Enduron. This 
is about half the usual therapeutic dose of 
Eutonyl given alone. As a consequence side 
effects may be milder. And, as with Eutonyl 
given alone, the patient may well note an 
increased sense of well being, 

This is in distinct contrast to most I 

other antihypertensive therapy. Ihbv 
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Prescribing 
information for 

EUTRON 


INDICATIONS: Eutron (pargyline hydrochlo¬ 
ride and methyclothiazide) is indicated in the 
treatment of patients with moderate to severe 
hypertension, especially those with severe dias¬ 
tolic hypertension. It is not recommended for 
use in patients with mild or labile hypertension 
amenable to therapy with sedatives and/or 
thiazide diuretics alone. 


CONTRAINDICATIONS: Eutron is contrain¬ 
dicated in patients with pheochromocytoma, 
advanced renal disease, paranoid schizophre¬ 
nia and hyperthyroidism. Until further expe¬ 
rience is gained it cannot be recommended 
for use in patients with malignant hyperten¬ 
sion, children (under 12 years of age), or 
pregnant patients. 

The concomitant use of the following is 
contraindicated: other monoamine oxidase in¬ 
hibitors; parenteral forms of reserpine or 
guanethidine; sympathomimetic drugs; foods 
high in tyramine such as cheese; imipramine 
and amitriptyline, or similar antidepressants; 
methyldopa. A drug-free interval of two weeks 
should separate therapy and use of these 
agents. 


WARNINGS: Pargyline hydrochloride is a 
monoamine oxidase inhibitor. Patients should 
be warned against eating cheese, and using 
alcohol, proprietary drugs or other medication 
without the knowledge of the physician. When 
it is necessary to administer alcohol, narcotics 
(notably meperidine), antihistamines, anesthet¬ 
ics, barbiturates and other hypnotics, sedatives, 
tranquilizers, or caffeine, these agents can be 
used cautiously at a dosage of !4 to Vs the 
usual amount. Avoid parenteral administra¬ 
tion where possible. Withdraw pargyline two 
weeks before elective surgery. 

Patients should be warned about the possi¬ 
bility of postural orthostatic hypotension. 
Those with angina or other evidence of cor¬ 
onary disease should not increase physical 
activity. Pargyline may lower blood sugar. 
Potassium depletion is unlikely at the recom¬ 
mended dosage, but if it occurs, adjust dosage 
or withdraw or provide added natural food 
sources of potassium; potassium tablets should 
be avoided wherever possible, as bleeding or 
obstructive ulceration of the small bowel has 

512214 


been associated with their use; potassium 
levels should be especially watched if the pa¬ 
tient is on digitalis or steroids, or if hepatic 
coma is impending. 


PRECAUTIONS: When determining the anti¬ 
hypertensive effect of Eutron, blood pressure 
should be measured while the patient is stand¬ 
ing. Use with caution in hyperactive or hyper- 
excitable persons. Such persons may show in¬ 
creased restlessness and agitation. Withdraw 
drug during acute febrile illness. Watch pa¬ 
tients with impaired renal function for in¬ 
creasing drug effects or elevation of BUN 
and other evidence of progressive renal fail¬ 
ure; withdraw drug if such alterations persist 
and progress. Pargyline has not been shown 
to cause damage to body organs or systems. 
As with all new drugs, complete blood counts, 
urinalyses, and liver function tests should be 
performed periodically. The drug should be 
used with caution in patients with liver dys¬ 
function. With prolonged therapy, examine 
patients for change in color perception, visual 
fields, and fundi. 

Elevated blood urea nitrogen, serum uric 
acid or blood sugar are possibilities attribut¬ 
able to the methyclothiazide in Eutron. Me¬ 
thyclothiazide may also reduce arterial re¬ 
sponse to pressor amines. Blood dyscrasias, 
including thrombocytopemia with purpura, 
agranulocytosis and aplastic anemia, have been 
seen with thiazide drugs. 


SIDE EFFECTS: The use of pargyline may 
be associated with orthostatic hypotension. 
Mild constipation, slight edema, dry mouth, 
sweating, increased appetite, arthralgia, nausea 
and vomiting, headache, insomnia, difficulty in 
micturition, nightmares, impotence, delayed 
ejaculation, rash, and purpura have been en¬ 
countered with pargyline. Hyperexcitability, in¬ 
creased neuromuscular activity (muscle twitch¬ 
ing) and other extra-pyramidal symptoms have 
been reported. Drug fever is extremely rare. 
Congestive heart failure has been reported in 
a few patients with reduced cardiac reserve. 
Nocturia has been observed with the combina¬ 
tion. If side effects persist, despite 
symptomatic therapy or reduction 
of the dose, discontinue the drug. 
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Case 10 —Post-cesarean Section Death 


This patient was a 25-year-old para 1, whose 
estimated date of confinement was July 15. Her 
prenatal course had been uneventful, but her 
pregnancy progressed beyond the estimated date 
of confinement despite an attempt to induce labor 
with castor oil and quinine. On August 17, a flat 
plate of the abdomen revealed a face presentation. 
The patient was not in labor and the membranes 
were intact. 

A decision was reached to carry out cesarean 
section. Accordingly, on August 18, under spinal 
anesthesia using pontocaine and supplemented by 
intravenous sodium pentothal after delivery, a 
classical section was done. A living 81b 3y 2 oz 
child was delivered. 

Her immediate postoperative condition was ex¬ 
cellent, and her course proceeded uneventfully un¬ 
til August 20. As the patient was walking to the 
bathroom, she suddenly fell to the floor and was 
pronounced dead shortly thereafter. Autopsy re¬ 
vealed massive emboli in both the right and left 
pulmonary arteries. 

COMMENTS 

Although pulmonary embolism can occur after 
normal pelvic delivery, the incidence is greater 
after operative delivery. Since this was consid¬ 
ered an unnecessary cesarean section, the commit¬ 
tee voted this a preventable death. With a para 
1, with intact membranes, not in labor, the com¬ 
mittee members saw no reason for abdominal de¬ 
livery. It was assumed that the head was not 


deep in the pelvis and that the chances would 
have been excellent of spontaneous conversion of 
the face presentation to a normal vertex early in 
labor. Accordingly, the decision as to method of 
delivery should have been postponed until after 
the onset of labor. 
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Incorporated 1847 

Eutaw 

Savings Bank 

EUTAW AND FAYETTE STREETS 
5 Convenient Offices 

ASSETS.Over $115,000,000 


Member Federal Deposit Insurance Corporation 


MAXIMUM INSURANCE 
FOR EACH DEPOSITOR 


$ 10,000 


in each separate right or capacity 
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When uncontrolled 
diarrhea brings 
a call for help 



When the diarrhea sufferer has run th 
gamut of home remedies without succes: 
pieasant-tasting CREMOMYCIN can answc 
the call for help. It can be counted on 1 
consolidate fluid stools, soothe intestin; 
inflammation, inhibit enteric pathogen: 
and detoxify putrefactive materials—ust 
ally within a few hours. 


CREMOMYCIN combines the bacteriostati 
agents, succinylsulfathiazole and neom; . 
cin, with the adsorbent and protective d< 
mulcents, kaolin and pectin, for compn 
hensive control of diarrhea. 


Indications: Diarrhea. Contraindications: Kaoli 
Withhold if diverticulosis is present or suspecte 
Precautions: Sulfonamide: Continued use requin 
supplementary administration of thiamine and vit 
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your for 
Cremomycin 
can provide relief 



where today’s theory is tomorrow’s therapy 


promptly relieves diarrheal distress 

Cremomycin 

ANTIDIARRHEAL ^ 

Composition: Each 30 cc. contains neomycin sulfate 
300 mg. (equivalent to 210 mg. of neomycin base), 
succinylsulfathiazole 3.0 Gm., colloidal kaolin 3.0 
Gm., pectin 0.27 Gm. 

$$ MERCK SHARP &D0HME Division of Merck & Co., Inc., West Point, Pa. 


min K. Neomycin: Patient should be observed for 
new infections due to bacteria or fungi. Side Effects: 
Sulfonamide: Sensitivity reactions may occur (e.g., 
skin rashes, anemia, polyneuritis, fever; agranulo¬ 
cytosis with a fatal outcome has been reported). 
Reduction of thiamine output in the feces and of 
vitamin K synthesis has been observed. Neomycin: 
Nausea, loose stools possible. 

Before prescribing or administering, read product 
circular with package or available on request. 
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WILLIAM STIFLER, JR., M.D., Chairman RAY HEPNER, M.D., Editor 


Detection and Management 1 - 2 

. Important to detect early because brain dam¬ 
age may result if jaundice is rapidly pro¬ 
gressive and becomes severe. 

’. Brain damage due to hyperbilirubinemia is 
preventable by exchange transfusion (re¬ 
peated if necessary) regardless of its etiology. 
1. Exchange transfusion is indicated if serum 
indirect bilirubin concentration rises 0.3mg- 
% per hour or more during first 48 hours 
of life and is apt to approximate or exceed a 
level of 20mg% subsequently. 

Aids to Early Detection 1 - 3 - 4 

Examine the neonate for jaundice every six 
hours during the first two days of life. 

Tag or separate fullterm infants less than 48 
hours of age and premature infants under 96 
hours of age to be observed for jaundice. 
Proper lighting (simulating sunlight): two- 
bulb fluorescent fixture consisting of one de¬ 
luxe cool white bulb and one standard warm 
white bulb. 

Note: The influence of direct artificial light and light 
reflected from colored surfaces—yellow light masks 
jaundice: pink light makes everyone appear jaundice; and 
blue light blackens jaundice, making detection difficult. 

D. Intensity of illumination: a pair of 15 watt 
bulbs, as under C, held 14-18 inches above 
baby, or three times the desirable amount of 
general illumination for a room by ceiling fix¬ 
tures. 

E. Diascopy: Blanche skin with a glass slide or 
a piece of polished lucite or plexiglas (12 
inches long, )4 inch thick, 1 inch wide). Be¬ 
tween examinations, these can be cleaned with 
a sponge soaked with an antiseptic. “Jaundice 
rounds” can be made by examining the skin 
of forehead or cheeks of babies in rapid suc¬ 
cession without handling the infants. 


Neonatal Jaundice 

A. 

B. 

MARTIN K. GORTEN, MO 

Associate Professor Q 

in Pediatrics and Pediatric Hematologist, 

University Hospital 
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Differential Diagnosis 1 ’ 2 

A. Hemolytic Jaundice 

1. Isoimmunization—Rh and ABO erythro¬ 
blastosis fetalis are commonest. 

2. Acquired 

a. Septicemia—bacterial, viral (see B. 2) 

b. Drug induced such as vitamin K excess, 


3. Allen, F. H., Jr.: Early Jaundice in the Newborn: 
Aids to Detection, New Eng J Med 258:1302, 1958. 

4. a)Gorten, M. K.: Detection of Neonatal Jaundice. Ex¬ 
hibit at Thirty-first Annual Meeting of the American 
Academy of Pediatrics, 1962. 

b) Gorten, M. K.: Detection of Neonatal Jaundice, 
Exhibit at Fifteenth Annual Scientific Assembly of the 
American Academy of General Practice, 1963. 

c) Gorten, M. K.: Detection of Neonatal Jaundice, 
Modern Medicine 32:136, 1964. 


sulfonamides, etc. 

3. Inherited 

a. Hereditary spherocytosis 

b. Heinz body anemia 

c. Non-spherocytic hemolytic anemia 

d. Hemoglobinopathy 
B. Non-hemolytic Jaundice 

1. Icterus neonatorum 

a. Transient deficiency of glucuronic acid 
transferase 

b. Respiratory distress, hypoxia 

c. Maternal diabetes mellitus 

d. Prematurity 

e. Dehydration 

f. Hypothermia 

2. Infections (* denotes possibility of hemoly¬ 
tic component) 

a. Bacterial* (pneumonia, meningitis, etc.) 

b. Cytomegalovirus* 

c. Toxoplasmosis 

d. Syphilis* 

3. Neonatal hepatitis 

4. Inspissated bile syndrome 

5. Atresia of bile ducts 

6. Choledochal cyst 

7. Galactosemia 

8. Familial non-hemolytic jaundice 

9. Crigler-Najjar disease 

10. Large hematomas, internal hemorrhage 

11. Pyloric stenosis (especially posterior hyper¬ 
trophy ) 

12. Cretinism, hypothyroidism 

13. Congenital leukemia 

14. Congenital heart defect 

REFERENCES 

1. Gorten, M. K.: Detection of Neonatal Jaundice, GP 
29:101, 1964. 

2. Allen, F. H., Jr. and Diamond, L. K. : Erythroblastosis 
Fetalis, New Eng J Med 257 :649-722, 1957. 



THE PERFECT 
MEMORIAL 

The Lorraine Mausoleum, in Lorraine Park 
Cemetery, Woodlawn, offers the finest and 
most sanitary Memorial (above-ground en¬ 
tombment) to be found in this area. Write 
for free brochure. We shall gladly mail it to 
you. 

TEL: VE 7-0158 OR VE 7-1838 


LORRAINE MAUSOLEUM 
6 E. Franklin St., Baltimore, Md. 21202 

Gentlemen: Without obligation MAIL me free 
color brochure and full information. 

NAME _____ 

ADDRESS___ 
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MARYLAND ASSOCIATION FOR RETARDED CHILDREN, INC, 


RETARDED CHILDREN 
CAN BE HELPED 


1514 Reisterstown Road 


President 

Mr. Robert L. Parrish 


Baltimore, Maryland, 21208 


Executive Director 
Morris Sciierr 


486-8168 


Editor 

Dick M. Hoover 


HUMAN DEVELOPMENT 

GEORGE C. CORKE 


The staff at Rosewood has for many years pro¬ 
vided the retarded with medical, educational, rec¬ 
reational, and vocational programs. 

However, since Rosewood has become a state 
hospital with its vast increase in the number of 
patient admissions, there became a need for a 
more formal, structured program, designed to 
open the avenues of eventual return to the com¬ 
munity. 

The Human Development Department was 
formed in September, 1963, to fill the important 
parental role in the therapeutic setting, always 
maintaining the basic philosophy that within each 
resident’s limits there is a potential contribution 
that can be made to society. 

Phis program includes approximately 660 of 
the 2,500 Rosewood patients. The majority are 
court committed because of the inability of the 
home to cope with the behavior problems. They 
range in IQ between 50 and 70, in age from 
6 to 60, and are mildly or moderately retarded 
with social and behavioral problems. They live in 
11 separate units that house approximately 60 
to 70 residents each. The staff consists of 104 
psychiatric aides and licensed practical nurses, 
three supervisors, three cottage administrators, 
one registered nurse, one secretary, and one di¬ 
rector. 

Because the primary problems of these resi¬ 
dents are neglect, inadequate social adjustment, 
and undesirable behavior, our program empha¬ 
sizes constant training in these areas. 

Each resident is trained, counselled, and guid- 

Reprinted from Maryland Steps Ahead, September, 
1965 (a Department of Mental Hygiene publication). 


ed in his daily program in personal appearance 
and hygiene, appropriate behavior, attitude to¬ 
ward authorities and other residents, willingness 
and ability to carry out assignments, social activi¬ 
ties, physical development, home visits, and week¬ 
end passes. 

An intimate knowledge of each resident is ob¬ 
tained so that all procedures may be coordinated 
in term of the most effective therapeutic plan for 
each resident. 

Attendant personnel are counseled and directed 
in handling cottage procedures, non-medical prob¬ 
lems, and minor disciplinary measures. 

Vocational and industrial therapy programs and 
recreational programs, designed to further the 
rehabilitation process of the resident, are coordi ¬ 
nated with the Department of Rehabilitation. 

Through a system of reward and punishment, 
the program endeavors to remove those social and 
behavioral problems not acceptable to community 
living. Since this is a positive approach, it also 
implies encouragement where behavior is already 
satisfactory. 

Patient familiarity gained by the Human De¬ 
velopment team makes possible a more timely re¬ 
ferral to the Social Service Department for com¬ 
munity placement and facilitates the task of re¬ 
habilitation to a normal social environment. 

The recent introduction of a highly structured 
program in our maximum security buildings has 
resulted in a vast amount of work being done at 
the hospital. Residents who have lived for long 
periods of time in a locked area are being moved 
to an open cottage where further training has 
been possible. 
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helps restore normal motility and tone 


Cantil (mepenzolate bromide) works in the colon. 
In irritable colon, spastic colon, ulcerative colitis 
and other functional and organic colonic disorders, 
it acts to: 

• control diarrhea/constipation 

• relieve spasm, cramping, bloating 

• make patients more comfortable 

with little effect on stomach, bladder or other viscera. 

"In 40 of 44 cases of irritable or spastic colon, 
Cantil [mepenzolate bromide] or Cantil with Pheno- 
barbital reduced or abolished abdominal pain, diar¬ 
rhea and distention and promoted restoration of 
normal bowel function . . . Cantil [mepenzolate 
bromide] proved to be singularly free of antichol¬ 
inergic side-effects. Blurring of vision or dryness 
of the mouth were occasionally seen and were us¬ 
ually managed with a reduction in dosage. Urinary 
retention, noted in two cases was eliminated in one 
by reducing dosage.” 1 


IN BRIEF: 

One or two tablets three times a day and one or two 
at bedtime usually provide prompt relief. Cantil 
with Phenobarbital may be prescribed if sedation 
is required. 

Dryness of the mouth or blurring of vision may 
occur but it is usually mild and transitory. Urinary 
retention is rare. Caution should be observed in 
prostatic hypertrophy—withhold in glaucoma. Cantil 
with Phenobarbital is contraindicated in patients 
sensitive to phenobarbital. 

Supplied: CANTIL (mepenzolate bromide)—25 mg. per 
scored tablet. Bottles of 100 and 250. 

CANTIL with PHENOBARBITAL — containing in each 
scored tablet 16 mg. phenobarbital (warning: may be habit 
forming) and 25 mg. mepenzolate bromide. Bottles of 100 
and 250. 

1-Riese, J.A.: Amer. J. Gastroent. 28:541 (Nov.) 1957 

LAKESIDE LABORATORIES, INC, 

Milwaukee, Wisconsin 53201 









Medical and health officials 
participating in planning 
this year’s diabetes detec¬ 
tion drive included, left to 
right: Dr. Marie Joy Mason, 
Maryland State Department 
of Health; Stephen Proven- 
za, Maryland Pharmaceuti¬ 
cal Association; Dr. Robert 
E. Farber, Commissioner of 
Health of Baltimore; Jack 
Redfern, Baltimore City 
Health Department; Dr. 
Samuel Morrison, president, 
Baltimore City Medical So¬ 
ciety; Dr. A. A. Silver, 
chairman, Diabetes Subcom¬ 
mittee; Dr. J. Morris Reese, 
president-elect, Medical and 
Chirurgical Faculty of Mary¬ 
land; Dr. Timothy Baker, 
president, Maryland Public 
Health Association; Sister 
Mary Dominic, president, 
Maryland Dietetic Associa¬ 
tion; Sister Amelia, chair¬ 
man, dietetic exhibit, and 
Mrs. Alice Jean Anderson, 
dietitian. 


Diabetes Detection Drive 



During the three-day diabetes detection drive, 
November 15-17, 3,241 people visited the diabetes 
detection center in Baltimore for screening tests. 
Set up in the Fifth Regiment Armory, the diabetes 
detection center offered other health tests as well. 
Of these, 1,138 chest x-rays were taken, 1,825 
vision tests were made, and 1,033 hearing tests 
were made. 

The diabetes detection drive was sponsored by 
the Faculty’s Subcommittee on Diabetes. Co¬ 
operating in testing activities were the Maryland 
Tuberculosis Association, the Maryland Society 
for the Prevention of Blindness, the Baltimore 
Hearing Society, and volunteer groups. 

Other participating agencies included the Balti¬ 
more City Medical Society, the state and city 
health departments, the Maryland Diabetes Asso¬ 
ciation, the Maryland Pharmaceutical Association, 
the Maryland Association of Medical Technol¬ 
ogists, and the Maryland Association of Hospital 
Volunteers. 
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more complete relief for the "dyspeptic" 

DACTILASE® 


Dactilase provides comprehensive therapy for a 
wide range of digestive disorders. Its antispas- 
modic and anesthetic actions rapidly relieve pain 
and spasm. Dactilase decreases hypermotility 
without inducing stasis. In addition, it supplies 
digestive enzymes to help reduce bloating, belch¬ 
ing and flatulence. Dactilase does not interfere 
with normal digestive secretions. Very often it can 
be a most useful answer to the dyspeptic’s needs. 

DACTILASE: Each tablet contains: Dactil® (pi- 
peridolate hydrochloride), 50 mg.; Standardized 
cellulolytic* enzyme, 2 mg.; Standardized amylo- 


lytic enzyme, 15 mg.; Standardized proteolytic 
enzyme, 10 mg.; Pancreatin 3X** (source of lipo¬ 
lytic activity), 100 mg.; Taurocholic acid, 15 mg. 

♦Need in human nutrition not established. **As acid resistant granules 
equivalent in activity to 300 mg. Pancreatin N.F. 

Side Effects and Contraindications: DACTILASE 
is almost entirely free of side effects. However, it should 
be withheld in glaucoma and in jaundice due to com¬ 
plete biliary obstruction. 

Administration and Dosage: One tablet with, or 
immediately following each meal. Tablets should be 
swallowed whole. 

Supplied: Bottles of 60 and 250. 



LAKESIDE LABORATORIES, INC. 

Milwaukee, Wisconsin 53201 
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Maryland physicians contrib¬ 
uted $9,605 last year to 
the American Medical As¬ 
sociation Education and Re¬ 
search Foundation. Robert vL. 
Campbell, MD, Faculty pres¬ 
ident, presented the check 
to Raymond M. McKeown, 
MD, president of AMA-ERF, 
at the AMA’s clinical meet¬ 
ing in Philadelphia. 
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Garin 



IDEAL LOCATION 



• Situated in one of the most 
beautiful and secluded spots in 
the Roland Park-Guilford-Uni- 
versity Parkway section. Five 
units facing a terrace of well- 
kept lawns and shrubbery across 
a 1 80-foot court. 

• Convenient to all Roland Park 
schools, churches and community 
activities. Less than two blocks 
from public transit. 

• Easy to reach! From N. Charles 
St. drive west on 39th Street 
to Stony Run Lane, then one 
block right. 


Three bedrooms, three baths; all apartments have three ex¬ 
posures. Living room with fireplace, full dining room, hardwood 
floors, porch or sun parlor. Fireproof construction of hollow 
tile and reinforced concrete, stucco covered walls. Luxurious 
comfort summer or winter. 

230 STONY RUN LANE 

BALTIMORE, MD. 21210 
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when even southern sun 

fails to warm cold hands and feet 


provide rapid, sustained vasodilation for warmth and relief of pain, 
dizziness and faintness in patients with impaired peripheral circulation 


geriliquid warms cold hands and feet 
through the thermogenic action of glycine 
and through sustained vasodilation by gly¬ 
cine and niacin. In addition, in patients with 


impaired peripheral circulation, geriliquid 
increases the ability to walk farther with 
less pain. Patients particularly like the pal¬ 
atable, sherry wine base. 



IN BRIEF: Composition: Each 5 ml. contains: niacin 75 mg. and aminoacetic acid (glycine) 750 mg. in a palatable sherry wine base; alcohol 5%. 
Side Effects: Occasional lightheadedness or transient itching which may disappear with continued use. There are no known contraindications; 
however, caution is advised when there is concomitant administration of a coronary vasodilator. 

Administration and Dosage: One or two teaspoonfuls 3 times a day before meals. If flushing is objectionable, dosage may be lowered. How* 
ever, tolerance to flushing usually develops without loss of efficacy in regard to vasodilation. 

Supplied: Bottles of 8 oz. and 16 oz. 



LAKESIDE LABORATORIES, INC. 


Milwaukee, Wisconsin 53201 
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DEPARTMENT OF HEALTH 

STATE OF MARYLAND 



Highlights 

REVISED REGULATIONS FOR REPORTING 
COMMUNICABLE DISEASES 

The Medical and Chirurgical Faculty and the 
State Department of Health are collaborating in 
a campaign to promote more complete reporting 
of communicable diseases in Maryland, especially 
of venereal diseases. It was agreed that the me¬ 
chanics of the system should be modified to make 
such reporting easier for the busy practitioner. 

The revised regulations governing the report¬ 
ing of communicable diseases have been approved 
by the Board of Health and Mental Hygiene, 
and reporting forms are being made available 
to all physicians through local and state health 
departments. 

Changes have been made both in the list and 
the manner of reporting. Certain diseases will be 
reported by numbers instead of by name, and the 
mailing of reports will be facilitated by a revised 
card and a self-addressed, postage-paid envelope. 
It is hoped this new system will produce more 
adequate reporting of all diseases, particularly 
syphilis. Although effective methods for its con¬ 
trol are readily available, syphilis continues to 
increase in importance as a public health prob¬ 
lem. A solution will come only through the joint 
efforts of the medical professional and the health 
department. 

PRESIDENTIAL APPOINTMENT 

Maryland’s Health Commissioner was one of 
12 physicians appointed by President Johnson to 
a National Advisory Council on Regional Med¬ 
ical Programs. The council will advise the Sur¬ 
geon General on programs created by this year’s 


William J. Peeples, MD, MPH, Commissioner 


legislation on heart disease, cancer, and stroke. 
The council’s job will be to discuss various prob¬ 
lems of implementation nationwide and to advise 
the Surgeon General of possible changes required 
in the program. Part of the council’s job will be 
to consider other types of diseases to see which, 
if any, need to be added. 

HOME HEALTH SERVICES 

Meetings with local officials and other inter¬ 
ested parties in the health field are being con¬ 
ducted throughout the state to exchange informa¬ 
tion and ideas regarding the urgent need to 
develop home health services in connection with 
the Medicare Act. Central office staff members 
who will have responsibility for developing these 
services have participated. A filmstrip describing 
the Montefiore Hospital (Pittsburgh) home 
health services program is being used along with 
our other materials. 

DROUGHT AFFECTS WATER SUPPLIES 

Several public water supplies have been af¬ 
fected seriously by the continuing drought. One 
community, Einmitsburg, has been forced to re¬ 
sort to pumping water from a previously unused 
stream to supplement its usual sources. Because 
of its location, the water cannot be treated at the 
filtration plant. The only safeguards will be 
several days storage and chlorination, requiring 
close supervision by the Division of Sanitary 
Engineering. If the drought continues, this same 
situation may occur in several other communities 
and will seriously tax the ability of the state and 
local health departments to provide adequate 
supervision. 
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WHEN MOTHER'S IRON ISN'T UP TO 

MOTHERHOOD 


IN BRIEF: ACTIONS ANO USES: A single dose of Imferon (iron dextran injection) will 
measurably begin to raise hemoglobin and a complete course ot therapy will effectively 
rebuild iron reserves. The drug is indicated only for specifically-diagnosed cases of iron 
deficiency anemia and then only when oral administration of iron is ineffective or imprac¬ 
tical. Such iron deficiency anemia may include: patients in the last trimester of preg¬ 
nancy; patients with gastrointestinal disease or those recovering from gastrointestinal 
surgery; patients with chronic bleeding with continual and extensive iron losses not 
rapidly replenishable with oral iron; patients intolerant of blood transfusion as a 
source of iron; infants with hypochromic anemia; patients who cannot be relied 
upon to take oral iron. 

COMPOSITION: Imferon (iron dextran injection) is a well-tolerated solution of iron dextran 
complex providing an equivalent of 50 mg. of elemental iron in each cc. The solution con¬ 
tains 0.9% sodium chloride and has a pH of 5.2-6.0. The 10 cc. vial contains 0.5% phenol 
as a preservative. 

ADMINISTRATION ANO DOSAGE: Dosage, based upon body weight and Gm. Hb./lOO cc. 
of blood, ranges from 0.5 cc. in infants to 5.0 cc. in adults, daily, every other day, or 
weekly. The total iron requirement for the individual patient is readily obtainable from 
the dosage chart in the package insert. Deep intramuscular injection in the upper outer 
quadrant of the buttock, using a Z-track technique, (with displacement of the skin 
laterally prior to injection), insures absorption and will help avoid staining of the skin. 
A 2-inch needle is recommended for the adult of average size. 


SIDE EFFECTS: Local and systemic side effects are few. Staining of the skin may occur. 
Excessive dosage, beyond the calculated need, may cause hemosiderosis. Although 
allergic or anaphylactoid reactions are not common, occasional severe reactions have 
been observed, including three fatal reactions which may have been due to Imferon 
(iron dextran injection). Urticaria, arthralgia, lymphadenopathy, nausea, headache, 
and fever have occasionally been reported. Initial test doses of 0.5 cc. are advisable. 

PRECAUTIONS: I f sensitivity to test doses is manifested, the drug should not be given. 
Imferon (iron dextran injection) must be administered by deep intramuscular injection 
only. Inject only in the upper outer quadrant of the buttock, not in the arm or other 
exposed area. 

CONTRAINDICATIONS: Imferon (iron dextran injection) is contraindicated in patients 
sensitive to iron dextran complex. Since its use is intended for the treatment of iron 
deficiency anemia only, it is contraindicated in other anemias. 

CARCINOGENICITY POTENTIAL: Using relatively massive doses, Imferon (iron dextran 
injection) has been shown to produce sarcoma in rats, mice and rabbits and possibly in 
hamsters, but not in guinea pigs. The risk of carcinogenesis, if any in man, following 
recommended therapy with Imferon (iron dextran injection) appears to be extremely small. 

SUPPLIED: 2 cc. ampuls, boxes of 10; 5 cc. ampuls, boxes of 4; 10 cc. multiple dose vials. 



in iron deficiency anemia for rapid and 
predictable replacement of iron reserves 

imferon 

(iron dextran injection) 


LAKESIDE LABORATORIES, INC. • Milwaukee, Wisconsin 53201 







THE NEW RENAULT R-8 



4 SPEED OR 

AUTOMATIC TRANSMISSION 

The Automotive Experts at Car & Driver Maga 
line say: "The Renault R-8 is fast, well con¬ 
structed, good handling, and has the I 
brakes in its class." "It has amazing ride 
& stability." "The Renault R-8 over¬ 
comes nearly every traditional ob 
jection to economy cars we've 
ever heard." 


0 TO 60 IN IS SECONDS! 
CRUISE ALL DAY AT 70! 
GET UP TO 37 MPG! 

RENAULT SEDAN PRICES 
START AT $1593 including 

oil Fed. Taxes, Freight, Delivery 

Whitewall Tires * Electric Windshield 
Wipers • Air Foam Seats • Child 
Guard Locks * Deluxe Heater and 



Defroster & 4 Wheel Disc Brakes! 


Free 24 Hour Demonstration! 

MICHAELSON MOTORS, INC. 


Renault & Peugeot Sales — Parts—Service 

5801 REISTERSTOWN ROAD 
Open Nitely 'til 70 


FO 7-4700 



All of the public water supplies in the state 
are being surveyed to determine the effect the 
drought has had on their operation and any 
plans they may have for developing additional 
sources. This drought, like its predecessors, ap¬ 
pears to be having the salutary effect of stimu¬ 
lating the development of adequate sources. 

EDUCATIONAL PROJECT FOR INDUSTRY 

The Health Department’s consultants in nu¬ 
trition and industrial public health nursing con¬ 
ducted a program on prevention of heat exhaustion 
at a large industrial plant, in cooperation with the 
plant’s medical, nursing, and safety personnel. 
Before 1961, when the program began, the inci¬ 
dence of heat exhaustion ranged from 150 to 225 
cases each summer. After the health education 
program was started, the incidence dropped each 
year and was reduced to five cases in 1965. The 
nursing consultant, Division of Occupational 
Health of the U. S. Public Health Service, re¬ 
quested permission to reproduce the project 
report for use in her training course. 


^EW... from C/VWP 

. 

THE CAMP-CULLEN ANKLE BRACE 


Prophylactic and therapeutic 
support for active participants 
in such sports as baseball, foot¬ 
ball, skiing, tennis . . . this 
free-flexing device is also a 
superior aid to recovery from 
ankle injuries sustained in other 
ways. Fine flexible plastic-en¬ 
closed spring steel wires, cov¬ 
ered with nylon, provide the 
support in a foam rubber and 
soft twill boot with shoe-type 
front lacing. Small, medium, 
and large sizes. 


DONALD 0. FEDDER, orthotist 

Horizon House Dundalk Office 

1101 N. Calvert St. 201 Wise Ave. 

MU 5-3848 AT 4-0700 

BALTIMORE, MD. 
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approximating the diuretic efficacy of meralluride 


METAHYDRIN 

(trichlormethiazide) 


To determine the relative efficacy of thiazide 
diuretics in congestive heart failure, Metahydrin 
(trichlormethiazide) and three other thiazides were 
measured against Mercuhydrin® (meralluride injec¬ 
tion)—the standard diuretic. "The results leave 
little doubt that the diuretic efficacy, that is, the 
'ceiling effect’ in these terms, is not the same for 
different thiazides.”* The assays ranged from about 
40% of the effectiveness of Mercuhydrin through 
67%, 77% to 90% for Metahydrin. The latter two 
values were thought to be significantly different 
from the lowest value and to be therapeutically 
important. 

*Gold, H., et ah Closed Panel Conference: Present Status of the 
Management of Congestive Failure and Advances in Diuretic 
Therapy, Journal of New Drugs, 1:177, July-August, 1961. 

LAKESIDE LABORATORIES, INC. 

Milwaukee, Wisconsin 53201 


j N BR | EF . ADMINISTRATION AND DOSAGE: One 2 mg. 

™ p __ or 4 mg. tablet once or twice daily. In acute, severe 

decompensation, Mercuhydrin® (meralluride injection) may 
be necessary initially. 

PRECAUTIONS: As with all effective diuretics, vigorous 
therapy may produce electrolyte depletion. Patients with 
severely reduced renal function should be observed carefully 
since thiazides may be contraindicated. Care should be taken 
with patients predisposed to diabetes or gout. Patients with a 
tendency to potassium deficiency, as in hepatic cirrhosis or 
diarrheal syndromes, or those under therapy with digitalis, 
ACTH, or certain adrenal steroids, also should be watched 
carefully. 

SIDE EFFECTS: Nausea, flushing, constipation, skin rash, 
muscle cramps and gastric discomfort have been occasionally 
noted; rarely thrombocytopenia and bone marrow depression, 
photosensitivity, cholestatic jaundice, pancreatitis, perimac- 
ular edema, gout and diabetes have been caused by adminis¬ 
tration of thiazides. 

CONTRAINDICATIONS: Complete renal shutdown; rising 
azotemia or development of hyperkalemia or acidosis in 
severe renal disease; demonstrated hypersensitivity. 

HOW SUPPLIED: Bottles of 100 and 1000 tablets. 
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BALTIMORE CITY HEALTH DEPARTMENT 

ROBERT E. FARBER, M.D., M.P.H. 

COMMISSIONER 

American Building, Baltimore and South Streets 752-2000: Extension 307 

Baltimore, Maryland 21202 


Learn To Do Your Part In The Prevention Of Disease 

— V 


VD Darkfield Examination Service 


A 24-hour Darkfield Examination Service has 
been instituted to assist physicians in the prompt 
diagnosis of infectious syphilis. This service can be 
obtained within minutes by calling the City Health 
Department at PL 2-2000, extension 2566. The 
new service is provided by trained public health 
representatives who will visit the physician’s office 
at his request and set up a portable darkfield 
microscope to enable him to make a speedy diag¬ 
nosis of infectious syphilis. 

Under the sponsorship of the Baltimore City 
Health Department, these public health represent¬ 
atives are also making informational visits to 
practicing physicians in the city and distributing 
the latest available literature and treatment sched¬ 
ules for syphilis and gonorrhea. 

It is imperative that every case of early syphilis 
be accurately diagnosed, properly treated, and 
rapidly reported, preferably by telephone. Rapid 
and accurate reporting will enable the Baltimore 
City Health Department to implement thorough 
epidemiologic follow-up after permission has been 
received from the reporting physician. 

Only through complete physician cooperation 
can the forces of public health hope to effectively 
control the venereal diseases in the years ahead. 
The venereal disease control work of the Balti¬ 
more City Health Department is under the super¬ 
vision of James E. Peterman, MD, director, 
Bureau of Communicable Diseases. 

Suicide Study 

A preliminary report of the findings on 1,320 
suicides occurring among residents of Baltimore 


CALL PL 2-2000, Ext 2566 

to obtain prompt Darkfield Examination 
Service 

to report cases of early syphilis 


City during 1950-1963 has been made by Mr. 
Sidney M. Norton, director, Bureau of Vital 
Records, Baltimore City Health Department, and 
Margaret Bright, PhD, associate professor, De¬ 
partment of Chronic Diseases, Johns Hopkins 
School of Hygiene and Public Health. A sum¬ 
mary of their findings, as reported in the Balti¬ 
more Health News, is as follows: 

1. Of the total suicides, 825 were white males, 
305 white females, 141 nonwhite males, and 49 
nonwhite females. 

2. The trend of the suicide death rate in Balti¬ 
more is somewhat upward; in the P T nited States 
it is slightly downward. The upward trend in 
Baltimore is due to an increase in suicides among 
white females. 

3. In general, the suicide rate among white 
people increases with age; no distinct age pat¬ 
tern is evident among nonwhites. Most deaths 
were in the 35 to 64 age group. 

4. Suicides were nearly evenly distributed in 
the four seasons, with a tendency for more sui¬ 
cides to occur on Mondays. The time of day was 
unknown in 35% of cases. 

5. Most suicides took place within the confines 
of the city and in the individual’s own home, the 
latter being much more the case for females. 
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the price of “success” 

190 

m 


Hypertension has been called the price of success... and in some life-situations, 
the cost of failure. In either event, Metatensin lowers blood pressure, cushions 
the patient against stress and retards the progress of disease. Metatensin is effec¬ 
tive and economical. It is well-tolerated over long periods. 

= METATENSIN 

EACH SCORED TABLET CONTAINS: 

Metahydrin® (trichlormethiazidel 2 mg. or 4 mg. Reserpine 0.1 mg. 

In Brief: Patients with hepatic cirrhosis or diarrheal syndromes, or under therapy with digitalis, ACTH, or potassium-losing steroids, should be observed for signs 
of hypokalemia. With thiazides, electrolyte depletion, diabetes, gout, granulopenia, nausea, pancreatitis, cholestatic jaundice, flushing, mild muscle cramps, con¬ 
stipation, photosensitivity, acute myopia, perimacular edema, paresthesias, neonatal bone marrow depression in infants of mothers who received thiazides during 
pregnancy, skin rash or purpura with or without thrombocytopenia, may occur. With reserpine, untoward effects may include depression, peptic ulcer and bron¬ 
chial asthma. Withdraw medication at least 7 days prior to electroshock therapy, 2 weeks prior to elective surgery. Contraindications are complete renal shutdown, 
rising azotemia or development of hyperl^alemia or acidosis in severe renal disease. 

Supplied: Metatensin tablets, 2 mg., 4 mg. — bottles of 100 and 1000. 

LAKESIDE LABORATORIES, INC. 



Milwaukee, Wisconsin 53201 


METATENSIN 

EACH SCORED TABLET CONTAINS: 

Metahydrin® (trichlormethiazidel 2 mg. or 4 mg. Reserpine 0.1 mg. 
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DEAR DOCTOR, Here is the answer for an office 




A modern, air-conditioned, first floor spacious suite like this is available in this beautiful prestige 
apartment house, centrally located. If, you choose it, you will be the only doctor in the building, 
on the first floor, right off the lobby. Ideal to share—the rental is realistic, and it includes all 
utilities, janitorial services, with ample parking, always! 



For information call 

435-1137 

14 west cold spring lane 
at Charles 


Baltimore, Md. 21210 



Discount Prices on 
1965 Mercedes-Benz 


65 MB 230 SL • 65 M B 220 SE • 65 M B 220 S 
Sales and service for 8 years 
Factory-trained mechanics 

FULKER MOTORS 

4925 Belair Rd. Baltimore, Md. 21206 488-6400 



WHEN YOUR PATIENTS NEED 
NURSING CARE 

Call Milton 4-6060 


Me WeLr 


Baft 


imore 


n 


urieS 



LICENSED & BONDED 

24 HOUR SERVICE ESTABLISHED 1935 

BALTIMORE, MARYLAND 


6. Firearms, poisoning or overdose of drugs, 
and hanging were the chief means of suicide; 
females were more likely to use poisons or drugs. 

7. More suicides occurred among the widowed, 
separated, or divorced; occupations did not differ 
from the population as a whole, but laborers were 
over-represented among males. 

8. The findings suggest that a sizable number 
of suicides were or recently had been under the 
care of a physician. One-fifth were reported as 
having been under psychiatric care at some time. 


The percentage was considerably greater among 
white females. Tllness was mentioned in over half 
the cases. 

9. There were few indications of “warning 
signals.” Previous suicide attempts or threats of 
suicide were mentioned in only a small percent¬ 
age of cases. 

10. One suggestion for further research is the 
need to determine the extent to which a chain 
of events beginning with illness leads to suicide. 

Robert E. Farber, MD 
Commissioner of Health 
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a rapid lift from the hell of depression 


often relieves 
mental pain 
in 2-5 days 



NORPRAMIN 



Dore Illustration 
from 

Dante’s Inferno 


Norpramin is a rapid-acting specific drug for the treatment 
of depression. Depressive signs and symptoms—sometimes 
described as "mental pain”—typically begin to improve in 
2-5 days. Patients are more hopeful, less empty and less 
weighed down by their troubles. Norpramin has only slight 
sedative qualities, nevertheless anxiety secondary to depres¬ 
sion is frequently relieved as depression is lifted. If anxiety 
or tension persists it can be controlled by adding a tran¬ 
quilizer or by reducing dosage. Norpramin is not a MAO 
inhibitor. Side effects are usually mild. 


LAKESIDE LABORATORIES, INC. Milwaukee, Wisconsin 53201 



DOSAGE AND ADMINISTRATION 

Optimal results are obtained at a 
dosage of about 150 mg./day- 
two 25 mg. tablets t.i.d. After 
achievingoptimal results, a main¬ 
tenance dose (50-100 mg./day) 
should be sought. 


IN BRIEF : 

Indications: In depression of any kind—neurotic 
and psychotic depressive reactions; manic-depres¬ 
sive or involutional psychotic reactions. 

Contraindications and Precautions: Glaucoma, 
urethral or ureteral spasm, recent myocardial in¬ 
farction, severe coronary heart disease and epilepsy. 
Should not be given within two weeks of treatment 
with a monoamine oxidase inhibitor. Safety in 
human pregnancy has not been established. 

Adverse Effects: Side effects, usually mild, may 


include: dry mouth, constipation, dizziness, palpi¬ 
tation, delayed urination, "bad taste,” sensory 
illusion, tinnitus, agitation and stimulation, sweat¬ 
ing, drowsiness, headache, orthostatic hypoten¬ 
sion, flushing, nausea, cramps, weakness, blurred 
vision and mydriasis, rash, allergy, transient 
eosinophilia, granulopenia, altered liver function, 
ataxia and extrapyramidal signs. 

Supplied: Norpramin (desipramine hydrochloride) 
tablets of 25 mg., in bottles of 50, 500 and 1000. 
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Patterns of Retention, Release, and Rehospitalization 


Most recently admitted patients are released 
within a short period after onset of hospitaliza¬ 
tion, and most of those released do not receive 
additional hospital services within 18 months after 
their return to the community. 


More than half of the patients in each diag¬ 
nostic group were released within three months. 
At the end of 12 months, only 284 of the 1,984 
psychotics, 35 of the 626 personality disorders, 
and 36 of the 1,653 alcoholics were still hos- 



Psychotics 

Psychoneurotic and 
Personality Disorders 

Alcoholics 

Percent Released Within 

3 Months 

55 

79 

84 

6 Months 

74 

90 

93 

12 Months 

85 

94 

97 

For Those Released Within 12 Months, 

Percent Rehospitalized Within 

3 Months 

17 

15 

19 

12 Months 

37 

28 

37 

18 Months 

45 

32 

42 

Status 18 Months After Admission 
(Per Cent) 

In Hospital — Continuously 

9 

3 

2 

Readmitted 

13 

6 

6 

On Hospital Leave 

14 

6 

5 

On Clinical Rolls 

15 

9 

3 

Dead 

2 

2 

5 

Alive—not under care 

47 

74 

79 


The following data, from a recently released 
study,* are based on 4,263 admissions, age 25-54, 
to the Crownsville, Springfield, and Spring Grove 
Hospitals between July 1, 1961, and December 
31, 1962. Of these, 1,984 were diagnosed as psy¬ 
chotics, 626 as psychoneurotic and personality 
disorders, and 1,653 as alcoholics. 

*A Psychiatric Case Register Study Of Release And 
Return Rates For State Mental Hospital Patients— 
Presented at the annual meeting of the American Public 
Health Association on October 18, 1965. 


pitalized. Eighteen months after admission, half 
of the psychotics and three-fourths of the per¬ 
sonality disorders and alcoholics were alive and 
not under hospital or clinic care. At this point 
nine, three, and two per cent of psychotics, per¬ 
sonality disorders, and alcoholics remained hos¬ 
pitalized. Roughly twice as many had been re¬ 
leased and readmitted. 

These data indicate that the build-up in the 
number of chronic long stay hospital patients 
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Turn a bundle of eolie 



into a bundle of joy 




G olic, often in part a reflection of family tension, adds 
sleepless nights to patients’ and parents’ distraught 
days. Pediatric Piptal with Phenobarbital slows down 
spasm, diminishes pain and crying, improves feeding patterns 
.. . permits sleep and rest... for patient and family. 

Pleasant tasting Pediatric Piptal with Phenobarbital is 
miscible in milk, formulas and fruit juices, and may also be 
administered by dropper directly on the infant’s tongue. 
Dosage is 0.5 cc. 15 minutes before feeding; in severe cases, 
1.0 cc. four times daily. High doses may occasionally cause 
constipation with tenesmus and, rarely, flushing without 
fever. Contraindicated in bowel obstruction or sensitivity to 
phenobarbital or anticholinergics. Available in 30 cc. dropper 
bottles, droppers calibrated to deliver 0.5 cc. 


PEDI ATRIG PIPTAL* 
with PHENOBARBITAL 


each cc. contains: 6 mg. phenobarbital (warning: may be habit forming); 
4 mg. Piptal® (pipenzolate bromide), and 20% alcohol in a pleasant- 
tasting solution. 



LAKESIDE LABORATORIES, INC. 

Milwaukee. Wisconsin 53201 
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For Physicians 
Offices 

... the perfect building 
... the perfect location 


Ten-Ten is a new building which has already 
established itself as a prestige address. As a 
professional office location it is ideal. Ten-ten 1 
situated in the very midst of an already I 

professional neighborhood and is outstanding in bot), 
appearance and facility. It offers your patients 
nearby convenient parking facilities and bus 
transportation stops at the door. No wonder it ha 
been judged by many as the “perfect professional 
location” for physicians. Your personal 
investigation will bear this out to your 
complete satisfaction. 


FEATURING: 

• One of downtown's most attrac¬ 
tive rental prices. 

• Individually designed office 
suites, 400 sq. ft. and up. 

• Private lavatory in each suite. 

• Modern automatic elevator 
service. 


Attractive lobby with receptic 
desk. 

24-hours-a-day switchboard 
secretarial service. 

Convenient parking, eating 
places and other personal 
services. 


EDWARD A. MYERBERG CO. 

335 N. Charles St., Baltimore, Md. 21202 

Main office: VE 7-2900 24 hour phone: SA 7-388 


__ _ _______" 

THE GUNDRY SANITARIUM, INC. 

7 V * v • ' v 35r l »yil«^r , fc»6«i 

V • » - is. WSUHS6 

J ; •' v - : 

.. VC - - * jfid : 'yfc- >J , r -SMB 

^<!§£ 

Fully licensed • Est. 1900 • Protected by approved sprinkler system 

, MMT'iSm 

* - v ' s -"V , 

■* - r - 

A PSYCHIATRIC COMMUNITY 


Full time, part time, and outpatient facilities • Treatment program 
individually planned • Spacious buildings and grounds give country 

III ' * 

" T~W 1 si I 

atmosphere within the city • Easily reached by public transportation 


2 N. Wickham Road Milton 4 9917 Rachel K. Gundry. M.D., F.A.P.A. 

Baltimore 29, Md. Medical Director 
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is small, even for those with psychotic disorders. 
Should this continue, we can anticipate that the 
accumulation of patients hospitalized continuously 
for long periods of time will be exceeded by the 
number released or dying with a resultant grad¬ 
ual decline in the size of this chronic patient 


cohort. Further efforts to minimize chronicity 
depend on the application of new and improved 
treatment concepts and on the close coordination 
of all hospital and community services and facili¬ 
ties. 
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She's on a diet. 

She's discouraged. 
She needs your help. 

You can encourage her 
with DEXAMYL® 

brand of dextroamphetamine 
sulfate and amobarbital 

/ Dexamyl / is the mood-lifting 
anorectic; it not only assures 
unexcelled control of appetite 
but also improves outlook. 


Formula: Each 'Dexamyl' Spansule® 
(brand of sustained release capsule) 
No. 1 contains 10 mg. of Dexedrine® 
(brand of dextroamphetamine sulfate) 
and 1 gr. of amobarbital, derivative 
of barbituric acid [Warning, may be 
habit forming]. Each 'Dexamyl' Span¬ 
sule capsule No. 2 contains 15 mg. of 
Dexedrine (brand of dextroampheta¬ 
mine sulfate) and IV 2 gr. of amobarbi¬ 
tal [Warning, may be habit forming]. 
Principal cautions and side effects: 
Use with caution in patients hyper¬ 
sensitive to sympathomimetics or 
barbiturates and in coronary or 
cardiovascular disease or severe hy¬ 
pertension. Insomnia, excitability and 
increased motor activity are infre¬ 
quent and ordinarily mild. Before 
prescribing, see SK&F product Pre¬ 
scribing Information. Smith Kline & 
French Laboratories, Philadelphia 
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Georgia Ave. Extended, 
Route 97 




EDCEWOOD NURSING HOME 


LICENSED BY MD. STATE DEPT. OF HEALTH 

AGED - CHRONIC - CONVALESCENT 

24 HOUR NURSING CARE 
EFFICIENT STAFF OF NURSES AND ATTENDANTS 
MODERATE RATES 

Large Private & Semi-Private Rooms, Halls and Easy Stairs 

FULLY EQUIPPED WITH AUTOMATIC 
SPRINKLER SYSTEM 

Wide Porches and 3 Acres of Beautiful Grounds 
Consistently Modernized Since 1898 
INSPECTED & APPROVED BY BALTO. CITY HEALTH DEPT. 
6000 BELLONA AVE. at Belvedere Ave.—Balto. 12, Md. 
#8, 11, 44 & 56 Busses 
ROBERT FUSSELBAUGH, III.—DIRECTOR. 

IDIewood 5-7977 

CHARTER MEMBER • MD. NURSING HOME ASSN. 

MEMBER - AMERICAN NURSING HOME ASSN. 


We RENT 


for the convenience of the doctor and the 
patient, modern equipment for the invalid 
and the sick . . . 


• WALKERS 

• WHEEL CHAIRS 

• HOME TRACTIONS 

• HOSPITAL BEDS 

and surgical appliances. 




Free Delivery 
Open every day ‘til Midnight 

ICHMOND’S PHARMACY 


5500 Park Heights Ave. at Rogers 


LI 2-8200 


Growing Feet Can 
Have Problems! 



PRONATION KNOCK-KNEES PIGEON-TOES 


These common problems can be helped 
with proper shoes, correctly fitted. 

Prescriptions Carefully Filled 

VAN DYKE & BACON 

209 N. Charles St. 5849 York Rd. 

SAratoga 7-3775 IDIewood 3-1100 

Baltimore, Maryland 
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Personal Versus Professional Responsibilities 


WILBURN L. McCLURE, JR. 

Sometimes it is easier to answer the question, 
“Dad, may I have several thousand dollars for 
a college education?” than it is to answer, “Dad, 
may I have several hours of your time for advice 
about my future?” 

While this may seem irrelevant to professional 
business management, many factors which busi¬ 
ness advisors must keep in mind are common 
among physicians: 1) how the doctor can earn 
enough to adequately provide for the needs of 
himself and his family; 2) how the doctor can 
help guide the family future as bread winner, 
husband, father, and friend. 

These responsibilities, while shared by people 
in other professions, are complicated by the de¬ 
manding outside forces (such as hospital, clinics, 
societies) which few other professions encounter. 
Where to draw the line and divide the time is 
the crucial problem. 

Take the following case as an example of the 
complexity of the problem: 

Dr. Post’s son finished high school with good 
grades and has recently completed his second 
year of college with fair grades. Fred walked 
into the house one evening and announced at 
dinner, “Dad, Mom, I joined the Marines; leave 
Monday a week. No sense in arguing; it’s done.” 
Shock came over both parents. Two years’ money 
down the drain for college was one thing, but 
three years of his future lost to the Marine Corps 
was another. All the family reasoning in the 
world couldn’t change his mind. His father finally 
suggested that Fred at least talk to someone of 


similar experience. Fred talked to a former Ma¬ 
rine sergeant and learned that while the Marine 
Corps certainly offered many advantages in learn¬ 
ing discipline and self-protection, the chances for 
developing a career in medicine (even at Officer’s 
Candidate School) were slim. The Marine Corps 
was the worse possible choice, and after a few 
days of serious thinking, Fred altered his plans 
and is glad of it. 

Need anyone tell you that there is no greater 
emergency than seeing to the well-planned future 
of your family. The economic factor, while tre¬ 
mendously important, is completely insignificant 
to the personal attention factor. 

The impression should not be gained that all 
physicians are too busy or for other reasons 
reluctant to give their family adequate attention. 
Appraise your own situation by the following 
guidelines: 

1. Should you recognize that you have not been 
giving your family adequate time and atten¬ 
tion, MAKE THE TIME! 

2. If you feel you have given enough time and 
attention yet your advice is not being ac¬ 
cepted, seek the assistance of a friend com¬ 
pletely removed from the family but one 
who has direct insight and experience in the 
immediate problem. 

3. If you have given your time and attention 
or you have sought outside assistance yet 
neither is accepted, then rest assured with 
a clear conscience that you have done all that 
you can do as a parent. 

Ignore any member of your family and you’ll 
create a future stranger. 


February, 1966 


101 














• SALES • PARTS 
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Centrally Located at Harford Rd. and 25th St. 

Phone: 889-7616 

MARYLAND 
VOLKSWAGEN, Inc. 

1212 E. 25th St. 
BALTIMORE, MD. 




RIG CLEANING 

Of the Highest Quality 
at Reasonable Prices 
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• Repairing 


Installing 
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• Storing 

• Moth-proofing 


Expert Oriental Rug 
Repairing & Reweaving 

SPECIALISTS IN 

CLEANING WALL-TO-WALL CARPETS 
AND FURNITURE IN YOUR HOME 

A large selection of 
Antique and Modern Oriental 
Rugs and Carpets Available 


-j EST - 1,22 
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IMPORTER 


HOpkins 7-6600 

2015 W. 41st ST. 

Baltimore, Md. 
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The standard of quality, 
a purity, and dependability 

^ in the Baltimore-Washing¬ 

ton area for over 90 years. 

In Baltimore area call 889-3500 
In Washington area call 965-2211 
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Baltimore, Md. 21202 
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Doctor, 

Here is the Abbott anorectic 
program designed to meet 
the individual needs of your 
overweight patients. 















mood elevation 


Abbott 

Anorectic 

Program 


DESOXYN® Gradumet (metham- 
phetamine hydrochloride) 

Smooth appetite control plus mood elevation. 

The obese patient on a diet often has to battle 
depression as well as overweight. Desoxyn Grad¬ 
umet helps the dieter in both battles by elevating 
the mood while it curbs the appetite. Thanks to 
the Gradumet, medication is smoothly released 
all-day from a single oral dose. 


If she can’t take plain amphetamine, 
put her on DESBUTAI! Gradumet 

Calms anxieties; controls compulsive eating. 

Desbutal Gradumet provides 2 drugs in 2 tablet 
sections, combined back to back to form a single 
tablet. One section contains Desoxyn to curb the 
appetite and lift the mood; the other contains 
Nembutal® (pentobarbital) to calm the patientand 
counteract any excessive stimulation. 

Both drugs are released in an effective dosage 
ratio throughout the day. 




controlled release 


Abbott 

Anorectic 

Program 



Not all long-release vehicles are 
the same. Here is why the Gradumet 
is different and what it means 
for your overweight patients. 


'he release action is purely physical and relies on 
>nly one factor common to every patient: gastro- 
ntestinal fluid. There is no dependence on enteric 
ratings, enzymes, motility, or an "ideal” ion con- 
entration in the gastrointestinal tract. 

Your patients get a measured amount of medi¬ 
ation, mo ment by moment, throughout the day. 
They are not subjected to ups and downs of 
rug release ... or to erratic release from patient 
d patient ... or to erratic release in the same 
atient from day to day. 




That's why the Gradumet provides 
:ontrolled-release as well as 
ong release. 


Perhaps you saw the Gradumet model demon¬ 
stration which shows that the release is entirely 
physical. When fluid is added, the drug in the outer 
ends of the channels dissolves. As fluid pene¬ 
trates deeper into the channels, there is a con¬ 
tinuous release of medication. The rate of release 
is rigidly controlled by the size and number of 
channels. 









choice of 5 strengths £ 


DESOXYN Gradumet 

Methamphetamine Hydro¬ 
chloride in Long-Release 
Dose Form 


DESBUTAL 10 Gradumet 

10 mg. Methamphetamine 
Hydrochloride, 

60 mg. Pentobarbital Sodium 


DESBUTAL 15 Gradumet 

15 mg. Methamphetamine 
Hydrochloride, 

90 mg. Pentobarbital Sodium 



5 mg. 10 mg. 15 mg. 


Jg • j 

Front Side 



Front Side 


samples available 



Each sample contains 6 tablets and a filled 
Sucaryl® Sweetener dispenser. For a supply, write 
Abbott Laboratories or ask your Abbott man. 


Desblltal 15 Gradumet 

Product of choice for patients who 
overreact to plain amphetamine 

; N o i C A t i O N S A* in »nor«ct»e u» treatment of 
obesity. also to counteract anxiety and mrfd depression. 

Desbufal is contraindicated in pa¬ 
tients taking a monoamine oxidase inhibitor Nervousness 
of excessive sedation have occasionally been observed, 
often these effects will disappear after a few days. Use 
with caution in patients with hypertension, cardiovascular 
disease, hyperthyroidism or who are sensitive to sympa¬ 
thomimetic dfugs. Careful supervision is advisable with 
maladjusted individuals. 

A single Giadumet tablet in the morning 
provides all-day appetite control. 

Desbotal 10 contains 10 mg. of meth 
amphetamine hydrochloride and 60 mg. of pentobarbital 
sodium Desbutai 15 contains 15 mg. of methampbetamme 
hydrochloride and 90 mg. of pentobarbital sodium In 
bottles of 100 and 500. 


Press out tablets from this side. 



714 1331 


SucarvI Sweeteners 

B,«nd * 

A proven aid to weight control — 

For use in beverages and foods 
—stable to heat 

A constant reminder to your pa¬ 
tient to “watch her calories" 

A carefully balanced formula to 
prevent aftertaste 

—in tablets and liquid— 


Sucaryl—Abbott brand 

of low and rm»c*tonc sweeteners 



000 

QQO 

For: 

Direction*: 



economy 

Patients, in many cases, save 
enough to get five weeks of 
medication for the price of 
four, compared to other leading 
long-release anorectics. 




CONTRAINDICATION: Desoxyn and Desbutai are 
contraindicated in patients taking a monoamine 
oxidase inhibitor. 

PRECAUTIONS: Use with caution in patients with 
hypertension, cardiovascular disease, hyperthy 
roidism, old age, or those sensitive to sympatho 
mimetic drugs or ephedrine and its 
derivatives. Careful supervision is ad¬ 
visable with maladjusted individuals. 


Gradumet—long-release dose form, Abbott: U.S. Pat. No. 2,987,445 
Sucaryl—Abbott brand of low and non-caloric sweeteners. 


601060 
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Elizabeth Sanford 
Librarian 

Interlibrary Loan Service 


Louis Krause, MD, Chairman 
Library and History Committee 


A number of our members are unaware of the 
interlibrary loan program. When a member re¬ 
quests a book or journal article from the library, we 
first check our own holdings for it. If we do not 
own the requested material, we then attempt to 
locate it locally. There are several sources, in¬ 
cluding Health Sciences Library of the Univer¬ 
sity of Maryland, Welch Medical Library and 
Phipps Psychiatric Library of Johns Hopkins 
University, Johns Hopkins University Library, 
Enoch Pratt Free Library, and various hospital 
libraries. 

When material is not available locally, it is 
then requested from the National Library of 
Medicine (NLM) in Bethesda. The interlibrary 
loan service is quite prompt and free! Usually 
a requested book is received within two weeks. 
Most of our requests from NLM are for journal 
articles. A single photocopy of the article is sent 
instead of the original, usually within five to 10 
days, and need not be returned. Last month we 
requested an article from NLM which had been 
published in 1772. A photocopy was received 
within 10 days. 

There are, of course, many other sources for 
information. If you desire an article or a book, 
even though you think that our library does not 
own it, let us know so that we may take advan¬ 
tage of the interlibrary loan program. 

This program works two ways. We also lend 
books and journals to libraries both local and 
out-of-state. Even the National Library of Medi¬ 
cine borrowed two items from us this year! 


To continue our book review series, John D. 
Dumler, MD, a gynecologist, gave us his thoughts 
about the following book: 

APPLIED HYPNOSIS AND POSITIVE 
SUGGESTION, by George A. Ulett, MD, 
and Donald B. Peterson, MD, C. V. Mosby, 
1965. 

This recently published, short, concise, and in¬ 
formative book concerning hypnotism and sug¬ 
gestion should be well received by all clinicians 
interested in those aspects of medical therapy 
which deal with psychosomatics. It is not com¬ 
prehensive enough to delve very deeply into the 
numerous theories of hypnotism; it does not cata¬ 
log the many oft-raised, although possibly er¬ 
roneous, objections to hypnotism. It limits its 
scope to the more easily treated conditions of 
outpatients, and it barely touches upon the appli¬ 
cation of suggestibility to the surgical and ob¬ 
stetric fields. It does whet the appetite for more. 
As far as it goes, it is practical rather than theo¬ 
retic. This is a virtue in that it may stimulate 
the practitioner to try to treat the office patient 
more adequately with psychotherapy. Suggestion 
and reassurance are wonderful tools. 

The book’s weakness is that it is too facile. 
It suggests that hypnotism is easily learned and 
simply applied. Most busy practitioners have not 
the patience to try, and their motivation is dimin¬ 
ished by early failures. 

The book serves one purpose nobly. It takes 
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BRING THE TREATMENT TOGETHER 
IN A SINGLE PRESCRIPTION . 


ACHROCIDIN 

HCI-Antihistamine-Analgesic Compound 


Each tablet contains: Caffeine. 30 mg 

ACHROMYCIN® Tetracycline HCI . . . 125 mg Salicylamide. 150 mg 

Acetophenetidin (Phenacetin). 120 mg Chlorothen Citrate. 25 mg 

Effective in controlling complicating tetracycline-sensitive bacterial infection and providing symptomatic 
relief in allergic diseases of the upper respiratory tract. Possible side effects include drowsiness, slight gastric 
distress anorexia, overgrowth of nonsusceptible organisms, tooth discoloration (if given during tooth forma¬ 
tion) photodynamic reaction to sunlight and increased intracranial pressure (in young infants). Average adult 
dosage: 2 tablets four times daily, given at least one hour before, or two hours after meals. Patient should avoid 
direct exposure to artificial or natural sunlight; and should not drive a car or operate machinery while on drug. 
Reduce dosage in impaired renal function. Stop drug immediately at the first sign of adverse reaction. 

LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, N.Y. 

6075-2912 
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MEN'S PROFESSIONAL JACKETS 




FRANKLIN UNIFORM CO. 

SOUTH'S LARGEST UNIFORM HOUSE 

235 Park Avenue MU 5-7222 

BALTIMORE, MARYLAND 21201 


900 IITH STREET N. W. 710 E. GRACE STREET 

WASHINGTON, D.C. 20001 RICHMOND, VIRGINIA 23219 

EX 3-8200 Ml 4-2685 

123 W. FREEMASON STREET 
NORFOLK, VIRGINIA 23510 
MA 7-3639 


901 — 100% DACRON 
SHANTUNG . $7.99 
902—DACRON AND 
COTTON .... $8.99 
701 — 1 x I COMBED 
POPLIN.$5.99 


304—DACRON AND 

COTTON _ $8.99 

204—100% DACRON 
SHANTUNG $8.99 
604—100% COTTON 

DRIP-DRI.$5.99 

colors—white, aqua, blue 


811 — 100% DACRON 
HERRING¬ 
BONE . $12.99 

414—SANFORIZED 

TWILL.$5.99 

124—SANFORIZED 
DUCK . $4.99 


400—2 x I COMBED 

POPLIN . $3.99 

401 — 1 x I POPLIN 
WASH & WEAR $3.99 
800—100% NYLON 
TAFFETA .... $6.99 
805—100% DACRON 
SHANTUNG . $8.99 


HIIIIIIIIIHinilMIIIIIIIHIIIIIIIIIimilMmillUIIIIIIIIUIIIIHIIIIMIMIUIIIIHIIIHIIIIIIIIIIMIIIIIIIMIIIHIIIIIIIIIIIIMIIIMMIIIMIIIINIIIIIIMIIIMIIIIIIIIIIIIIIMI 

suggestion out of the mysterious and places it 
in a well-defined therapeutic niche, devoid of sym¬ 
bolic trappings. It is well worth reading twice. 

Recent Accessions 

American Association of Genito-Urinary Surgeons. 
Transactions, 1965. 

Anderson, George M.: Practical orthodontics. 9th ed. 
Mosby, 1960. 
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dred Union, 1965. 

De Kruif, Paul H.: The male hormone. Harcourt, Brace 
and Co., 1945. 
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er facilities. 5th ed. P. Sargent, 1965. 

Felson, Benjamin: Principles of chest roentgenology. 
Saunders, 1965. 

Lichtenstein, Louis: Bone tumors. 3d ed. Mosby, 1965. 
National Medicolegal Symposium. Proceedings. 1965. 


Maryland State Dental Association. Dental centenary 
committee. Proceedings, 1940. 

Mount Sinai Hospital, New York: Medical, surgical, and 
gynecologic complications of pregnancy. 2d ed. Williams 
& Wilkins, 1965. 

Palmer, Eddy D.: Clinical gastroenterology. 2d ed. Hoe- 
ber Medical Division, Harper & Row, 1963. 

Rypins’ medical licensure examinations. 10th ed. Lippin- 
cott, 1965. 

Schaffer, Alexander J.: Diseases of the newborn. 2d ed. 
Saunders, 1965. 

Shock, Nathan W.: A classified bibliography of geron¬ 
tology and geriatrics. Stanford University Press. Sup¬ 
plement, 1961. 

Southern Surgical Association. Transactions, 1964. 

Traisman, Howard S.: Management of juvenile diabetes 
mellitus. Mosby, 1965. 

U. S. Congress, Senate, Special Committee on Aging: 
Health frauds and quackery. U. S. Govt. Print. Off., 
1964. 

Yearbook of anesthesia. 1965/66. 
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WHERE YOU SAVE DOES MAKE A DIFFERENCE 
DIRECT REDUCTION HOME LOANS 

Hours 9 A.M. to 2 P.M. Doily 
Tuesday Evenings 7 to 9 

355-9300 

PATAPSCO AVENUE & FOURTH STREET 

Baltimore, Maryland, 21225 



LUNCHEONS 

DINNERS 


CALL.833-0345 

(Area Code 1) 

. „ Closed Mondays 

Route 140 Westminster Pike 

REISTERSTOWN. MARYLAND 


Prescription Service for the 
Community 

• Skilled pharmacists. 

• Convenient locations. 

• Special phones for Doctors. 

• Complete stocks of pharmaceuticals. 

• New prescription products. 

• Professional services available: 


Appointment Books 
Courtesy Cards 
Prescription Blanks 



PHARMACIES SINCE 1883 


The Science of Communication 
as practiced at Monumental Printing 

It’s more than a science: it's an Art, the precise translitera¬ 
tion in print of an intangible idea for a heterogeneous group 
of critical readers. 

Here, at Monumental Printing, we learned to handle the tools 
of intelligent communication by the emperical method: work¬ 
ing with them. The brush and palette of our art, the chisel, 
the score, the script are simply words on paper. We learned 
their proper use over 50 years of practice by being per¬ 
mitted to print such Journals as: 

Clinical Chemistry 
Digestive Diseases 
Fertility & Sterility 
Occupational Medicine 
Leprosy 

Mental Hospitals 
Psychiatric Studies and Projects 
Psychosomatic Medicine 

We speak your language. We know the difference between 
edema and enema; syndrome and symptom; sewage and 
sewerage. And when and why we should use 12 point 
Caslon Bold instead of 10 point Stymie. 

If you, too, need a good printer, let's communicatel 

Monumental Printing Co. 

3110 Elm Avenue Baltimore, Md. 21211 

BEImont 5-9141 

Washington and New York offices, also 
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MRS. IRVING J. TAYLOR, Auxiliary Editor 


Mrs. James A. Roberts 

President, Woman’s Auxiliary to the 
Montgomery County Medical Society 

Mary Adele Roberts was born in Balti¬ 
more. After graduating from the Institute of 
Notre Dame, she went into nurses training at 
Mercy Hospital. She received her RN in 1947. 

While a student at Mercy Hospital, Mary 
Adele met James A. Roberts, an intern. They 
were married in 1948 and moved to Jacksonville, 
Fla., where he was stationed as a medical officer 
at the naval air station. They returned to Balti¬ 
more in 1949, where Dr. Roberts had an assistant 
residency in medicine at Mercy Hospital for one 
year and a fellowship in medicine at Johns Hop¬ 
kins Hospital for two years. In July, 1952, they 
moved to Silver Spring, and Dr. Roberts started 
his practice in internal medicine. 

Mrs. Roberts did private duty nursing in Balti¬ 
more and general nursing at St. Vincent’s Hos¬ 
pital in Jacksonville. When she returned to 
Baltimore she worked in the operation room at 
Mercy. 

Mary Adele was treasurer of the Woman’s 
Auxiliary to the Montgomery County Medical 
Society from 1954 through 1956. She became 
president-elect and chairman of the AMAERF in 
1964 and was installed as president on May 18, 
1965. She is a member of three PTA’s, the aux¬ 
iliary to the Holy Cross Hospital, church organi¬ 
zations, and Manner Country Club Swimming 
Committee. 

Dr. and Mrs. Roberts have seven children: 



Pat, 16; Bill, 14; Nancy, 12; Peggy, 9; Frank, 
8; Michael, 7; and Mary Beth, 4. 

Mary Adele’s hobbies are swimming, golf, 
bowling, knitting, and sewing. She enjoys travel, 
and she and Dr. Roberts are looking forward to 
the Bermuda Cruise with the Med-Chi in April. 

Baltimore City Auxiliary 
Plans Theatre Party 

A theatre party and social hour at the impres¬ 
sive Kraushaar Auditorium and College Center, 
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featuring 


NOW OPEN- 

Serving Montgomery, Prince George’s, 
N.W. Washington, and nearby areas. 


• OXYGEN SALES & SERVICE 

• ANATOMICAL FITTINGS 

• PHYSICIAN & SURGICAL SUPPLIES 

• OFFICE FURNITURE & EQUIPMENT 

• CONVALESCENT & REHABILITATION AIDS 

• COMPLETE RENTAL, SERVICE, REPAIR DEPT. 


• REGISTERED PHARMACISTS 

5TUTT # MALE p, TTERS 

• FEMALE FITTERS 

• REGISTERED OXYGEN THERAPIST 

• ACCREDITED SURGICAL SUPPLY MEN 

• REPAIR DEPARTMENT 


Complete Display , Sales and Service 


ACCREDITED SURGICAL SALES COMPANY 


8705 Colesville Rd. Silver Spring, Md. Call ASCO—JU 5-7711 

(Opposite Hecht Co.) Washington. D. C. Call ASCO—EM 3-9595 

Our store at 3226 Wisconsin Ave. N. W. opposite the Washington 
0 Cathedral still remains open for all your needs including our modern 

and complete prescription department. Free delivery for you and ® 
your patients. 



1st floor suites in a new 
luxury hi-rise on upper 
Connecticut Avenue. 
Management will parti¬ 
tion to suit tenant. Roof¬ 
top pool privileges plus 
24 hour secretarial serv¬ 
ice. Adequate parking. 

REGENCY 

HOUSE 

5201 Connecticut Avenue, N.W., Washington, D. C. 


Or Phone 363-4335 



on the Goucher College Campus, on March 12 
will be the Baltimore City auxiliary’s fund-rais¬ 
ing event this year. 

The program will feature Mr. Philip Burton 
(foster-father and mentor of Richard) and Mr. 
Christian Alderson (of the original cast of “My 
Fair Lady”) in “A Pageant of Kings.” This is 
a dramatic historical panorama recreating the 
War of Roses. It will begin at 8:30 PM. 

Additional attractions of the evening will be 
drawings for valuable prizes as well as the usual 
cheer baskets. After the performance, the guests 
will be treated to homemade pastries and coffee 
plus cordiality and good company. Tickets are 
$3 if purchased in advance or $3.50 if purchased 
at the door. 

All doctors and their wives are invited. Please 
send your reservations and check to: 

Mrs. S. G. Sullivan 
419 Oak Lane 
Baltimore, Md 21204 

For any further information, call the chairman 
of this event: 

Mrs. Harold L. Vyner, HUnter 6-3444. 
SEE YOU THERE! 
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An eminent role in 
medical practice 

• Clinicians throughout the world con¬ 
sider meprobamate a therapeutic 
standard in the management of anxi¬ 
ety and tension. 

• The high safety-efficacy ratio of 
‘Miltown’ has been demonstrated by 
more than a decade of clinical use. 


Indications: ‘Miltown’ (meprobamate) is ef¬ 
fective in relief of anxiety and tension states. 
Also as adjunctive therapy when anxiety 
may be a causative or otherwise disturbing 
factor. Although not a hypnotic, ‘Miltown’ 
fosters normal sleep through both its anti¬ 
anxiety and muscle-relaxant properties. 
Contraindications: Previous allergic or idio¬ 
syncratic reactions to meprobamate or 
meprobamate-containing drugs. 
Precautions: Careful supervision of dose 
and amounts prescribed is advised. Consider 
possibility of dependence, particularly in pa¬ 
tients with history of drug or alcohol addic¬ 
tion; withdraw gradually after use for weeks 
or months at excessive dosage. Abrupt with¬ 
drawal may precipitate recurrence of pre¬ 
existing symptoms, or withdrawal reactions 
including, rarely, epileptiform seizures. 
Should meprobamate cause drowsiness or 
visual disturbances, the dose should be re¬ 
duced and operation of motor vehicles or 
machinery or other activity requiring alert¬ 
ness should be avoided if these symptoms 
are present. Effects of excessive alcohol may 


Miltown* 

(meprobamate) 

possibly be increased by meprobamate. 
Grand mal seizures may be precipitated in 
persons suffering from both grand and petit 
mal. Prescribe cautiously and in small quan¬ 
tities to patients with suicidal tendencies. 
Side effects: Drowsiness may occur and, 
rarely, ataxia, usually controlled by decreas¬ 
ing the dose. Allergic or idiosyncratic re¬ 
actions are rare, generally developing after 
one to four doses. Mild reactions are char¬ 
acterized by an urticarial or erythematous, 
maculopapular rash. Acute nonthrombocy¬ 
topenic purpura with peripheral edema and 
fever, transient leukopenia, and a single 
case of fatal bullous dermatitis after admin¬ 
istration of meprobamate and prednisolone 
have been reported. More severe and very 


rare cases of hypersensitivity may produce 
fever, chills, fainting spells, angioneurotic 
edema, bronchial spasms, hypotensive crises 
(1 fatal case), anuria, anaphylaxis, stoma¬ 
titis and proctitis. Treatment should be 
symptomatic in such cases, and the drug 
should not be reinstituted. Isolated cases of 
agranulocytosis, thrombocytopenic purpura, 
and a single fatal instance of aplastic ane¬ 
mia have been reported, but only when other 
drugs known to elicit these conditions were 
given concomitantly. Fast EEG activity has 
been reported, usually after excessive me¬ 
probamate dosage. Suicidal attempts may 
produce lethargy, stupor, ataxia, coma, 
shock, vasomotor and respiratory collapse. 
Usual adult dosage: One or two 400 mg. 
tablets three times daily. Doses above 2400 
mg. daily are not recommended. 

Supplied: In two strengths: 400 mg. scored 
tablets and 200 mg. coated tablets. 

Before prescribing, consult package circular. 

4WALLACE LABORATORIES 
\Kfs Cranbury, N.J. C m s?s» 











THE EXHIBITS — A WORTHY FEATURE OF THE EDUCATIONAL PROGRAM 

of the 

MEDICAL AND CHIRURGICAL FACULTY ANNUAL MEETING 

at the 

Alcazar 

APRIL 27 a 

nd 28, 1966' 

TECHNICAL 

EXHIBITORS 

(as of January 1966) 

Abbott Laboratories 

The National Drug Company 

Aloe Medical—Division of Brunswick Corp. 

Nu-Dy-Per Baby Service, Inc. 

Buchanan Hearing Aid Co.—Dahlberg 

Ortho Pharmaceutical Corporation 

Electronics 

Carnation Company 

Ciba Pharmaceutical Company 

Herbert Cox, Correct Shoes 

Pfizer Laboratories 

Wm. P. Poythress & Co., Inc. 

Quaker City Pharmacal Company 

Dome Chemicals Inc. 

A. H. Robins Company 

Encyclopaedia Britannica, Inc. 

Roche Laboratories 

Federated Business Services, Inc. 

The St. Paul Insurance Companies 

Fuller Pharmaceutical Company 

Sanborn Company 

Geigy Pharmaceuticals 

Sandoz Pharmaceuticals 

Graymar Company 

W. B. Saunders Company 

Hess Shoes 

G. D. Searle & Co. 

Hynson, Westcott & Dunning, Inc. 

Skill Surgical, Inc. 

Knoll Pharmaceutical Company 

Smith Kline & French Laboratories 

Lederle Laboratories 

Smith, Miller & Patch, Inc. 

Eli Lilly and Company 

E. R. Squibb & Sons 

Mallinckrodt Pharmaceuticals 

Strasenburgh Laboratories 

Maryland Blue Cross & Blue Shield Plans 

The Stuart Company 

Maryland Pharmaceutical Association 

Syntex Laboratories, Inc. 

Mead Johnson Laboratories 

U. S. Vitamin & Pharmaceutical Corporation 

Medco Products Company 

The Upjohn Company 

Medical Management 

Wallace Laboratories 

Mercantile-Safe Deposit and Trust Company 

William A. Webster Company 

Merck Sharp & Dohme 

Wyeth Laboratories 

Murray Baumgartner Surgical Instrument Co. 

Xerox Corporation 

Annual Meeting continued on Cruise Convention — April 29-May 4, 1966 
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The T^ain Is Qone 


Despite introduction of synthetic substitutes, efficacy of 
‘Empirin’ Compound with Codeine remains unchallenged. 


‘Empirin^Compound with Codeine Phosphate gr.1/2 No. 3 

Each tablet contains: Codeine Phosphate gr. V2 (Warning-May be habit forming), Phenacetin gr. 2V2, 
Aspirin gr. 3 V 2 , Caffeine gr. V2. 


Keeps the Promise of Pain Relief 

BURROUGHS WELLCOME & CO. (U.S.A.) INC., TUCKAHOE, N.Y. 
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Clinical Phonocardiography, Dennis C. Deuchar, 
MD, Princeton, NJ: D. Van Nostrand Co, Inc., 
1965. 

In the preface to this small book, the author 
states that his aim “. . . has been to provide for 
the general physician or practitioner and the stu¬ 
dent, whether post- or under-graduate, a relatively 
short text which will serve to familiarize him 
with the potentialities and current usage of the 
phonocardiograph.” Included are sections de¬ 
voted to instruments and techniques, principle ab¬ 
normalities of heart sounds and murmurs, inter¬ 
pretation, and phonocardiographic patterns in 
various diseases and states. 

The author has made free use of explanatory 
and illustrative diagrams with approximately 80 
figures, including many tracings drawn and to 
some extent simplified. There are also eight 
plates or reproductions of phonocardiograms. 
The illustrations and text are well done. At a 
time when cardiac auscultation has received im¬ 
petus from careful correlations with results of 
cardiac catheterization and other hemodynamic 
studies, this text fills the need for a relatively 
simple book, bringing to the practicing physician 
and student the practical advances in cardiac 
auscultation. 

The presentation combines a well integrated 
text with excellent illustrations. It is recom¬ 
mended as one of the finer simpler texts in this 
area to both student and practicing physician 
alike. 

Leonard Scherlis, MD 


PRINCIPLES OF CHEST ROENTGENOLOGY, 
by Benjamin Felson, MD, Aaron S. Weinstein, 
MD, and Harold B. Spitz, MD. Saunders, 1965. 

This is a programmed text designed to give the non¬ 
radiologist a basic understanding of chest roentgen in¬ 
terpretation. The programmed format, based on mate¬ 
rial from a more conventional text, introduces the sub¬ 
ject simply and with a minimum expenditure of the stu¬ 
dent’s time. The authors have written in a light, infor¬ 
mal style, with bits of humor, to further ease the stu¬ 
dent’s burden. 
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SYMPOSIUM ON FOODS: PROTEINS AND 
THEIR REACTIONS, edted by H. W. Schultz, 
PhD, and A. F. Anglemier, PhD, AVI Publishing 
Co., 1964. $3 

The Symposia on Foods, conducted by the Depart¬ 
ment of Food Science and Technology, Oregon State 
University, bring together scientists engaged in re¬ 
search not necessarily related to foods and scientists 
who are conducting research on food systems. They 
focus on problems believed to be given too little 
attention. This report calls attention to the need 
for more knowledge of the role of foods in allergies, 
immunity, and the least explored aspects of nutrition. 


THE UNIVERSITY OF MIAMI NEURO-OPH¬ 
THALMOLOGY SYMPOSIUM, edited by J. 

Lawton, MD, Thomas, 1964. $16.75 

This symposium, held in 1963, makes available to 
the practitioner some of the newest clinical informa¬ 
tion on the subject, some of which is published in 
this volume for the first time. Among the subjects 
presented are ophthalmodynamometry, skew devi¬ 
ation, ischemic optic neuritis, bright plaques of Hol- 
lenhorst, and the importance of the treponema palli¬ 
dum immobilization test in the diagnosis of ocular and 
neurosyphilis. Surgical treatment of intracranial vas¬ 
cular lesions, such as aneurysms and arteriovenous 
malformations, is thoroughly reviewed. 

Among the contributors are Richard Lindenberg, 
MD, and Frank B. Walsh, MD, of Baltimore. 


EXPERIENCE IN RENAL TRANSPLANTA¬ 
TION, by Thomas E. Starzl, MD, Saunders, 1964. 

$17 

While clinical application of organ transplantation 
is far from perfect, the fact that four of the first six 
patients in this series are still well attests to the 
progress that has been made. The author presents a 
simple and practical analysis of cases treated by renal 
transplantation at the University of Colorado Medical 
Center. 


CURRENT CONCEPTS IN MEDICAL PRAC¬ 
TICE, edited by John E. Mullins, MD. Mosby, 
1965. $10.75 

This book is the editor’s solution to the medical litera¬ 
ture explosion. It is an attempt to summarize recent de¬ 
velopments without exhausting either the subject or the 
reader. Only common medical problems are considered 
here, and selections from the literature of the past two 
years highlight each of the subjects discussed. Each sec¬ 
tion is well documented. 


RYPIN’S MEDICAL LICENSURE EXAMINA¬ 
TIONS, 10th ed, edited by Arthur W. Wright, 
MD. Lippincott, 1965. $12.50 

Like its predecessors, this edition offers a compact, 
concise, and orderly presentation of the various fields 
of medicine as an aid in reviewing for licensure and 
other examinations. It is divided into two broad areas: 
Basic Medical Sciences and Clinical Sciences. All chap¬ 
ters have been brought up to date. 
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TRESSCAPS B and C vitamins in therapeutic amounts... help the body 
obilize defenses during convalescence...aid response to primary therapy, 
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Effective May 1, 1963 

3$13D per line per insertion 

Count seven average words to each line. 
Add one line if box number is desired. 

'Member of the Medical and Chirurgical 
Faculty shall be entitled to one complimen¬ 
tary insertion in ony twelve-month period. 
Widows of members sholl be entitled to two 
complimentary insertions for the disposal of 
the deceased physician’s practice or equip¬ 
ment. 

‘MARYLAND STATE MEDICAL JOURNAL 

L211 Cathedral St., Baltimore, Md. 21201 


AR5&CIATES WANTED 


FpRAcnrnaE not for sale 

-ASSOCIATE needed for :busy medical practitioner in best 
northern suburban section of ^Baltimore. 

OPPORTUNITY for good man to eventually take over an un¬ 
usually attractive practice without buying it. Box#41, 
Maryland State Medical Journal. 4 
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RENT 


PROFESSIONAL OFFICE SUITE—St. 

Paul near Chase, 
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sq. ft., will subdivide, assigned 
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DUNDALK SECTION—“Fully equipped medical offices available 
for ~GP, Pediatrician, and Surgeon. Modern, air-conditioned 
bldg. with ^parking facilities. Common waiting room. Rea¬ 
sonable terms. -'Phone .288-37:66. 2 


^ATTENTION: PHYSICIANS—-:Build a practice rapidly with mul¬ 
tiple referring sources cby Joining an expanding, well estab¬ 
lished Medical-Dental cooperative group, occupying 4,000 
plus square feet in ultra modern architectural award win¬ 
ning building in iGlen :Burnie, Maryland. Parking for fifty 
cars. Opening for General Practitioner-Internist. Anticipated 
income $15,000 net, first year to $25,000 plus within two 
years. Office completely equipped. Drthopod, EENT, Radi¬ 
ologist also wanted. For information, call Crain Medical- 
Dental Offices, So. 1-91 11. 2 
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Pikesville 8, 

1433 Reisterstown Rd. 
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Baltimore 1, 
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SA 7-7883 



Working out of a hat? 


If so, here’s a bit of advice well worth putting in your thinking 
cap.The Lucas Design Group has a remarkable way of stretch¬ 
ing hat-type offices into normal-type places of pleasant sur¬ 
roundings and squeeze-free movement. It's amazing what 
can be done with small offices. Space seems to just appear 
•from nowhere. This is a special knack of the Lucas Design 
Group, and we frankly know of no others quite as deft at making 
big ones out of little ones. Have your secretary make an 
appointment for you, soon, with one of our designers. Call 
MU. 5-3000. 


FpRAcrmss ffdfr sale 


r -C-P .—“Established medical ipractice in Highlartdtown for sale 
cor rent. Completely equipped. Secretary willing to remain. 
CGontact ^attorney for estate, EE -9-2800. 2 



Contract interior Planning Division of Lucas Brothers, Inc. 
221 E. Baltimore Street • Attractive Purchase or Lease Plans 


IFebruary, 1966 
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GLUCOLA 

•" :: 

Carbonated Preparation for 
Carbohydrate Tolerance Tests 

NEW I 

. For use in glucose 
tolerance tests 
. In preference to the 
postprandial test meal 




wv'V.-' V,-'"'' 

A NEW SOLUTION FOR AN OLD PROBLEM 


Ready to use • Pleasant tasting cola flavor • Well tolerated 


A 7-ounce bottle of Glucola provides a liquid oral loading dose equivalent to 
75 Gm. of glucose :!: for carbohydrate tolerance testing. Glucola avoids the 
nausea that frequently results from lingering sweet laboratory preparations, 
and the occasional emesis that necessitates rescheduling the test. With 
Glucola, no time is lost weighing and mixing glucose “cocktails”—only a 
bottle opener is needed. 7 5 3 (R2) 64 

*The rapidly hydrolyzable saccharides in this formulation assure optimum absorption and glucose 
levels comparable to those obtained with a 100 Gm. loading dose. 

Available through your regular supplier: 

cartons of 12 7-oz bottles (6 bottles 
per pack, 2 packs per carton). 


Ames Company, Inc. 
Elkhart. Indiana 
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heart disease 
or psychic tension? 

“Heart symptoms”—chest pain, tachycardia, ar¬ 
rhythmia—invariably alarm and preoccupy the 
patient, though they may be completely without 
organic basis. Such symptoms often are somatic masks 
ot psychic tension, arising from constant encounters 
with stressful situations. 

When the problem is diagnosed as emotionally pro¬ 
duced, consider Valium (diazepam) as adjunctive 
therapy. Valium (diazepam) acts rapidly to calm the 
patient, to reduce his psychic tension and relieve 
associated cardiovascular complaints. 

Neurotic fatigue —the chronic tiredness resulting 
from emotional strain which so often accompanies 
psychogenic “heart” symptoms —also can be con¬ 
trolled by this highly useful agent. Valium (diazepam) 
often achieves results where other psychotherapeutic 
agents have failed. 

Valium (diazepam) is generally well tolerated, and 
usually does not impair mental acuity or ability to 
function. If side effects such as ataxia and drowsiness 
occur, they usually disappear with dosage adjustment. 

\^llUrQ°(diazepam) 

2-mg, 5-mg, 10-mg tablets 


In prescribing: Dosage — Adults: Mild to moderate psychoneu¬ 
rotic reactions, 2 to 5 mg b.i.d. or t.i.d.; severe psychoneurotic 
reactions, 5 to 10 mg t.i.d. or q.i.d.; alcoholism, 10 mg t.i.d. or 
q.i.d. in first 24 hrs, then 5 mg t.i.d. or q.i.d. as needed; muscle 
spasm with cerebral palsy or athetosis, 2 to 10 mg t.i.d. or q.i.d. 
Geriatric patients: 1 or 2 mg/day initially, increase gradually as 
needed. 

Contraindications: Infants, patients with history of convulsive 
disorders or glaucoma. 

Warning: Not of value in the treatment of psychotic patients, 
and should not be employed in lieu of appropriate treatment. 

Precautions: Limit dosage to smallest effective amount in elderly 
patients (not more than 1 mg, one or two times daily) to preclude 
ataxia or oversedation. Advise patients against possibly hazard¬ 
ous procedures until correct maintenance dosage is established; 
driving during therapy not recommended. In general, concurrent 
use with other psychotropic agents is not recommended. Warn 
patients of possible combined effects with alcohol. Safe use in 
pregnancy not established. Observe usual precautions in impaired 
renal or hepatic function and in patients who may be suicidal; 
periodic blood counts and liver function tests advisable in long¬ 
term use. Cease therapy gradually. 

Side Effects: Side effects (usually dose-related) are fatigue, 
drowsiness and ataxia. Also reported: mild nausea, dizziness, 
blurred vision, diplopia, headache, incontinence, slurred speech, 
tremor and skin rash; paradoxical reactions (excitement, de¬ 
pression, stimulation, sleep disturbances and hallucinations) and 
changes in EEG patterns... Abrupt cessation after prolonged over¬ 
dosage may produce Withdrawal symptoms similar to those seen 
with barbiturates, inepro'bamate'lhd clilordiazepoxide MCI. 

Supplied: Tablets, 2 mg, 5 mg and 10 nig; bottles of 50 for con¬ 
venience and economy in pfjpseribtftg4 r " 

r-f R PC H E}—| 


Roche Laboratories 

Division of Hoffmann-La Roche Inc. 

Nutley, N.J. 07110 
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Open the nose- 

help drain 

the stagnant sinus 

g ently 



Neo-Synephrine is a standard among 
topical vasoconstrictors. It is unsurpassed 
for reducing nasal turgescence in colds; 
and a most valuable aid in preventing 
and treating sinusitis. 

Neo-Synephrine stops the boggy feeling of 
colds at once—works against factors that 
induce sinusitis. With Neo-Synephrine 
nose drops, spray or jelly, turbinates shrink 
on contact, obstructed ostia open and 
drainage is re-established. 


In sinusitis, Neo-Synephrine helps to pro¬ 
mote drainage and hasten recovery.* Used 
promptly, it helps clear the stagnant sinus 
and lessen the chances of chronicity. 

Neo-Synephrine HCi is available in: 

Va°7o solution for infants 

V4°7o solution for children and adults 

V4°7o pediatric nasal spray for children 

Vi°7o solution for adults 

V 2 °7o nasal spray for adults 

Vi% jelly for children and adults 

1°7o solution for adults (resistant cases) 


*Proctor, D. F.: The Nose, Paranasal Sinuses, and 
Ears in Childhood, Springfield, III., Charles C 
Thomas, 1963, p. 34. 


\W/nfhro f 

Winthrop Laboratories, New York, N.Y. 10016 

In colds and sinusiti: 



HCI 

(brand of phenylephrine hydrochloride) 

solutions/sprays/jeli 
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Now 
A Check 
Every Month 
Geared to 
Your 

Income Needs 


Exclusive Baltimore Federal MONI* Plan 
Brings Monthly Check in Any Desired Amount 


For consolidation of investments or retire¬ 
ment income, you owe it to yourself to look 
into the advantages of this effective, proven 
investment plan. The new Baltimore Federal 
MONI Plan provides a way for you to sched¬ 
ule a planned income over any period of time 
(even for life), in any amount. And your 
invested funds earn liberal dividends to 
contribute extra income in complete safety. 

You retain full control of your investment. 
You can stop, reduce, or increase the pro¬ 
gram at any time. There are two plans ... a 
Term Plan and a Permanent Plan, tailored 
to fit your needs. And your capital is in¬ 
stantly available, in whole or part, should 
you require extra funds. 

*MONI Plan © 1964 


Investigate this profitable, controllable, in¬ 
come-producing plan now. Find out how 
easily you can plan your investment to yield 
a predictable, regular return and still have 
your capital readily available. For a detailed 
brochure, mail the coupon or phone MU 
5-7000 and ask for the MONI Plan Officer. 
There is no obligation, of course. 
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Baltimore City Health Department 

Highlights of Sanitary Services for 1965. 113 

Robert E. Farber, MD 

State of Maryland Department of Health 

Highlights . ||5 

State of Maryland Department of Mental Hygiene 

A Midyear Report. 1(7 

Kurt Gorwitz 

Professional Business Management 

Office Tidiness—A Continuous Chore. 119 

Wilburn L. McClure, Jr. 
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BACTERIAL ASSOCIATED 
COMPLICATIONS DISCOMFORT 


BRING THE TREATMENT TOGETHER 
IN A SINGLE PRESCRIPTION . 


ACHNtOCIDIN 

HCI-Antihistamine-Analgesic Compound 


Each tablet contains: Caffeine. 30 mg 

ACHROMYCIN^Tetracycline HCI .. . 125 mg Salicylamide. 150 mg 

Acetophenetidin (Phenacetin). 120 mg Chlorothen Citrate. 25 mg 

Effective in controlling complicating tetracycline-sensitive bacterial infection and providing symptomatic 
relief in allergic diseases of the upper respiratory tract. Possible side effects include drowsiness, slight gastric 
distress, anorexia, overgrowth of nonsusceptible organisms, tooth discoloration (if given during tooth forma¬ 
tion), photodynamic reaction to sunlight and increased intracranial pressure (in young infants). Average adult 
dosage: 2 tablets four times daily, given at least one hour before, or two hours after meals. Patient should avoid 
direct exposure to artificial or natural sunlight; and should not drive a car or operate machinery while on drug. 
Reduce dosage in impaired renal function. Stop drug immediately at the first sign of adverse reaction. 

LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, N. Y. €2E> 
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MARK THESE IMPORTANT DATES ON YOUR CALENDAR 

April 27-May 4, 1966—Annual meeting. Medical and Chirurgical Faculty of the State of Maryland. 
April 27-28, Baltimore—April 29-May 4, Aboard ship and in Bermuda 
See program Pages 66-67 


March 25—1-2 PM 

From Frederick Memorial Hospital: ‘‘Hemolytic Anemia," William H. Zinkham, MD. 


MEDIC 

PROGRAMS 


April 1—12:30-1:30 PM 

From University Hospital: ‘‘Chronic Bronchitis and Emphysema," David G. Simpson, MD. 

April 8-12:30-1:30 PM 

From The Johns Hopkins Hospital: "Headache," William G. Speed, III, MD. 


April 15—12:30-1.30 PM 

From The Johns Hopkins Hospital: "Systemic Lupus: A Not Uncommon Disorder,” Philip A. 
Tumulty, MD. 

April 22-1-2 PM 

From Frederick Memorial Hospital: "Leukemia," Edward S. Henderson, MD. 

You may hear these programs in the Faculty auditorium or at one of the participating 
hospitals (see Page 128). 


March 22—Sheraton Belvedere Hotel, Baltimore 

6:30 PM—Cocktails and Dinner _ nun TUDHAT 

8 PM—“Epistaxis With Particular Reference to Ligation," J. Ryan Chandler, Jr., MD, pro- EAR, NOSE ANU I ill* 
fessor of otolaryngology. University of Miami Medical School. 


SOCIETY 


March 28—8:15 PM—1211 Cathedral St., Baltimore 

Joint meeting with BCMS Section on Internal Medicine. Thaddeus E. Prout, MD, speaker. MARYLAND SOCIETY 

INTERNAL MEDICINE 


March 31—Sheraton Belvedere Hotel, Baltimore 


6 PM—Cocktails 

7 PM—Dinner 

8 PM—“Ultrasonics in Ophthalmology," Arthur H. Keeney, MD, Wills Eye Hospital, 
Philadelphia. 


MARYLAND 

OPHTHALMOLOGICAL 

SOCIETY 


April 1—8:30 PM—1211 Cathedral St., Baltimore 
Semiannual business meeting. 


BALTIMORE CITY 
MEDICAL SOCIETY 
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HEART ASSOCIATION 
OF MARYLAND 

April 4—8 PM—Sinai Hospital, Baltimore 

Cardiovascular Forum: "Peripheral and Cerebral Arterial Insufficiency.” 

GILL MEMORIAL 
EYE, EAR AND 
THROAT HOSPITAL 

April 4-8—Roanoke, Va 

Thirty-ninth annual spring congress in ophthalmology and otolaryngology. For further 
information, write: Superintendent, Post Office Box 1789, Roanoke, Va. 

MARYLAND SOCIETY 
OF 

ANESTHESIOLOGISTS 

April 5—7:30 PM—1211 Cathedral St., Baltimore 

Business meeting. 

BALTIMORE CITY 
DENTAL SOCIETY 

April 13—Sheraton Belvedere Hotel 

"The Philosophy and Rationale of Replacement Dentistry.” 

3 PM—Dr. Louis Fox 

6 PM—Cocktails and dinner 

7 PM—Dr. Harry Levin, president, Maryland State Dental Association 

7:30 PM—Dr. Louis Fox 

MARYLAND 

PSYCHIATRIC SOCIETY 

April 14—8:30 PM—1211 Cathedral St., Baltimore 

"The Promise and Limitations of Group Therapy,” James Mann, MD, director, resident 
training; professor of psychiatry, Boston University School of Medicine. Discussant: Theo¬ 
dore M. Feldberg, MD. 

W. VA. ACADEMY 

April 13-16—White Sulphur Springs, WVa 

Nineteenth annual meeting, to be held at The Greenbrier. For further information write 


OF OPHTHALMOLOGY to J. Elliott Blaydes, Jr., MD, Secretary-Treasurer, 107 Federal Street, Bluefield, W. Va. 

AND OTOLARYNGOLOGY 


FREDERICK COUNTY 
HEART ASSOCIATION 

April 14—Frederick County 

Nurses symposium. 


April 21—Frederick County 

Medical workshop. 


April 15 

HEART ASSOCIATION OF THE Teaching sessions for physicians: "Arrythmias," Henry J. Marriott, MD. 

LOWER EASTERN SHORE 


PATHOLOGY SECTION 
BCMS 

April 18—8 PM—1211 Cathedral St., Baltimore 

Talk followed by presentation of cases, William H. Hartmann, MD, moderator. 


April 19—5:30 PM—Sheraton-Baltimore Inn 


MARYLAND Dinner meeting and residents' papers. 

RADIOLOGICAL SOCIETY 
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Architect: Edward H. Noakes & Associates, A. I. A. 


Here is a superb setting for the medical man who knows the importance of en¬ 
vironment for his office location. In the heart of suburban Bethesda’s medical 
research complex, Georgetown Doctor’s Park features office suites of approxi¬ 
mately 600, 900, 1200, and 1500 square feet specifically designed for doctors 
or dentists. Patients may park just steps from your ground level entrance. 


• Immediate occupancy 

• Sound conditioning 

• Charmingly designed colonial facades 

• Individually controlled air conditioning 
and heating 


• Tree-studded setting 

• Private entrance to each suite 

• Directly across from the National 
Institute of Health and two minutes 
from Suburban Hospital 

• Less than one mile from Beltway 


Rental Arrangements by: 

John J. Grady Management, Inc. 

516 Wheaton Plaza Building, Wheaton, Maryland 
Phone: 946-2070 

Construction by: COAKLEY & WILLIAMS, INC., Silver Spring, Maryland 

Call for appointment. Inspection at site arranged at your convenience. Phone 946-2070 
Furnished models open Saturday and Sunday from 1 ’till 5 


DIRECTIONS: North on Wisconsin Avenue, left on Cedar Lane, OR, take Capital Beltway 
to Exit 19 (Wisconsin Avenue), South on Wisconsin Avenue, right on Cedar Lane. 

GEORGETOWN DOCTOR’S PARK • 5401 WEST CEDAR LANE • BETHESDA, MARYLAND 
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AN ULTRA-MODERN HOME IN THE SUBURBS 

ON 17 ACRES WITH COUNTRY ATMOSPHERE 

ALL THE COMFORTS OF HOME . . . FOR 


POST OPERATIVE 
DIABETIC 
INVALID 
AGED 

• Occupational and Physical Therapy 

• Beautifully Decorated 

• Large Porches 

• Supervised Diets 

• Reasonable Rates 

MEMBER OF 

National Geriatrics Society 
American Nursing Home Assn. 
Maryland Nursing Home Assn. 


CHRONIC 
AMBULATORY 
PARALYTIC 
RETIRED GUESTS 


• Private and Semi-Private Rooms with 

Connecting Complete Bath Rooms 

• Television in Spacious Lounges 

• Beautician Service 

• Patients May Retain Their Own 
. Physician 



ACCREDITED BY THE 
NATIONAL COUNCIL FOR 
THE ACCREDITATION OF 
NURSING HOMES 



KENSINGTON GARDENS SANITARIUM 

A Medical Institution Under the Supervision of Registered Nurses 

ESTABLISHED 1947 LICENSED BY STATE AND COUNTY 

3000 McComas Avenue Kensington, Maryland 

Proprietors-Administrators — 

LILLIAN H. and GEORGE L. BRICKER 

For Further Information 
Phone 


933-0060 or 933-0872 


10 


Maryland State Medical Journal 










MEDICAL 


JOHN SARGEANT 


FACULTY f 

etit* 

EXECUTIVE SECRETARY 


EXECUTIVE COMMITTEE, JANUARY 6 

1. Appointment of A. Gibson Packard, MD, 
to the Advisory Committee to Maryland State¬ 
wide Study on Vocational Rehabilitation was 
approved. 

2. An increase in the Board of Medical 
Examiner’s rental charge for Osier Hall, 
for use during examinations, was ap¬ 
proved effective with the 1967 budget. 

3. The Committee on Postgraduate Educa¬ 


tion, Preventive Medicine, and Public Health 
was designated to work with the State Health 
Department in defining “areas of need,” under 
Senate Bill 667 (providing scholarships to 
medical students who agree to practice general 
medicine in areas of need for a period equal to 
the years of scholarship.) 

4. The Liaison Committee was desig¬ 
nated to meet with the State Health Depart¬ 
ment in connection with regulations de¬ 
fining who should qualify for free labora¬ 
tory services from the Health Department. 





11:47 pm 11:53 pm 12:06 am 


The meaningful pause. The energy 
it gives. The bright little lift. 
Coca-Cola with its never too sweet 
taste, refreshes best. Helps people 
meet the stress of the busy hours. 
This is why we say 


TRAOE MARK® 


things go 

better,! 

^with 

Coke 
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Going to Europe? 

(A car is really a must!) 

Why not have a chat with me? Did you 
know you can own and drive your own 
Volkswagen through-out your stay in 
Europe and have it financed through our 
local banks! 

• SEE MORE • SA VE MONEY 


Meet Our Special 
Authorized 
Volkswagen Tourist 
Delivery Representative, 
Mrs. Ade Reier. 

Call today for details 
SA. 7-4400! 



MRS. REIER 


©Hobelmann Motors, Inc.© 

814 Light StTBaltimore 30/SA. 7-4400 

_ Authorized Dealer _ 


We RENT 

for the convenience of the doctor and the 
patient, modern equipment for the invalid 
and the sick . . . 

• WALKERS 

• WHEEL CHAIRS 

• HOME TRACTIONS 

• HOSPITAL BEDS 

and surgical appliances. 


8 < 1 ' 


Free Delivery 
Open every day ‘til Midnight 

ICHMOND’S PHARMACY 


5500 Park Heights Ave. at Rogers 

LI 2-8200 


_ = 


5. The following policy was adopted for dues 
checks which are received without payment of 
the assessment: First, a letter is to be written 
advising the physician that the dues check 
cannot be processed until the $50 assessment 
is received. In 10 days, if no check or reply is 
forthcoming, the dues check is to be returned 
to the physician with a letter advising that 
failure to pay dues and assessments will result 
in loss of privileges and eventual suspension 
from membership, in accord with the procedure 
spelled out in the Bylaws. A copy of this letter 
is to be sent to the physician’s component 
society. 

6. The Executive Committee considered 
various recommendations of the Legisla¬ 
tive Committee and will recommend to 
the Council that the Faculty take the fol¬ 
lowing position on forthcoming legislative 
proposals: 

1) Oppose nurse-midwife legislation, 
as this would give to such practi¬ 
tioners hospital privileges which 
are denied to qualified medical per¬ 
sonnel 

2) Support changes in the physical 
therapy law which would a) ex¬ 
empt from licensure those persons 
engaged in an approved course of 
instruction, and b) increase the 
membership on the Board of Physi¬ 
cal Therapy Examiners to include 
five physicians and two licensed 
physical therapists, all to be ap¬ 
pointed by the Governor from a 
list submitted by the Faculty 

3) Oppose the principle of license ex¬ 
emption for dentists, veterinarians, 
and others when performing med¬ 
ical acts in times of emergency, as 
this privilege already exists 

4) Support and introduce amendments 
to battered child legislation as pro¬ 
posed by the Subcommittee on 
Child Welfare and agreed to by 
other interested groups 

5) Oppose premarital STS law 

6) Support proposed rewritten Nurse 
Practice Act 
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Indications: ‘Miltown’ (meprobamate) is ef¬ 
fective in relief of anxiety and tension states. 
Also as adjunctive therapy when anxiety 
may be a causative or otherwise disturbing 
factor. Although not a hypnotic, ‘Miltown’ 
fosters normal sleep through both its anti¬ 
anxiety and muscle-relaxant properties. 
Contraindications: Previous allergic or idio¬ 
syncratic reactions to meprobamate or 
meprobamate-containing drugs. 
Precautions: Careful supervision of dose 
and amounts prescribed is advised. Consider 
possibility of dependence, particularly in pa¬ 
tients with history of drug or alcohol addic¬ 
tion; withdraw gradually after use for weeks 
or months at excessive dosage. Abrupt with¬ 
drawal may precipitate recurrence of pre¬ 
existing symptoms, or withdrawal reactions 
including, rarely, epileptiform seizures. 
Should meprobamate cause drowsiness or 
visual disturbances, the dose should be re¬ 
duced and operation of motor vehicles or 
machinery or other activity requiring alert¬ 
ness should be avoided if these symptoms 
are present. Effects of excessive alcohol may 


An eminent role in 
medical practice 

• Clinicians throughout the world con¬ 
sider meprobamate a therapeutic 
standard in the management of anxi¬ 
ety and tension. 

• The high safety-efficacy ratio of 
‘Miltown’ has been demonstrated by 
more than a decade of clinical use. 

Miltown' 

(meprobamate) 

possibly be increased by meprobamate. 
Grand mal seizures may be precipitated in 
persons suffering from both grand and petit 
mal. Prescribe cautiously and in small quan¬ 
tities to patients with suicidal tendencies. 
Side effects: Drowsiness may occur and, 
rarely, ataxia, usually controlled by decreas¬ 
ing the dose. Allergic or idiosyncratic re¬ 
actions are rare, generally developing after 
one to four doses. Mild reactions are char¬ 
acterized by an urticarial or erythematous, 
maculopapular rash. Acute nonthrombocy¬ 
topenic purpura with peripheral edema and 
fever, transient leukopenia, and a single 
case of fatal bullous dermatitis after admin¬ 
istration of meprobamate and prednisolone 
have been reported. More severe and very 


rare cases of hypersensitivity may produce 
fever, chills, fainting spells, angioneurotic 
edema, bronchial spasms, hypotensive crises 
(1 fatal case), anuria, anaphylaxis, stoma¬ 
titis and proctitis. Treatment should be 
symptomatic in such cases, and the drug 
should not be reinstituted. Isolated cases of 
agranulocytosis, thrombocytopenic purpura, 
and a single fatal instance of aplastic ane¬ 
mia have been reported, but only when other 
drugs known to elicit these conditions were 
given concomitantly. Fast EEG activity has 
been reported, usually after excessive me¬ 
probamate dosage. Suicidal attempts may 
produce lethargy, stupor, ataxia, coma, 
shock, vasomotor and respiratory collapse. 
Usual adult dosage: One or two 400 mg. 
tablets three times daily. Doses above 2400 
mg. daily are not recommended. 

Supplied: In two strengths: 400 mg. scored 
tablets and 200 mg. coated tablets. 

Before prescribing, consult package circular. 

WALLACE LABORATORIES 
\KfX'ranbury, N.J. ensret 















The MEDICAL and CHIRURGICAL FACULTY 

of the STATE OF MARYLAND 

invites your participation in its 



ONLY 


OFFICIALLY SPONSORED and ENDORSED 


THE ST. PAUL 


Insurance Programs of 


INSURANCE COMPANIES 



Serving you around the world around the clock 


MALPRACTICE INSURANCE 


1. Broader Protection 

2. Top Rated Company 


COMPARE 

THESE 

LOWER 

COSTS 


Classifications * $ 100,000/$300,000 limits Annually 

I— PHYSICIANS—Performing no surgery other than incision of boils or skin suturing . $ 62.00 

II— PHYSICIANS—Performing minor surgery or Obstetrical procedures not constituting major surgery . 78.00 

III— PHYSICIANS—Performing major surgery and Proctologists, Anesthesiologists and Ophthalmologists; Surgeons performing 

Tonsillectomies, Adenoidectomies and/or Cardiac Catheterizations . 148.00 

IV— SPECIALISTS—Cardiac Surgeons, Urologists, Neurosurgeons, Obstetricians, Gynecologists, Orthopedists, Otolaryngologists, 

Plastic Surgeons, Thoracic Surgeons, Vascular Surgeons and General Surgeons .. 198.00 

‘(Limits to $5,000,000 available) 


GROUP HEALTH INSURANCE 



ACCIDENT AND SICKNESS DISABILITY 

SEMI-ANNUAL COST* 

.... _ . Weekly Under Age Age 

Age 


(Benefits are lax Exempt) 

Income 

Age 40 

40-49 

50-59 

<>0-49 


Lifetime benefits in case of accident. 

$ 50 

$ 38.20 

$ 44.65 

$ 53.85 

$ 80.70 


Seven-year benefits in case of sick- 

100 

70.35 

83.30 

101.65 

155.35 

gPHttguV,. 

ness. 

150 

102.55 

121.95 

149.50 

230.00 


Benefits begin on 15th day of any 

f 200 * 

134.70 

160.55 

197.30 

304.65 

THE HARTFORD 

period of continuous total disability or 

250 

166.90 

199.20 

245.15 

379.35 

Insurance Group 

on first day of hospital confinement, 

300 

199.05 

237.85 

292.95 


whichever occurs first. 

400 

263.40 

315.10 

388.60 



MAJOR MEDICAL EXPENSE BENEFIT 


SEMI-ANNUAL PREMIUMS 



Official Faculty Agent 


Benefit—$15,000 each 
Member Only 
Member & 1 Dependent 
Member & 2 or More Dependents 



(Premium determined 

by member's age) 


Under 

Age 

Age 

Age 

Aqe 40 

40-49 

50-59 

60-49 

$10.95 

$18.25 

$31.90 

$ 50.15 

24.60 

41.00 

71.80 

112.80 

35.55 

51.95 

82.70 

123.70 


(This option cannot be purchased by itself, it must be purchased in conjunction with Accident and 
Sickness Total Disability) 


ACCIDENTAL DEATH AND DISMEMBERMENT BENEFIT 

Maximum Benefit—$10,000 SEMI-ANNUAL PREMIUM—$7.50 

(This benefit cannot be purchased by itself; it must be purchased in conjunction with Accident 

and Sickness Total Disability) 



The Faculty Representative 

B. DIXON EVANDER 


B. DIXON EVANDER & ASSOCIATES 
2326 N. CHARLES STREET 
BALTIMORE 18, MD. 

HOPKINS 7-2141 


14 


Maryland State Medical Journal 































Why do more 
Maryland Doctors 
insure with The St. Paul? 



Probably because our Professional Liability coverage 

is so thorough. 

Really broad coverage. Fewer exclusions, so 
interpretations are no problem. The price is 

likely to be nice, too. 

To get the folder that tells all about it concisely, write. 

The St. Paul is the approved carrier for the State 
Medical Association here... and in more states than 
any other single insurance company. It must 

be something we offer! 


Want to see Just 1 insurance 
man and still be fully insured? 
Use our St. Paul Multicover 
Plan. Same agent as for Lia¬ 
bility. He's in the Yellow Pages. 


MARYLAND 

Baltimore, Drumcastle Center, 6305 York Road 21212 Phone: ID 5-6300 


THE ST. PAUL 

INSURANCE COMPANIES 



Serving you around the world... around the dock 


St. Paul Fire and Marine Insurance Company 
St. Paul Mercury Insurance Company f 
Western Life Insurance Company 
St. Paul, Minnesota 55102 


i 


March, 1966 


15 








Dependability and Organized Responsibility 



Diamonds Come 
In Many Shapes 

A unique shape diamond in its appropriate mount¬ 
ing creates a remarkably different and most unusual 
ring. 

Besides the round, there are heart shapes, emerald 
cut, pear shapes, crescents, marquise, half moons, 
tapered, square cut, baguettes, etc. 

We’d like you to see these out-of-the-ordinary dia¬ 
monds. 




OAF»l_AISl 






231 N. Howard St., Baltimore (MU 5-8800) 
Tidewater Inn, Easton, Md. (TA 2-1553) 



• SALES • PARTS 


• SERVICE • ACCESSORIES 

Centrally Located at Harford Rd. and 25th St. 

Phone: 889 7616 

MARYLAND 
VOLKSWAGEN, Inc. 

1212 E. 25th St. 
BALTIMORE, MD. 



Specializing in the 
fitting of shoes 
for proper foot function 
and comfort 

ACCURATE PRESCRIPTION WORK 

ZIMMERMANN’S 

COMFORTABLE SHOES 

227 W. Saratoga St. Baltimore, Md. 

STORE HOURS 

Monday, Tuesday, Wednesday, Friday 
and Saturday.. .9:30 A.M. to 5:15 P.M. 
Thursday . . . 9:30 A.M. to 8:30 P.M. 



Exclusively in Maryland 


FUR DESIGNS 
APPROVED BY 
WORLD-FAMED 

©leg 
Cassim 




225 N. HOWARD ST. 

MARYLAND'S OLDEST 
AND LARGEST FURRIER 
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EXECUTIVE SECRETARY'S NEWSLETTER 


;esolutions 

INTRODUCED 




:eference 

COMMITTEE 


ER S ONALITIES 


1 ELCOME 

BACK 


March, 1966 


Resolutions to be considered at the Annual 
Meeting of the Medical and Chirurgical Faculty on 
Friday, April 29, include: 

1A/66 - Endorsing Policy of Separating 
Professional Fees from Hospital 
Charges 

2A/66 - Urging Establishment of a Formal 

School of Medical Technology at the 
University of Maryland in a manner 
analogous to that of the Schools of 
Medicine, Dentistry and Pharmacy; 
and Urging the State Legislature to 
appropriate a minimum of $50,000 
to establish it; and to provide that it 
award the B.S. degree. 

Copies are available to Faculty members through 
the Faculty office. 

The Reference Committee meeting is scheduled 
fo r 

THURSDAY, MARCH 31, at 8:00 p.m. 

in the Faculty Building, in order to hear inter¬ 
ested parties comment on the above resolutions. 

All Faculty members are urged to attend and 
express their opinions on these matters. 

Byron G. Brogdon, M.D., Baltimore, has been 
named a Fellow of the American College of 
R adiology. 

Chin-Hsin Lin, M.D., Baltimore and Arthur 
Peschin, M.D., Potomac have been certified 
as Fellows of the American College of 
Anesthesiologists . 

We are pleased to welcome back The Upjohn 
Company as an advertiser in the Maryland State 
Medical Journal. We also welcome two new 
advertisers: Pitman-Moore and Walker 

L abo rato ries . 







HOTEL 

RESERVATIONS 


BERMUDA 

CRUISE 


COUNCIL 

AND 

HOUSE 

MEETINGS 


NEWS 

NOTES 


The S heraton-B elvedere Hotel has a block of 
50 sleeping rooms set aside for those who are 
attending the Annual Faculty meeting, April 27- 
29, 1966. As these accommodations will be at 

a premium during this period, members are 
urged to obtain their reservations early. 

The cabins remaining on board the SS Argentina 
sailing from Baltimore, April 29, 1966, from 

the Dundalk Marine Terminal, are fast disap¬ 
pearing. For those who wish to participate in 
this five-day cruise to Bermuda and return, 
contact should be made immediately to: 

Travel Guide Agency 
416 N . Charles Street 
Baltimore, Maryland 21201 

Phone: SA 7-0682 

An alert for now. The House of Delegates 
will meet in session on 

TUESDAY EVENING, APRIL 26, 1966, 
at 8 : 00 p . m . 

and again on 

FRIDAY MORNING , APRIL 29, 1966, 

at 9 : 30 a . m . 

both at the Faculty Building. This change in 
schedule is made so as to leave ample time for 
members to sail Friday afternoon to Bermuda. 

A gala cocktail party is being given aboard ship, 
courtesy Moore-McCormack Lines and Travel 
Guide Agency, starting at 1:30 p.m. on Friday. 
All members are cordially invited to attend. 

The Council will meet immediately before the 
Tuesday night session; and immediately 
following the Friday morning session. 


Wilmer K. Gallager, Jr., M.D., Baltimore, 
has been certified by the American Board of 
Internal Medicine. 












DOCTORS, ask for a demonstration 
of MERCANTILE-MEDAC... 

■ The best system of medical 
bookkeeping by computer. 

■ A complete service backed by 
this bank’s 100 years experience. 

■ The service that provides doctors 
with important advantages. 

Mercantile-Medac saves 
doctors’ valuable time. It cuts 
billing and bookkeeping costs, 
assures accuracy and speeds 
collections. 

It will take only a few minutes 
for your secretary to learn to 
operate the compact IBM desk 
transmitter, which feeds billing 
and record keeping information 
to our data processing center 
. . . And she will be able to 
transmit an average of 60 
transactions in just 15 minutes! 
After that, Mercantile-Medac 
does all of your bookkeeping 
and billing, and you get many 
extra advantages, such as 
accurate daily, monthly and 
annual statements for you and 
your accountant to use as a 
continuing analysis of your 
financial progress. 

You owe it to yourself to see 
how Mercantile-Medac works 
. . . how it can work for you. 

We will be happy to arrange 
for a demonstration of 
Mercantile-Medac in your 
office or in our Computer 
Services Department, if you 
prefer. 



COMPUTER SERVICES DEPARTMENT 
Calvert and Redwood Streets ■ 539-1040 



WE RENT AND SELL 


Hospital and 
Convalescent Equipment 

Rental Per Month 


Beds—Vari Hite .$15.00 

Safety Side Rails for Beds . 5.00 pr. 

Bed Exercise Bar (Trapeze). 5.00 

Chairs—Folding Chrome with 

brakes; Standard foot rest. 10.00 

Chairs—Folding Chrome with 

brakes; Elevated foot rest. 15.00 

Diathermy Machine . 30.00 

Invalid Lifter—Hydraulic 
Very easy to operate 

First Month . 35.00 

Additional Months .. 25.00 mo. 

Lamps—Infra Red Heat, on stand.... 5.00 
Lamps—Ultra Violet (Sun Lamp).... 20.00 

Pumps—Suction and Pressure. 15.00 

Invalid Walker, Chrome, with 

seat and crutches . 10.00 

Alternating Pressure Pump and 
Pad for beds or wheel chairs 

First Month . 48.70 

Additional Months . 10.00 mo. 




All Rentals May Be Applied to Purchase Price 

Free Delivery In Baltimore Area 
RETAIL SICK ROOM SUPPLIES 


0 ll lurray=(^j3aumgarlner 

SURGICAL INSTRUMENT CO.. INC. 


1421 MARYLAND AVE. • BALTIMORE, MD. 21201 
SAratoga 7-7333 



Serving the Medical Profession for 46 Years 
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A Key Site of Action of the 
Protoveratrine A in Salutensin 

“The main function of the 
carotid sinus is regulation of 
the blood pressure_ M1 

The veratrum component of 
Salutensin acts here (and in the 
myocardium), initiating 

. a reflex fall in blood pressure 
through a generalized vaso¬ 
dilation and fall in heart rate.” 2 






1 his is 
logical 

lood Pressure 
1 egulator 


BECAUSE 
T ENHANCES 
'HE BODY’S OWN 
. IECHANISMS 
:0R REDUCING 
1 LOOD PRESSURE 


a mild 

d moderate hypertension: 

alutensin enhances the body’s own 
lechanisms for lowering blood 
ressure. The veratrum component 
f Salutensin acts on the carotid 
.nus and myocardial receptors, 
litiating "... a reflex fall in blood 
ressure through a generalized 
asodilation and fall in heart rate.” 2 
o achieve this reflex modification 
f hypertension, Salutensin 
tilizes protoveratrine A. 
n addition, to facilitate and 
laintain blood pressure reduction, 
alutensin incorporates reserpine 
nd a highly effective thiazide, 
n general, side effects have been 


reported infrequently but 
may include those listed in the 
therapeutic summary. 

Simple dosage—low-cost 
therapy: Many patients on 
Salutensin respond to 1 tablet b.i.d. 
Long-term economy is assured, 
since dosage can frequently 
be lowered after initial control is 
established. 

Available: Prescription-size 
bottles of 60 tablets. 

References: 1. Editorial: JAMA 
191 :592 (Feb. 15) 1965.2. Meil- 
man, E., in Moyer, J.H.: Hyper¬ 
tension, Philadelphia, W B. 
Saunders Company, 1959, p. 395, 


BRISTOL THERAPEUTIC SUMMARY 
For complete information consult Official 
Package Circular. 

Indications: Essential hypertension. 
Warnings: Small-bowel lesions (obstruc¬ 
tion, hemorrhage, perforation) have oc¬ 
curred during therapy with enteric-coated 
formulations containing potassium, with 
or without thiazides. Such potassium for¬ 
mulations should be used with Salutensin 
only when indicated and should be discon¬ 
tinued immediately if abdominal pain, dis¬ 
tention, nausea, vomiting or gastrointesti¬ 
nal bleeding occurs. 

Contraindications: Salutensin is contra¬ 
indicated in severe depression. 
Precautions: Azotemia, hypochloremia, 
hyponatremia, hypochloremic alkalosis and 
hypokalemia (especially with hepatic cir¬ 
rhosis and corticosteroid therapy) may oc¬ 
cur, particularly with pre-existing vomit¬ 
ing and diarrhea. Potassium loss, which 
may cause digitalis intoxication, responds 
to potassium-rich foods, potassium chlor¬ 
ide or, if necessary, stopping therapy. Se¬ 
rum ammonia elevation may precipitate 
coma in precomatose hepatic cirrhotics. 
Discontinue therapy two weeks before sur¬ 
gery or if myocardial irritability, progres¬ 
sive azotemia or severe depression occur. 
Exercise caution with patients with peptic 
ulcers or renal insufficiency (if severe, 
Salutensin is contraindicated). 

Side Effects: Hydroflumethiazide: Purpura 
plus or minus thrombocytopenia, hyper¬ 
uricemia, leukopenia, hyperglycemia, gly¬ 
cosuria, malaise, weakness, dizziness, fa¬ 
tigue, paresthesias, muscle cramps, skin 
rash, epigastric distress, vomiting, diar¬ 
rhea and constipation. Reserpine: Depres¬ 
sion, peptic ulceration, diarrhea, Parkin¬ 
sonism, nasal stuffiness, dryness of the 
mouth and, with overdosage, agitation, in¬ 
somnia and nightmares. Protoveratrine A: 
Nausea, vomiting, cardiac arrhythmia, pros¬ 
tration, excessive hypotension and brady¬ 
cardia. (Treat bradycardia with atropine 
and hypotension with vasopressors.) 

Usual Dose: 1 tablet b.i.d. 

BRISTOL LABORATORIES 
Division of Bristol-Myers Co. 
Syracuse, New York 


BRISTOL 


Salutensiit 


Each tablet contains: 
protoveratrine A, 0.2 mg.; 
hydroflumethiazide, 50 mg.; 
reserpine, 0.125 mg. 







Low 

host resistance? 

Consider the 
“extra” antibacterial 
activity 
of Ilosone 


Occasionally, therapeutic failure is 
due to the patient’s inability to 
mobilize his defenses sufficiently to 
overcome infection. Typical of this 
is the debilitated patient, the 
premature infant, or the diabetic. 

It is in these patients that the high 
levels of antimicrobial activity of 
Ilosone are especially useful. Ilosone 
has demonstrated antibacterial levels 
two to four times those of erythro¬ 
mycin base or stearate. Furthermore, 
it attains them earlier and maintains 
them longer. Even the presence of 
food does not appear to affect the 
activity of Ilosone. 


Contraindications: ilosone is contraindicated in 
patients with a known history of sensitivity to this 
drug and in those with preexisting liver disease 
or dysfunction. 

Side-Effects: Even though Ilosone is the most 
active oral form of erythromycin, the incidence of 
side-effects is low. Infrequent cases of drug idio¬ 
syncrasy, manifested by a form of intrahepatic 
cholestatic jaundice, have been reported. There 
have been no known fatal or definite residual ef¬ 
fects. Gastro-intestinal disturbances not associ¬ 
ated with hepatic effects are observed in a small 
proportion of patients as a result of a local stimu¬ 
lating action of Ilosone on the alimentary tract. Al¬ 
though allergic manifestations are uncommon with 
the use of erythromycin, there have been occasion¬ 
al reports of urticaria, skin eruptions, and, on rare 
occasions, anaphylaxis. 


Dosage: Children under 25 pounds—5 mg. per 
pound of body weight every six hours. Children 
25 to 50 pounds— 125 mg. every six hours. Adults 
and children over 50 pounds— 250 mg. every six 
hours. For severe infections, these dosages may 
be doubled. 

Available in Pulvules®, suspension, drops, and 
chewable tablets. Ilosone Chewable tablets should 
be chewed or crushed and swallowed with water. 

Ilosone 

Erythromycin Estolate 

Additional information available to physicians 
upon request. Eli Lilly and Company, 

Indianapolis, Indiana. soi28o 
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The Mores of Medical Practice 

Disagreeable, disgusting, disappointing, 
disenchanting and disheartening situations 


The worst sin towards our fellow creatures is not to hate 
them, but to be indifferent to them: that’s the essence 
of inhumanity. 

—George Bernard Shaw 

Quoted from the News American, Louis 
Azrael’s column of October 8, 1965: 

A Lady-on-the-Phone said . . . “Pm an alcoholic and 
I need a doctor. I don’t want to go to a public clinic. 
And I can well afford to pay a doctor. I called Alcoholics 
Anonymous and asked if they could recommend one. 
They said they don’t do that. I called the Baltimore 
Council on Alcoholism. They also refused to recommend 
anyone. I called Johns Hopkins Hospital. They told me 
to go to my family doctor. But I haven’t got a family 
doctor because I haven’t been in Baltimore long, and, 
fortunately, have had no other illness. So what am I 
supposed to do. You’d think that with so much publicity 
about the need to help alcoholics, somebody ought to tell 
an alcoholic where there’s a doctor who can deal with 
the problem.” 

This column was answered a few days later 
and is cited here: 

Dear Mr. Azrael: 

I read your column of Friday, October 8, 1965, wherein 
you quoted a lady alcoholic who had called you on the 
telephone stating that she wanted a doctor to help her 
with her illness. 


JOHN II. HIRSCHFELD, MD 


Since three days before a Mrs. J. called me and re¬ 
lated practically the same story, and then claimed to 
have been referred by you to the Medical and Chirurgical 
Faculty (LE. 9-0872). I firmly believe that this is the 
same lady with whom I had a long and animated con¬ 
versation. She bitterly complained that she had fruit¬ 
lessly called 14 different agencies, and asked personal 
questions of this physician, trying to assure herself of 
my full sympathy. After reassuring her of my full under¬ 
standing of her problem, telling her that I would give 
her all the time and patience I could, provided she was 
sincerely motivated to stop drinking, and giving her a 
definite appointment on my next office day, this anxious 
lady never kept her appointment, nor did she bother 
cancelling same. 

So, as you can clearly see, many of these alcoholics 
must “project” their inadequacy and frustrations into 
obvious hostility, criticizing such noble organizations as 
the Baltimore Area Council on Alcoholism, Alcoholics 
Anonymous, and hospitals and physicians as a group, 
it is hard enough to keep up with the demands of daily 
medical practice and tightly scheduled office hours. There¬ 
fore, it is understandable that many people in the medical 
and hospital field become quite perturbed by the difficulty 
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in handling and satisfying alcoholics, their demands and 
whims. As a whole, however, both the medical profes¬ 
sion and the hospital administrators are progressively 
developing a more patient and more generous attitude 
towards the alcoholic, and we certainly don’t wish to 
stereotype them, rather take them each as individuals on 
their own merits. Unfortunately, no hospital and no phys¬ 
ician is ubiquitous enough to satisfy every patient, or to 
cure every illness, and we are far from perfect in being 
able to cope with every alcoholic. 

If the complainant alcoholic felt frustrated in 
her inability to easily secure private medical help, 
the frustration is multiplied for those few mem¬ 
bers of the profession who have been entrusted 
by the Medical and Chirurgical Faculty to im¬ 
plement the AMA policy that alcoholism is a 
disease. For the past two years, free lectures 
to the medical and house staffs of all Baltimore 
area hospitals have been offered repeatedly in 
letters and flyers to the directors of medical 
education and the chiefs of the medical staffs. 
During Alcoholism Week, early in December, an 
afternoon was devoted to a professional seminar 
on alcoholism at the Eastern Flealth District. 
Two physicians showed up. The offer by the 
volunteer faculty of the Subcommittee on Alco¬ 
holism has been ignored, with the exception of 
a small gathering recently by the house staff of 
one of the smallest hospitals. In reality many 
more of us in the medical fraternity could in¬ 
form ourselves on the more recent trends in 
recognition and treatment of the alcoholic. Nu¬ 
merous publications, a few good films, and above 
all the volunteer faculty for lectures are avail¬ 
able through the Subcommittee on Alcoholism. 

Elsewhere in this issue is an account of the 
highly successful cooperation of the City Flealth 
Department Alcoholism Clinic with a Baltimore 
general hospital. 

Diagnosing and treating the alcoholic is only 
one of many unpleasant situations the practicing 
physician must face. The total inability and vir¬ 
tual prohibition to help the narcotic addict in 
private practice is an experience which most of 
us have frustratingly suffered. The papers re¬ 
lating to narcotic addiction in this issue make 
interesting reading. A slim ray of hope can be 
gained from the recent ambulatory treatment in 
connection with first offenders and the Proba¬ 
tion Department of the courts. 

The battered child has come into focus with 
increasing frequency, and it is hoped that dis¬ 
covery of this disheartening problem will become 


more obvious as physicians become increasingly 
alert to its existence. 

Many of us have been placed in the un¬ 
pleasant position of having to deny a patient 
the certificate of physical fitness to drive. Often 
patients and their relatives will attempt to out- 
maneuver the physician and will squeeze out 
some concession in order to retain the driving 
privilege. With the ever-mounting carnage on our 
roads, it becomes a matter of conscience for the 
physician to be sure that he is not the instrument 
which allows the truly disabled, incompetent, 
mentally and emotionally deranged person to add 
to the existing highway hazards to life and limb. 

In most instances the disabled or incompetent 
or drunk driver is cited and subject to scrutiny 
only after he has had a traffic violation, which 
may already have caused bodily injury or death. 
Only when a person states on his renewal appli¬ 
cation that he has a mental or physical disability 
— and many do not—or when the Department of 
Motor Vehicles is tipped off by letter or tele¬ 
phone call that a particular driver has a dis¬ 
ability, is such a person required to appear before 
the Medical Advisory Board. 

The symposium by the Traffic Safety Commit¬ 
tee adds to our knowledge of driving fitness. 
Since it is highly unpleasant for the practicing 
physician to personally have to deny a patient 
of long standing or a member of a valued patient 
family the right to operate a motor vehicle, it 
might be a distinct relief if a law were passed 
compelling the physician to report physical or 
mental disability to the Commissioner of Motor 
Vehicles for scrutiny by an impersonal commit¬ 
tee of professional experts. This would be ideal 
but would meet with opposition on the part of 
the medical profession. It might be helpful, too, 
if agencies such as mental institutions, hospitals, 
heart evaluation centers, and neurology and eye 
clinics would exercise their powers by auto¬ 
matically reporting patients using their services. 
This special issue on the mores of medical prac¬ 
tice, reminding us of the unpleasant problems 
we encounter in the daily practice of medicine, 
may be depressing. Hopefully, these papers will 
help us to meet these problems with more knowl¬ 
edge, a kinder attitude, and better patient under¬ 
standing. 

6919 Harford Road 

Baltimore, Md 21214 
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When Professional Experience Counts 

The House In The Pines Staff Is Able and Ready To Serve! 



BEL AIRE . . . 5837 Belair Road • CL 4-8800 



BELVEDERE . . . 2525 W. Belvedere Ave. • F0 7-9100 

Conveniently located I block from Sinai Hospital. 



CATONSVILLE ... 16 Fusting Avenue • Rl 7-1800 



EASTON, Md_Rt. 50 & Dutchman's Lane - TA 2-4000 


H OUSE IN THE PINES Nurs¬ 
ing and Convalescent Homes 
offer efficient, round the clock care 
under the direct supervision of 
registered nurses, 24 hours a day. 

The aged, convalescent and the 
chronically ill guests enjoy a mod¬ 
ern, home-like atmosphere with the 
most up-to-date medical and therapy 
equipment at their side. 

Complete physical and occupational 
therapy programs are available. 
The recreational programs are de¬ 
signed to full-fill the needs and 
desires of our guests. 

Excellent food is served, and special 
diets catered to, under the direct 
supervision of our licensed staff 
dietician. 

Physicians orders are followed ex- 
plicity! 



Accredited by the Joint Commission for the Accreditation of Hospitals. Your Inspection Invited 

Participating in the Maryland Blue Cross Senior Citizens Program. Brochure Upon Request 
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Night Leg Cramps... 

Frequent Bedfellow in Diabetes,Arthritis, 
and Peripheral Vascular Disorders* 



’"Nocturnal cramps occurring in the calf muscles "... nocturnal cramps may be the presenting symp- 
and small muscles of the feet have been encoun- toms of patients with arteriosclerosis obliterans, deep 
tered in a significant number of diabetic patients." 1 thrombophlebitis, varicose veins, osteoarthritis..." 2 


now...specific therapy for night leg cramps 



Consistently effective, QUINAMM provided com¬ 
plete relief in 94% of 200 patients studied, many 
of whom were severe cases refractory to other 
medication. 3 Your prescription for one tablet at 
bedtime often controls painful night cramps with 
the initial dose ... helps restore restful sleep. 


WALKE 



QUINAMM Prescribing Information: Composition: quinine 
sulfate 250 mg. and aminophylline 200 mg. per tablet. Pre¬ 
cautions: aminophylline may produce intestinal cramps in some 
instances, and quinine may produce symptoms of cinchonism 
such as tinnitus, dizziness, and gastrointestinal disturbance. Dis¬ 
continue if ringing in the ears, deafness, skin rash or visual 
disturbances occur. Since Quinamm contains quinine sulfate, cau¬ 
tion should be observed regarding administration during preg¬ 
nancy. Dosage: 1 tablet three or four times daily. For nocturnal 
leg cramps, 1 tablet on retiring. 

References: 1. Shuman, C.: Am. J. Med. Sci., 225:54, 1953. 2. 
Perchuck, E., et al.: Angiology, 12:102, 1961. 3. Rawls, W., et al.: 
Med. Times, 87:818, 1959. 


Division of Richardson-Merrell Inc.Mt. Vernon, New York 10551 
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Baltimore’s Alcoholism Clinic, now more than 
two years old, offers many services to help 
the physician in treating his alcoholic patients. 


THE ALCOHOLISM CLINIC 
IN THE OVERALL TREATMENT 
OE THE ALCOHOLIC PATIENT 


In September, 1963, Baltimore’s first full-time 
Alcoholism Clinic opened at the Eastern Health 
District Building, 620 North Caroline Street. 
Within the framework of the Baltimore City 
Health Department, the new clinic gained the 
endorsement of the Medical and Chirurgical Fac¬ 
ulty of Maryland, The Johns Hopkins School 
of Hygiene and Public Health, the State Depart¬ 
ments of Mental Hygiene and of Health, and the 
Baltimore Area Council on Alcoholism. It also 
had established a mutual assistance program with 
Church Home and Hospital. 

The clinic is now more than two years old, 
and it seems appropriate to report on its progress 
and again to offer its active cooperation to Balti¬ 
more physicians engaged in treating alcoholic 
patients. 

First, a brief statement on the clinic staff and 
program. The full time staff consists of two 
psychiatric social workers, a clinical psychologist, 
an alcoholism counselor, and a secretary; work¬ 
ing part time are a medical resident, an office 


A. M. SCHNEIDMUHL, MD, MPH 
Director, Alcoholism Clinic 
Baltimore City Health Department 

clerk, and a number of dedicated volunteers. A 
Community Advisory Board, composed of lead¬ 
ing citizens and representatives of the city’s 
major official agencies, is regularly apprised of 
the clinic’s activities. The board provides valuable 
assistance and general direction to the clinic’s 
program. 

The clinic is open to all residents of Baltimore 
City seeking help for drinking problems, either 
independently or as referred by physicians, em¬ 
ployers, social agencies, clergymen, courts, and 
other interested parties. Services include physical, 
psychological, and social evaluations, individual 
and group psychotherapy, marriage counseling, 
chemotherapy, occupational therapy, nutritional 
consultation, and exposure to Alcoholics Anony¬ 
mous. These services are offered as dictated by 
the particular needs of each patient. Whenever 
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possible, the patient’s family—at least the spouse 
and teen-age children—share in the treatment 
program. 

The clinic’s philosophy, emphasized in all our 
contacts with and about patients, is that the alco¬ 
holic is a sick person, deserving of respect and 
consideration as a worthwhile human being, re¬ 
quiring special treatment but no special privileges. 

During 1964, the average monthly intake was 
11-12 patients (not including members of the 
patient’s family). During the first eight months 
of 1965, the number had more than doubled (25- 
26 new admissions per month). Of the 206 new 
patients admitted January 1-August 31, 1965, the 
ratio of men to women was 3.5 to 1; 125 were 
between the ages of 31-50; more than half were 
married; and more than half of the women pa¬ 
tients were housewives. Occupationally, the pa¬ 
tients ranged from unemployed through blue- 
collar and white-collar workers to professional 
people. 

Only about one-fourth to one-third of our 
patients seem to benefit from the clinic services. 
The others appear to lack motivation for treat¬ 
ment, either by prematurely terminating contacts 
with the clinic or by irregular clinic attendance, 
or by repeated relapses. We are trying to better 
understand this situation and to deal with it 
appropriately. 

A. A high drop-out rate is expensive, both in 
terms of the apparent loss of the original invest¬ 
ment (medical and psychosocial workups) if the 
patient does not return for treatment and in 
terms of the human suffering experienced by the 
patient and his immediate environment. Through 
the intervention of the family physician, the re¬ 
ferring agency, or through home visits by the 
public health nurse, we made every effort to 
motivate the patient to return to the clinic. 

B. A follow-up study of all patients admitted 
between September, 1963, and March, 1965, is 
being made in cooperation with The Johns Hop¬ 
kins School of Hygiene and Public Health and 
the Instructive Visiting Nurses Association. We 
hope this will shed some light on why patients 
drop out of treatment and, whenever feasible, 
appropriate steps will be taken to remedy the 
situation. 

C. Patient drop-outs and relapses generally do 
not contribute to the staff’s high morale and 
enthusiasm so necessary in the treatment of alco¬ 


holic patients. The chronicity of alcoholism and 
the lack of family and community acceptance 
of alcoholism as a treatable disease are only some 
of the known factors responsible for the drop¬ 
outs. In treating alcoholism, one must remember 
that alcoholics are numerous and varied, that 
different treatment techniques are necessary for 
a successful therapeutic program, and that there 
may be treatment approaches that have not yet 
been explored. 

A thorough understanding of these factors, 
as well as regular reviews of current literature, 
case conferences with people prominent in inter¬ 
nal medicine, psychiatry, psychology, and social 
work (serving as consultants), regularly sched¬ 
uled staff meetings to discuss the treatment and 
progress of individual patients, proper selection 
of patients for appropriate treatment programs, 
active participation in community planning, and 
education in alcoholism are some of the staff 
morale builders which, unfortunately, are often 
neglected because of lack of time. 

Cooperation between the clinic and the prac¬ 
ticing physician is most important. In all of 1964, 
only seven patients were referred to the clinic 
by physicians (including psychiatrists); in the 
first eight months of 1965, 21 patients were re¬ 
ferred by physicians. Referrals from general, 
veterans administration, and state hospitals also 
rose sharply over the same period: from 35 in 
1964 to 58 during the next eight months. A re¬ 
view of the sources of referral shows that only 
15-20 physicians are making use of the clinic 
services. 

The practicing physician is, and must always 
be, the primary treatment resource for the alco¬ 
holic, as for all other sick people. Referrals to 
a specialized clinic or to a hospital are usually 
made by the practicing physician as part of an 
overall treatment program, depending on the 
needs of the patient. 

At what point might the physician refer an 
alcoholic patient to the Alcoholism Clinic? It 
might be when he begins to see an unhealthy 
increase in tension within or around the alco¬ 
holic and his family. Tt might be when he recog¬ 
nizes that his alcoholic patient needs more spe¬ 
cialized or more comprehensive treatment or 
more time than he can provide. 

For whatever reason he makes the referral, 
the physician does not lose his patient to the 
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clinic. Indeed, the clinic’s role is one of supple¬ 
menting the physician’s services. It makes every 
effort to maintain and strengthen the relation¬ 
ship between the patient and his physician. The 
clinic depends on the physician to do the neces¬ 
sary examinations, to treat any existing organic 
conditions, to arrange for hospitalization if indi¬ 
cated, and to follow up the patient when he 
no longer needs the special services of the Alco¬ 
holism Clinic. The clinic staff informs the phys¬ 
ician of his patient’s progress. If the patient 
drops out of treatment prematurely, the staff 
consults with the physician about possible means 
of re-engaging his patient in a treatment pro¬ 
gram, perhaps through the physician’s contact 
with the patient and his family or through a home 


visit by a public health nurse or a member of 
the clinic staff. 

In addition to providing direct sendees to the 
alcoholic patients referred by the practicing phys¬ 
ician, the clinic staff is available for consultation 
on patients whom the physician continues to 
treat—on choice of one of the newer medications, 
for example, or on the choice of an inpatient 
facility for a patient. 

All practicing physicians, and especially those 
in Baltimore City, are invited to regard the Alco¬ 
holism Clinic as a specialized medical facility 
designed to help them reclaim and rehabilitate 
the victims of alcoholism. 

620 N Caroline Street 
Baltimore, Md 21205 
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INT RODUCINQ! 
ANEW CONCEPT 

in 

BOOKKEEPING 

and 

TAX SERVICES 

This Service, used by hundreds of Professional 

men in New England, is now being introduced 

in Maryland. 

WHAT YOU DO — 

Maintain a checkbook—one which we have 
especially designed for Physicians 

WHAT WE DO — 

— we prepare MONTHLY STATEMENTS 
of Income and Expense 

— we prepare QUARTERLY AND FINAL 
PAYROLL RETURNS 

— we prepare and adjust QUARTERLY 
DECLARATIONS OF ESTIMATED 
TAXES 

— we prepare STATE AND FEDERAL 
INCOME TAXES, ready for signature 

— we prepare a CONFIDENTIAL COST 
ANALYSIS 

— we relieve you of the burden of BOOK¬ 
KEEPING AND TAXES and leave you 
free to practice medicine. 

FOR COMPLETE INFORMATION, with no 
obligation, call or write 

FEDERATED BUSINESS 
SERVICES, INC. 

Box 580 

Randallstown, Maryland Tel. 655-2552 

K. Merrill Sumey, Resident Manager 


DEPROL 

meprobamate 400 mg. + 
benactyzine hydrochloride 1 mg. 

Indications: ‘Deprol’ is useful in the manage¬ 
ment of depression, both acute (reactive) and 
chronic. It is particularly useful in the less 
severe depressions and where the depression is 
accompanied by anxiety, insomnia, agitation, 
or rumination. It is also useful for management 
of depression and associated anxiety accom¬ 
panying or related to organic illnesses. 
Contraindications: Benactyzine hydrochloride 
is contraindicated in glaucoma. Previous aller¬ 
gic or idiosyncratic reactions to meprobamate 
contraindicate subsequent use. 

Precautions: Meprobamate— Careful super¬ 
vision of dose and amounts prescribed is 
advised. Consider possibility of dependence, 
particularly in patients with history of drug or 
alcohol addiction; withdraw gradually after use 
for weeks or months at excessive dosage. Abrupt 
withdrawal may precipitate recurrence of pre¬ 
existing symptoms, or withdrawal reactions in¬ 
cluding, rarely, epileptiform seizures. Should 
meprobamate cause drowsiness or visual dis¬ 
turbances, the dose should be reduced and 
operation of motor vehicles or machinery or 
other activity requiring alertness should be 
avoided if these symptoms are present. Effects 
of excessive alcohol may possibly be increased 
by meprobamate. Grand mal seizures may be 
precipitated in persons suffering from both 
grand and petit mal. Prescribe cautiously and 
in small quantities to patients with suicidal 
tendencies. 

Side effects: Side effects associated with recom¬ 
mended doses of ‘Deprol’ have been infrequent 
and usually easily controlled. These have in¬ 
cluded drowsiness and occasional dizziness, 
headache, infrequent skin rash, dryness of 
mouth, gastrointestinal symptoms, paresthesias, 
rare instances of syncope, and one case each of 
severe nervousness, loss of power of concen¬ 
tration, and withdrawal reaction (status epilep- 
ticus) after sudden discontinuation of excessive 
dosage. 

Benactyzine hydrochloride— Benactyzine 
hydrochloride, particularly in high dosage, may 
produce dizziness, thought-blocking, a sense of 
depersonalization, aggravation of anxiety or 
disturbance of sleep patterns, and a subjective 
feeling of muscle relaxation, as well as anti¬ 
cholinergic effects such as blurred vision, dry¬ 
ness of mouth, or failure of visual accommoda¬ 
tion. Other reported side effects have included 
gastric distress, allergic response, ataxia, and 
euphoria. 

Meprobamate— Drowsiness may occur and, 
rarely, ataxia, usually controlled by decreasing 
the dose. Allergic or idiosyncratic reactions are 
rare, generally developing after one to four 
doses. Mild reactions are characterized by an 
urticarial or erythematous, maculopapular rash. 
Acute nonthrombocytopenic purpura with pe¬ 
ripheral edema and fever, transient leukopenia, 
and a single case of fatal bullous dermatitis 
after administration of meprobamate and pred¬ 
nisolone have been reported. More severe and 
very rare cases of hypersensitivity may produce 
fever, chills, fainting spells, angioneurotic 
edema, bronchial spasms, hypotensive crises (1 
fatal case), anuria, anaphylaxis, stomatitis and 
proctitis. Treatment should be symptomatic in 
such cases, and the drug should not be reinsti¬ 
tuted. Isolated cases of agranulocytosis, throm¬ 
bocytopenic purpura, and a single fatal instance 
of aplastic anemia have been reported, but only 
when other drugs known to elicit these con¬ 
ditions were given concomitantly. Fast EEG 
activity has been reported, usually after exces¬ 
sive meprobamate dosage. Suicidal attempts 
may produce lethargy, stupor, ataxia, coma, 
shock, vasomotor and respiratory collapse. 

Dosage: Usual starting dose, one tablet three or 
four times daily. May be increased gradually 
to six tablets daily and gradually reduced to 
maintenance levels upon establishment of relief. 
Doses above six tablets daily are not recom¬ 
mended even though higher doses have been 
used by some clinicians to control depression 
and in chronic psychotic patients. 

Supplied: Light-pink, scored tablets, each con¬ 
taining meprobamate 400 mg. and benactyzine 
hydrochloride 1 mg. 

Before prescribing, consult package circular. 
#. Wallace Laboratories / Cranbury, N. J. 
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Doctor’s Day — March 30, 1966 

Doctor s Day is a special day observed each year to honor 
the members of the medical profession, both living and dead, 
who have devoted their lives to the art of healing. 

The idea of Doctor s Day originated in Georgia in 1933 and 
was adopted by the Woman's Auxiliary to the American Medical 
Association in 1934. Since the analogy of the carnation is closely 
intertwined with medical science, the red carnation was chosen 
in 1949 as the symbol of Doctor s Day. 

March 30, the official date, commemorates one of the greatest 
discoveries for the alleviation of pain and suffering. On March 
30, 1842, Dr. Crawford W. Long first used ether anesthesia in 
surgery. 

In recognition of the doctors' contributions to the people and 
communities they serve, the Woman's Auxiliary to the Baltimore 
City Medical Society, in cooperation with the Baltimore City 
Public Schools and the local hospitals, hopefully plans to sponsor 
a Doctor's Day art contest with the emphasis on creating a happy 
atmosphere for patients of all ages. 

Also in honor of Doctor's Day, a contribution will be made 
by our auxiliary to the American Medical Association Educa¬ 
tion and Research Foundation, to be divided equally between 
The Johns Hopkins and The University of Maryland schools 
of medicine. 

Mrs. H. Leonard Warres, President 
Woman's Auxiliary to the Baltimore 
City Medical Society 


Mrs. Stuart D. P. Sunday, Chairman 
Doctor's Day 
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THE GENERAL HOSPITAL’S ROLE IN 
SERVICES TO ALCOHOLIC PATIENTS 


For slightly more than two years, Church 
Home and Hospital has had a collaborative re¬ 
lationship with the Alcoholism Clinic of the 
Baltimore City Health Department. Some obser¬ 
vations on our experience during this period may 
help to open more general hospital doors to 
acutely intoxicated patients. 

Between April 1, 1964, and March 31, 1965, 
Church Home and Hospital admitted as inpatients 
22 alcoholics referred by A. M. Schneidmuhl, 
MD, director of the Alcoholism Clinic, and 32 
alcoholics referred through other channels. In 
our experience, the acutely intoxicated patient 
who is adequately treated causes no special diffi¬ 
culty either to the attending physician or to the 
nursing personnel. 

Through regular consultations with Dr. 
Schneidmuhl, the medical and nursing staffs at 
Church Home and Hospital have developed a 
basic philosophy and an effective treatment pro¬ 
gram for both the emergency room and in-hospital 
patients. The philosophy, emphasized throughout 
our contacts with and about alcoholic patients, 
is that the alcoholic is a sick person in need of 
medical treatment, deserving of respect and con¬ 
sideration as a worthwhile human being, requir¬ 
ing specialized treatment but no special privileges. 

In brief, the therapeutic milieu, accurate diag¬ 
nosis, and treatment of the surgical and medical 
problems (skull fractures, subdural or subarach¬ 
noid hemorrhage, cardiovascular accident, uremic, 
diabetic, or insulin coma, gastritis, hepatitis) 
which may accompany or complicate the acute 
phase of alcoholism, judicious and adequate use 

Church Home and Hospital has worked closely with 
the Alcoholism Clinic in treating the acute phase of 
alcoholism and complications of alcoholism. This 
hospital's experience suggests that the general 
hospital has a significant contribution to make in 
the treatment of alcoholism. 


A complete description of the treatment program will 
be furnished on request hv either the author or A. M. 
Schneidmuhl, MD, director of the Alcoholism Clinic. 


JOSEPH O’ANTONIO, MD 
Chief, Department of Medicine 
Church Home and Hospital 

of tranquilizers (chlordiazepoxide, thioridazine, 
hydroxyzine, promazine) to combat psychomotor 
agitation and insomnia, correction of the existing 
physiologic abnormalities resulting from pro¬ 
longed drinking (fluid and electrolyte imbalance, 
vitamin depletion), and adequate diet are the 
cornerstones of the treatment program. 

Certainly the general hospital is inappropriate 
for long-term treatment of chronic alcoholism, 
but during the acute stage of alcoholism, the 
general hospital staff can help significantly in 
motivating the alcoholic to seek specialized help 
once he is detoxified and well enough to leave 
the hospital. At Church Home and Hospital, the 
alcoholic patients are seen in consultation by 
Dr. Schneidmuhl, and they are encouraged to 
apply to the Alcoholism Clinic for continuation of 
therapy. 

Not all alcoholics in need of hospital care are 
acutely intoxicated; some are admitted for treat¬ 
ment of complications resulting from prolonged, 
excessive use of alcohol. With these patients, the 
hospital staff can make a greater contribution 
if, in addition to treating the specific complica¬ 
tions, they show concern for the basic condition, 
namely, the heavy, uncontrolled drinking, and 
tell the patient about the specialized treatment 
program offered at the Alcoholism Clinic. 

No one treatment resource can meet all the 
therapeutic needs of alcoholics. In the broad 
continuum of services needed for this popula¬ 
tion, the general hospital, along with the prac¬ 
ticing physicians, the Alcoholism Clinic, and 
the alcoholic rehabilitation units of the state 
hospitals, can and should play an important and 
useful role. 

100 North Broadway 
Baltimore, Md 21231 

CKNKRIC AND TRADR NAMES OK DRUGS 
Chlordiazepoxide —Librium 
Thioridazine —M ell aril 
Hydroxyzine —Atarax Vistaril 
Promazine —Sparine 
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When uncontrolled 
diarrhea brings 
a call for help 



When the diarrhea sufferer has run the 
gamut of home remedies without success, 
pleasant-tasting cremomycin can answer 
the call for help. It can be counted on to 
consolidate fluid stools, soothe intestinal 
inflammation, inhibit enteric pathogens, 
and detoxify putrefactive materials —usu¬ 
ally within a few hours. 


cremomycin combines the bacteriostatic 
agents, succinylsuIfathiazole and neomy¬ 
cin, with the adsorbent and protective de¬ 
mulcents, kaolin and pectin, for compre¬ 
hensive control of diarrhea. 


Indications: Diarrhea. Contraindications: Kaolin: 
Withhold if diverticulosis is present or suspected. 
Precautions: Sulfonamide: Continued use requires 
supplementary administration of thiamine and vita- 
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your for 
Cremomycin 
can provide relief 



min K. Neomycin: Patient should be observed for 
new infections due to bacteria or fungi. Side Effects: 
Sulfonamide: Sensitivity reactions may occur (e.g., 
skin rashes, anemia, polyneuritis, fever; agranulo¬ 
cytosis with a fatal outcome has been reported). 
Reduction of thiamine output in the feces and of 
vitamin K synthesis has been observed. Neomycin: 
Nausea, loose stools possible. 

Before prescribing or administering, read product 
circular with package or available on request. 


promptly relieves diarrheal distress 

Cremomycin 

ANTIDIARRHEAL ** 

Composition: Each 30 cc. contains neomycin sulfate 
300 mg. (equivalent to 210 mg. of neomycin base), 
succinylsulfathiazole 3.0 Gm., colloidal kaolin 3.0 
Gm., pectin 0.27 Gm. 

€9 MERCK SHARP &D0HME Division of Merck & Co., Inc.. West Point, Pa. 

where today’s theory is tomorrow’s therapy 
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TEST DRIVE THE PONTIAC OF YOUR CHOICE 
AT KELLY PONTIAC . . . REAL SOON! 


KELLY PONTIAC 

MARYLAND’S OLDEST AND LARGEST PONTIAC DEALER 

5801 BELAIR ROAD AT WHITE AVENUE 
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THE NARCOTIC ADDICT 


Some Reflections on Treatment 


ALBERT A. KURLAND, MD 
Director of Research, Department of Mental Hygiene 


Narcotic addiction is a chronic disorder for which 
no effective treatment is known. Therapeutic 
efforts are confined to treating withdrawal re¬ 
actions and trying to strengthen the personality 
structure of the addict. Many approaches are used, 
but their ultimate merit is questionable. The Re¬ 
search Department of the State Department of 
Mental Hygiene is investigating the deterrent 
effects of daily laboratory testing for opiates among 
patients closely supervised by a parole officer and 
receiving group psychotherapy. 


This research is being supported by Grant MH-07616 
from the National Institute of Mental Health, USPHS, 
Department of Health, Education and Welfare, and ad¬ 
ministered by Friends of Psychiatric Research, Inc. 


The general practitioner is limited in treating 
the narcotic addict because of the legal problems 
involved, the difficulties of attempting to treat 
a withdrawal reaction outside of a closely super¬ 
vised institutional setting, the problems in pro¬ 
viding psychotherapeutic assistance over any ex¬ 
tended period, and the complexity of social and 
supervisory resources necessary in the overall 
management. Consequently, his participation has 
mostly been focused on the diagnosis of narcotic 
usage, the treatment of one of its main compli¬ 
cations, overdosage, and the providing of infor¬ 
mation and counsel relating to therapeutic re¬ 
sources available for the referral of such patients 
for treatment. 

The physician who would attempt to treat the 
narcotic addict must, for all practical purposes, 
orient his approaches from a standpoint of a 
disorder which will require long-term manage¬ 
ment. The chronic nature of this disorder must 
not be lost sight of: otherwise, with the addict’s 
propensity for having periods of exacerbations, 
there results an increasing feeling of frustration 
precipitating a sense of defeat and leading to 
a withdrawal by the therapist. This pessimistic 
outlook is verified by a number of reliable Euro¬ 
pean and American studies, which report at 
least a 95% rate of recidivism during a five-year 
follow-up period. 1 Therapeutic experience with 
even well motivated, intelligent, and economically 
sound drug addicts has indicated a relapse after 
a five-year follow-up in most cases. 2 Many simi- 
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lar experiences have been reported by other highly 
capable clinicians concerned with the treatment 
of the narcotic addict. 3 

As the addict ages, his subsequent course often 
becomes obscured. Several reasons have been 
given for this. Among those suggested has been 
the development of more effective control in re¬ 
sponding to the craving for narcotics, with the 
obvious implications. On the other hand, there 
are indications that the life expectancy of the 
narcotic addict may be lower because of death 
from accidental overdosage of illegally prepared 
narcotic preparations or from the complications 
resulting from the use of other drugs such as 
barbiturates, amphetamines, and alcohol. 

The mechanism of the addition process is com¬ 
plex, involving physiologic, biochemical, and psy¬ 
chological parameters which are poorly under¬ 
stood. This is reflected in the attempts to quantify 
the process into habituation, physical and psychic 
dependence, and drug abuse. To explain these 
phenomena, a variety of models have been used. 
These have been described as cellular, neuro¬ 
physiological, personality, psychoanalytic, con¬ 
ditioning, sociological, law enforcement, iatro¬ 
genic, and pharmacodynamic. 4 None of these, 
however, has been particularly rewarding in 
yielding suggestions for more effective therapy. 

In view of this rather gloomy perspective, the 
therapeutic strategy in dealing with the vicissi¬ 
tudes of this disorder is perhaps best approached 
by focusing initially on the patient who has 
decided to make an attempt to “kick the habit.” 
The factors which frequently bring about this 
decision in the narcotic addict are the develop¬ 
ment of a crisis in obtaining drugs, apprehension 
by a law enforcement agency, or mounting pres¬ 
sure from within the addict. The initiation of 
this step mobilizes a great deal of anxiety which 
frequently intensifies to the point of panic and 
precipitates a flight to a hospital. 

Medical management of the acute withdrawal 
reaction is relatively simple and can be accom¬ 
plished in a week or two. Most authorities on 
treating the narcotic addict agree on the im¬ 
portance of treating the withdrawal reaction in 
a properly equipped institutional setting because 
of the need for a high degree of supervision 
due to the manipulative behavior of this type of 
patient. With the subsidence of the withdrawal 
reaction, the voluntary addict soon demands to 


be discharged, providing little opportunity for 
making any additional plans. 

If the addict does agree to participate in a 
treatment program, it should always be with the 
realization that intermittent deviations from 
abstinence are inevitable. At times these may 
progress to the point of re-addiction, necessitating 
another period of hospitalization for treatment 
of a withdrawal reaction. There is some evidence 
that consistently maintained help diminishes the 
number and periods of decompensation. This 
support maintained over a number of years may 
prevent the addict from compounding his de¬ 
linquencies, which in turn lead to increasing 
punitive actions on the part of society with 
accumulating penalizations and a waste of the 
individual’s life. 

A program of sustained support is complex, 
requiring long-term supervision of the narcotic 
addict in the community. In our experience, pro¬ 
longed hospitalization in a state hospital seems 
unwarranted in view of the poor therapeutic 
results. 5 Frequently, this type of hospitalization 
arouses increasing antagonism in the narcotic 
addict. This negative attitude may result either 
from his unrealistic expectations as to what 
treatment he will receive from the hospital or 
from the hospital’s inability to provide any spe¬ 
cific treatment other than custodial care. Further¬ 
more, the narcotic addict finds it difficult to con¬ 
ceive of his being sick, in terms of the usual 
psychiatric disorders, although the use of special 
environmental settings, such as halfway houses 
and synanon settlements identified with the treat¬ 
ment of the narcotic addict, are readily accepted. 
Whatever use he may make of these facilities, 
he must ultimately return to his own environment 
and carry on as best he can. 

Experimental approaches carried out bv the 
research staff of the Department of Mental Hy¬ 
giene led to the establishment of an outpatient 
clinic which provides psychiatric help for the 
narcotic addict after working hours in order to 
minimize conflict with his job. This program is 
geared to a high level of supervision employing 
laboratory control (daily urine analysis utilizing 
thin layer chromatography for the detection of 
opiates); supervision by a parole officer; and 
weekly attendance at the clinic for group psycho¬ 
therapy and individual counseling. 

The participation of the addict and the mainte- 
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nance of this control necessitates that the addict 
be either under court order or on parole from 
a correctional institution. Without this type of 
control, the attempt to obtain the narcotic addict’s 
cooperation has proved ineffective. The present 
approach provides for a degree of monitoring to 
detect trends toward increasing breeches of ab¬ 
stinence with an opportunity to intensify the 
therapeutic management at critical periods. 

Should this method of control fail, the addict 
can be returned to a correctional institution with¬ 
out loss of his opportunities for parole. At the 
same time, he has been helped to some extent from 
compounding his possible delinquencies before 
he finds himself overwhelmed by a full blown 
relapse. Under these circumstances, he may have 
a chance for another trial on the program. With 
the possibility of arresting or interrupting the 
trend toward readdiction, the hope is that there 
may be an increasing attenuation of the need 
for drugs after reinstitutionalization with a sub¬ 
sequent opportunity to return to this clinic at a 
not too distant date. 

As the addict cycles through these periods of 
abstinence and deviation, he may ultimately be 
much more effective in helping himself achieve 
a greater degree of rehabilitation. It is still too 
early to predict the success of this approach, for 
this will require several years of observation. It is 
anticipated, however, that maintenance in this 
type of an ongoing program, based on sympa¬ 
thetic and humane considerations, may ultimately 
yield the reward of a gradually maturing indi¬ 
vidual who no longer has to flee from himself or 
the demands of society via a narcotic exit. 

301 W Preston Street 

Baltimore, Md 21201 
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SKIN 

PROBLEMS 


Caused by itching 


due to: 

Dry Eczema 
I Chafing 
1 Minor Burns 
| Athlete's Foot 
1 Dry Skin 
| Wind Burn 
1 Insect Stings 


Acne 

Ivy Poisoning 
Cold Sores 
Heat Rash 
Diaper Rash 
Chapping 
Hemorrhoids 



For Safe, Sure, Speedy Relief— 
—Get RESINOL GREASELESS! 


Medical Scientists have 
conquered 6 dread diseases 
in the past decade, but 
they are largely in the 
dark, they admit, in find¬ 
ing relief for one age-old 
ailment — itching 



New remedies con- 
t a i n i n g antibiotics 
have been tested, but 
have often caused side 
effects which are worse 
than itching skin. Af¬ 
ter many years of re¬ 
search and testing. 
Resinol Greaseless 
Cream was developed. 
... A doctor’s formula 
containing safe yet 
powerful ingredients, 
Resinol Greaseless con¬ 
tains an amazing, prov¬ 
en “anti-itch” medica¬ 
tion called Resorcin, 
which quickly and ef¬ 
fectively relieves most 
any kind of itching. 
Try Resinol Greaseless 
. . . You’ll be delighted 
to find that it really 
works! At all drug 
stores. Buy a tube 
today. 


Family First Aid 
in a Tube 
Carry in Purse 
or Pocket 

A Medicine Cabinet 
“Must” 


IZ.Jt,, Wort 




RESINOL CHEMICAL COMPANY 

517 W. Lombard St. 

Baltimore, Md. 21201 
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sTew 

ow-cost 

etracycline/ 

intifungal 

herapy 

retrex-F 

:etracycline 
phosphate complex 
-nystatin 


Because new Tetrex-F (tetracycline 
phosphate complex-nystatin) is the most 
economical therapy of its kind that you 
can prescribe, it is a sound choice whenever 
tetracycline therapy is indicated in 
patients predisposed to mondial infections. 

Who are these “candidates for Candida”? 

1. diabetic patients 

2. nonpregnant women with a history of 
recent or recurrent mondial vaginitis 
5. elderly or debilitated patients 

4. patients with a past history of moniliasis 

5. patients on long-term tetracycline or 
corticosteroid therapy. 

For these patients, Tetrex-F (tetracycline 
phosphate complex-nystatin) provides 
efficient tetracycline therapy against 
a broad range of infections plus protection 
against superinfection associated with the 
overgrowth of C. albicans in the G.I. tract. 

Pri ced for savings 

Tetrex-F (tetracycline phosphate complex- 
nystatin) is lowest in cost—priced 20% 
lower than most tetracycline/antifungal 
products. 


BRISTOL THERAPEUTIC SUMMARY 
For complete information consult Official Package Circular. 
Indications: Infections of respiratory, gastrointestinal and 
genitourinary tracts and skin and soft tissues due to tetracycline- 
sensitive organisms, in patients with increased susceptibility to 
mondial infections. 

Contraindications: The drug is contraindicated in patients hyper¬ 
sensitive to its components. 

IVarnings: Photodynamic reactions have been produced by tetra¬ 
cyclines. Natural and artificial sunlight should be avoided during 
therapy. Stop treatment if skin discomfort occurs. No cases 
of photosensitivity have been reported with Tetrex (tetracycline 
phosphate complex). With renal impairment, systemic accumulation 
and hepatotoxicity may occur. In this situation, lower doses 
should be used. Tooth staining and enamel hypoplasia may be Induced 
during tooth development (last trimester of pregnancy, 
neonatal period and childhood). 

Precautions: Bacterial superinfection rrtay occur. Infants may 
develop increased intracranial pressure with bulging forttanels. 

In gonorrheal therapy, serologic tests for syphilis should be 
conducted initially and monthly for 3 months. 

Adverse Reactions: Glossitis, stomatitis, nausea, diarrhea, flatulence, 
proctitis, vaginitis, dermatitis, and allergic reactions may occur. 

Usual Adult Dosage: 1 capsule q.i.d. Continue therapy for 10 days in 
beta-hemolytic streptococcal infections. Administer one hour 
before or 2 hours after meals. 

Supply: Capsules, bottles of 16. Each capsule contains tetracycline 
phosphate complex equivalent to 250 mg. tetracycline HCl activity and 
250,000 units of nystatin. Oral Suspension, 60-mJ. bottle. 

Each 5 ml. contains tetracycline equivalent to 125 mg. tetracycline 
hydrochloride and nystatin, 125,000 units. 

BRISTOL LABORATORIES 
Division of Bristol-Myers Co. 

Syracuse, New York 


BRISTOL 
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BRACES 


NEW TAYLOR BRACE — de¬ 
signed for comfort, appear¬ 
ance, and effective spinal 
splinting. Handsome wash¬ 
able slip-on cover helps 
hold rigid metal back brace 
firmly in position; also forms 
part of a body-encircling 
white jacquard corset. Con¬ 
venient front closing, with 
five alternating pull straps 
for precise adjustment. 


DONALD 0. FEDDER, orthotist 


Horizon House 

1101 N. Calvert St. 
MU 5-3848 


Dundalk Office 

201 Wise Ave. 
AT 4-0700 


BALTIMORE. MD. 


Baltimore’s 
Newest and Finest 
jGourmet Rendezvous! 

Featuring the Finest in 
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Rolled-up in office routine? 


The Lucas Design Group realizes that there's always a certain 
amount of tasteless office routine to be swallowed — but, they 
can at least add the rare seasoning which makes it far more 
palatable. Take filing systems and equipment, for instance. 
With the proper set-up, possibly re-located and coordinated 
with existing intra-office workings, the ever-present chores 
of filing and carding become swift, money-saving and delight¬ 
fully simple. This is but one function of the Lucas Design 
Group, and a very important one. Have your secretary make 
an appointment for you, soon, with one of our designers. Get 
the entire story. MU. 5-3000. 



Contract Interior Planning Division of Lucas Brothers, Inc. 

221 E. Baltimore Street • Attractive Purchase or Lease Plans 

For Infants .».. 

For Adults.... 

The standard of quality, 
a purity, and dependability 

^ in the Baltimore-Washing- 

ton area for over 90 years. 

In Baltimore area call 889-3500 
In Washington area call 965-2211 
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DRUG ADDICTION 


A Medical Hazard 


Drug addiction is approximately 100 times 
greater among physicians than among the general 
population. This represents a waste of many val¬ 
uable years of training and an extravagant use 
of funds for medical care. But what is most 
tragic is that society loses a doctor and acquires 
a patient that seldom can be cured. Drug addiction 
in a doctor is like the serpent in Eden; it will 
ultimately drive him out of the garden of his 
profession. 

The principal drugs that evoke addiction are 
the derivatives of opium and certain synthetic 
chemical compounds which elicit pharmacologic 
effects similar to the alkaloids of opium. In 
many areas of the Orient smoking opium is a 
common custom involving a considerable segment 
of the population. In many of these areas, popu¬ 
lation pressures are so great that famine and 
pestilence are rampant. Hard labor with primitive 
tools exacts its devastation in misery and illness. 
Here opium often provides a surcease from the 
almost intolerable existence of the teeming, ig¬ 
norant millions, and its effects are not so catas¬ 
trophic. But such escape from reality has no place 


JOHN C. KRANTZ, JR., PhD 
Professor Emeritus of Pharmacology 
University of Maryland School of Medicine; 

Director of Scope, United States Pharmacopeia 

in Western civilization. In our culture these drugs 
have one purpose: to obtund intractable pain. 

The pharmacologic basis for drug addition is 
complex and puzzling. Certain narcotic drugs, 
such as alcohol, produce tolerance and habitua¬ 
tion, and in many people this is a grave malady. 
Yet the chronic alcoholic, if he has the will to 
abstain from all alcoholic beverages, can over¬ 
come the disease. 

Withdrawal symptoms of alcohol are not seri¬ 
ous: they are mainly psychic. The body does not 
acquire physical dependence on the presence of 
alcohol in the tissues. Morphine presents a dif¬ 
ferent pattern of addiction. As with alcohol, the 
individual shows tolerance and habituation, but 
further, he develops a definite physical depend¬ 
ence upon the drug. Sometimes the withdrawal 
symptoms of morphine addiction are mainly 
psychic, but after long repeated use of the drug, 
physical dependence develops. The withdrawal of 
morphine after addiction produces devastating 
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symptoms which are ameliorated by a return to 
the drug. 

True addiction is produced by opiates and cer¬ 
tain synthetic narcotics. It has been defined as 
that condition of mind or body induced by drug¬ 
ging which requires a continuation of that drug, 
and without which serious physical and/or men¬ 
tal derangement rcsidts. 

The World Health Organization (WHO) gives 
the following definition of drug addiction: 

Drug addiction is a state of periodic or chronic intoxi¬ 
cation, detrimental to the individual and to society, pro¬ 
duced by the repeated consumption of a drug (natural 
or synthetic). Its characteristics include: 1) an over¬ 
powering desire or need (compulsion) to continue taking 
the drug and to obtain it by any means; 2) a tendency 
to increase the dose; 3) a psychic (psychological) and 
sometimes a physical dependence on the effects of the 
drug. 

In the United States about 80% of drug 
addicts are men and 56% are Negroes. Many 
addicts have criminal records. Furthermore, this 
problem is associated with life in congested 
urban centers. Of the approximately 50,000 
addicts in the United States, 44% are in New 
York, 14% in Illinois, and 13% in California, 
and the addiction is concentrated in the large 
cities. Nevertheless, addiction may occur in 
any environment and in any stratum of life. 

The number of people who become addicted 
from using narcotics prescribed by physicians 
for the relief of severe pain is comparatively 
small. The percentage of accidentally addicted 
estimated by Rayport (1954) was about 14% 
in more than 1000 cases. This suggests that the 
basic psychic pattern of the person plays a dom¬ 
inant role in addiction liability. 

Approximately one-third of the addicts owe 
their addiction, in part at least, to overindul¬ 
gence in alcohol. The same basic personality 
defect which leads to use of alcohol as an es¬ 
cape from reality is likely also to be responsi¬ 
ble for their taking recourse to narcotic drugs. 

Since about three-fourths of the addicts are 
first criminals, it appears that we are dealing 
with persons with a definite psychopathic dia¬ 
thesis. These are people who have misinterp¬ 
reted their own environmental settings and 
their place in the social order and have at¬ 
tempted to mask the impact of reality by the 
effect of narcotic drugs. 

In 1961 the estimated number of narcotic 
addicts in the United States was 45,000-50,000, 


an incidence of about one in 3,500 of the pop¬ 
ulation. Estimates reflect that 92% used heroin, 
3% used morphine, and most of the others used 
synthetic drugs, opium, paregoric, or codeine. 

Addiction is not always easy to diagnose. 
Many addicts carry on their normal activities 
without physical or mental signs of their drug 
addiction. The pinpoint constriction of the pu¬ 
pil is usually a faithful criterion, although it 
fails in some addicts. As a rule the addict suf¬ 
fers with chronic constipation, interrupted in¬ 
termittently by intestinal cramps and diarrhea. 
Injection depots may be visible on the body. 
These may have become infected, and abscess 
formation may be present. They usually ap¬ 
pear in areas especially accessible to the in¬ 
dividual with his needle and syringe. 

Many personality changes take place in the 
drug addict. Outstanding is the tendency to 
become esoteric and introspective. He frequent¬ 
ly shuns social contacts which formerly en¬ 
gaged his attention. Moral barriers seem to 
disintegrate. The clandestine, furtive manner 
through which he secures illegal narcotics ap¬ 
pears to invade other segments of his life. Fre¬ 
quently leading questions which he poses re¬ 
garding drug storage and supervision are diag¬ 
nostic of his thought patterns concerning the 
acquisition of narcotics. 

Injection of morphine into the addict does 
not bring the usual response of depression, se¬ 
dation, and narcosis. He is generally a menda¬ 
cious individual. Therefore, despite his history 
and possible physical signs, the most reliable 
diagnosis for addiction is the appearance of 
the withdrawal syndrome upon complete and 
enforced abstinence. The withdrawal syndrome 
may be induced precipitously upon the injec¬ 
tion of nalorphine. 

Since doctors are human beings, it is easily 
understood that a comparable proportion of 
them might become addicts. On the other hand, 
it might be argued that owing to the physician’s 
superior training and social dominance in the 
community, the percentage of addicts in the 
medical profession would be less than that in 
the general population. Unfortunately neither 
of these two conditions prevails. Why is it, 
then, that the incidence of addiction in the 
medical profession is 100 fold greater than 
among the general population ? 
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First, the degree in medicine and the license 
to practice have not changed the physician’s 
status as a person. He is still subject to all of 
the temptations and moral ineptitudes that be¬ 
set other people. Opiates, unlike the law of the 
land, do not recognize the MD degree. 1 he 
millions of cells in the brains of physicians suc¬ 
cumb as readily to the biochemical lesion of 
drug addiction as do those of non-physicians. 
Knowledge of drug addiction—and unfortu¬ 
nately many physicians possess only a smat¬ 
tering of this—is no protection against its rav¬ 
ages. The lesion is biochemical. 

The second factor is the nature of the life the 
doctor must lead. There are comparatively 
few men in any society upon whom the mantle 
of Hippocrates falls. These are dedicated men. 
There is an emotional drain on the life of the 
doctor. The doctor needs relaxation and rest 
to protect his emotional life from the trauma of 
repetitious pain, death, and sorrow. Too often 
alcohol and barbiturates are used instead of a 
well-deserved and desperately needed vacation. 
Too often the doctor fails to heed the advice 
he gives to his patients, again forgetting that 


even though he is a doctor he remains a per¬ 
son. 

The third reason for addiction among doc¬ 
tors lies in the driving forces of propinquity 
and availability. To obtain narcotics he does 
not need to rob a doctor of his bag, he has 
one at his bedside. After a devastatingly hard 
day, absorbing the shocks of the tumultuous 
sea of other peoples’ troubles, if insomnia per¬ 
sists in spite of alcohol and barbiturates, the 
syringe with the narcotic is within arm’s reach. 
And with it, he knows, fatigue will vanish, epi¬ 
gastric gnawing will be quelled, dizziness will 
be dispelled, and Morpheus will receive him 
with open arms. Once the Rubicon is crossed, 
the barriers are let down one by one, and the 
doctor is started on a broad highway to certain 
destruction. The escape from the impact of 
reality constantly haunts him as he continues 
at a devastating pace in chasing windmills. He 
can never forget the honeymoon of his addic¬ 
tion. The only sure cure for drug addiction is 
never to let it happen. 

7824 Ellenham Road 

Baltimore, Md 21204 
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Many 
anxious 
patients 
need more 


than just 
calming. 
Stelazine 

brand of trifluoperazine 

offers 
true 
tranquilization. 


Sedative or muscle relaxant-type tranquilizers are often all that's 
needed for patients with temporary situational anxiety. But in 
the many patients whose anxiety presents a continuing problem 
these agents are limited by their generalized dulling effects. 
'Stelazine' can attack anxiety directly without producing 
annoying dulling effects. On 'Stelazine', patients can react 
more normally to day-to-day stress yet remain alert, able to 
carry on their normal activities. 

Contraindicated in comatose or greatly depressed states due to CNS depressants 
and in cases of existing blood dyscrasias, bone marrow depression and pre-existing 
liver damage. Principal side effects, usually dose related, may include mild skin 
reaction, dry mouth, insomnia, fatigue, drowsiness, dizziness and neuromuscular 
(extrapyramidal) reactions. Muscular weakness, anorexia, rash, lactation and 
blurred vision may also be observed. Blood dyscrasias and jaundice have been 
extremely rare. Use with caution in patients with impaired cardiovascular systems. 
Before prescribing, see SK&F product Prescribing Information. 


Smith Kline & French Laboratories, Philadelphia 
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BE CURIOUS ABOUT 

C ontrast between history and findings 



H ostile parents with rejected, neglected children 
I njuries causing metaphyseal “corner” fractures 
L ong bone periosteal proliferation, unexplained 
D iffering stages of healing of “surprise” multiple 


bone lesions 

A ccident prone children, including burned, pois¬ 
oned 

B ouncing baby skull fractures and subdural hema 
tomas 

U nexplained convulsions, anemia, hematuria, ec 
chymosis, jaundice, ileus 

S udden death of patient or previous siblings 

E xtraordinary inquisitiveness and concern by par 
ents 


THE ABUSED CHILD 


111 





Citizens of the United States have been hear¬ 
ing and reading about the legislation involving 
the Battered Child Syndrome. Editorials, national 
conferences, and a series of four TV programs 
on the Huntley-Brinkley Report, in October, 
1965, have discussed the moral, legal, and med¬ 
ical responsibilities of child abuse. 

First reports of the correlation of roentgen 
manifestations of unrecognized fractures ap¬ 
peared in medical literature in 1953. Since then 
numerous articles have appeared with recent stress 
of good legislative laws and methods for deter¬ 
mining the best management medically and le¬ 
gally. The magnitude of this problem probably 
never will be fully determined. Children under 
three years, especially those under one year, are 
most frequently involved. Forms of abuse may 
be physical, nutritional, and mental. Caffey, in 
1946, reported the association of subdural hema¬ 
toma and multiple fractures with trauma. Silver- 
man described the association of these bone 


KARL M. GREEN, MD 

lesions to unrecognized trauma and a hospital 
survey by Kempe revealed that the number of 
cases was much higher than expected. 

Five years ago only one state had a law re¬ 
quiring the reporting of physical abuse of chil¬ 
dren. Recently the Childrens Bureau of the De¬ 
partment of Health, Education and Welfare 
announced that 46 states now have such statutes. 
The exceptions, according to the bureau, are 
Alabama, Hawaii, Mississippi, Virginia, and the 
District of Columbia. 

Child abuse is said to cause more deaths than 
auto accidents and such diseases as leukemia, 
cystic fibrosis, and muscular dystrophy. The in¬ 
cidence is estimated from 750 to 10,000 cases 
per year. New York State in the first eight and 
one half months of the law had 231 cases re- 
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This set of x-rays on one patient reveals 
multiple fractures in different stages of 
healing with long bone periosteal proli¬ 
feration. 

(X-rays courtesy of James Lyons, MD, University 
Hospital, Baltimore) 



ported by medical sources. Child abuse occurs 
not only in the slums but also among professional 
families and those in the country club circles. 

This entity has been well defined in other 
publications. The purpose of this paper is to 
re-emphasize the necessity of alerting the med¬ 
ical community to the problem. It certainly is 
<me of the unpleasant aspects of medical prac¬ 
tice. 

Clinically the abused child may appear to have 
a history of a short illness before examination 
with gross discrepancy in the physical examination 
findings of malnutrition, anemia, and possibly 
fractures. The less obvious cases and the fre¬ 


quent changes of the source of medical attention 
make detection even more difficult. The highest 
incidence occurs in children too young to give 
a history. Trauma attributed to another sibling, 
hot liquid, accidental poisoning, accident prone¬ 
ness, unexplained convulsions, anemia, hematuria, 
and bruises may be the presenting symptoms. 

A radiologist was the first to describe this 
entity, and radiologists often are the first to 
suspect it in a patient. The x-ray findings are 
characterized by long bone periosteal prolifera¬ 
tion, metaphyseal corner fractures, epiphyseal 
injuries, and multiple fractures in different stages 
of healing. 
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After a single episode of trauma, the x-ray 
finding may reveal local soft tissue swelling; 
therefore a repeat x-ray examination in 10 days 
may be indicated to look for soft callous forma¬ 
tion. 

The periosteum in the infant is not as tightly 
adhered, and evidently trivial trauma allows sepa¬ 
ration with subperiosteal bleeding with elevation. 
Then subperiosteal calcification (illustration) ap¬ 
pears in 10-14 days as a homogenous layer of 
calcification surrounding the bone. It may be 
localized or involving the entire shaft with the 
appearance of squaring of the ends of the long 
bones. A skeletal survey is probably indicated 
in all children with subdural hematomas. 

The importance of these tragedies is that they 
are not self limiting, and there are many facets. 
The trauma is repeated until the patient is re¬ 
moved or the environment is changed. If the 
family is responsive to help, the best place for 
the child is at home, since removal may be dis¬ 
astrous and not all institutions and foster homes 
are adequate. The problem is a social, medical, 
and legal one. The laws passed by states grant 
physicians immunity when reporting suspicious 
cases, but all too frequently the physician avoids 
penetrating questions which might bring forth 
the unpleasant truth that he would be obliged to 
follow up. 

Social agencies are becoming more aggressive 
in attempting to locate and help the involved 
families. A good social worker is one of the 
physician’s best assistants in these matters to 
investigate in order to assert the medical, legal, 
and social aspects. From the social worker’s eval¬ 
uation, she can petition the appropriate legal 
division on behalf of the child. 

It is important that physicians recognize this 
problem and follow the current events. Public 
opinion has greatly increased with the resultant 
laws. Physicians can contribute a lot not only 
to the medical aspects but also the legal and 
social aspects. Research is being done to define 
methods of prevention and to find a more realistx 
solution for the child and his parents. 

The problem of the abused child involves most 
specialties of medicine. Reporting cases is a clear 
duty, just as with a gunshot wound. This prob¬ 
lem is a challenge to every physician who treats 
children. 
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WHERE YOU SAVE DOES MAKE A DIFFERENCE 
DIRECT REDUCTION HOME LOANS 

Hours 9 A.M. to 2 P.M. Doily 
Tuesday Evenings 7 to 9 

355-9300 
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Baltimore, Maryland, 21225 
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Brent lunoti Inn 

FRENCH CONTINENTAL CUISINE 
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every Tuesday. 

“Home of Maryland's Internationally 
Famous Wine Cellar" .... 

IVe honor all preferred Credit Cards 



AlCIAf I Another Dining Room has been added 
**" "" • to accommodate our many guests 


OPEN DAILY & SUNDAY 11 A.M. to 2 A.M. 
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AUTO AIR-CONDITIONER 
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Easy Terms 



FAST DRIVE-IN SERVICE 

Open 9:00 to 6.00 Member of NAC 
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914-916 Cathedral St. LE 9-0662 
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Doctor, 

lere is the Abbott anorectic 
program designed to meet 
he individual needs of your 
iverweight patients. 







mood elevation 


Abbott 

Anorectic 

Program 


DESOXYN® Gradumet (metham 
phetamine hydrochloride) 

Smooth appetite control plus mood elevation. 


If she can’t take plain amphetamine, 
put her on DESBUTAl! Gradumet 

Calms anxieties; controls compulsive eating. 


The obese patient on a diet often has to battle 
depression as well as overweight. Desoxyn Grad¬ 
umet helps the dieter in both battles by elevating 
the mood while it curbs the appetite. Thanks to 
the Gradumet, medication is smoothly released 
all-day from a single oral dose. 


Desbutal Gradumet provides 2 drugs in 2 tablet 
sections, combined back to back to form a single 
tablet. One section contains Desoxyn to curb the 
appetite and lift the mood; the other contains 
Nembutal® (pentobarbital)tocalmthe patientand 
counteract any excessive stimulation. 

Both drugs are released in an effective dosage 
ratio throughout the day. 










controlled release 


Abbott 

Anorectic 

Program 



Jot all long-release vehicles are 
he same. Here is why the Gradumet 
s different and what it means 
or your overweight patients. 


he release action is purely physical and relies on 
nly one factor common to every patient: gastro- 
ltestinal fluid. There is no dependence on enteric 
oatings, enzymes, motility, or an “ideal” ion con- 
entration in the gastrointestinal tract. 

Your patients get a measured amount of medi¬ 
ation, mo ment by moment, throughout the day. 
They are not subjected to ups and downs of 
rug release ... or to erratic release from patient 
} patient ... or to erratic release in the same 
atient from day to day. 

rhat’s why the Gradumet provides 
vontrolled-release as well as 
ong release. 


Perhaps you saw the Gradumet model demon¬ 
stration which shows that the release is entirely 
physical. When fluid is added, the drug in the outer 
ends of the channels dissolves. As fluid pene¬ 
trates deeper into the channels, there is a con¬ 
tinuous release of medication. The rate of release 
is rigidly controlled by the size and number of 
channels. 







choice of 5 strengths = 


DESOXYN Gradumet 

Methamphetamine Hydro¬ 
chloride in Long-Release 
Dose Form 



5 mg. 10 mg. 15 mg. 


DESBUTAL 10 Gradumet 

10 mg. Methamphetamine 
Hydrochloride, 

60 mg. Pentobarbital Sodium 

% (I 

Front Side 


DESBUTAL 15 Gradumet 

15 mg. Methamphetamine 
Hydrochloride, 

90 mg. Pentobarbital Sodium 

ngr () 

Front Side 


samples available 



Desbutal IS Gradumet 

Product of choice for patients who 
overreact to plain amphetamine 

As *r» anorectic m treatment of 
obesity; also to counteract anxiety and mild depression. 

Desbutal ts contraindicated in pa¬ 
tients taking a monoamine oxidase inhibitor Nervousness 
of excessive sedation have occasionally been observed; 
often these effects will disappear after a tew days. Use 
with caution in patients with hypertension, cardiovascular 
disease, hyperthyroidism or who are sensitive to sympa 
thomimeUc drugs. Careful supervision is advisable with 
maladjusted individuals. 

A singte Gradumet tablet in the morning 
provides atl-day appetite control. 

Desbutal 10 contains 10 mg of meth¬ 
amphetamine hydrochloride and 60 mg. of pentobarbital 
sodium. Desbutal IScontains 15 mg. of methamphetamine 
hydrochloride and 90 mg. of pentobarbital sodium, in 
bottles of 100 and 500 



Sugary! Sweeteners I 

A proven aid to weight control—® 

For use In beverages and foods 
—stable to heat 

A constant reminder to your pa¬ 
tient to "watch her calories” 

A carefully balanced formula to 
prevent aftertaste 

—in tablets and liquid— 


Sucaryl-Abbott brand 

of low and non caloric sweeteners 




Each sample contains 6 tablets and a filled 
Sucaryl® Sweetener dispenser. Fora supply, write 
Abbott Laboratories or ask your Abbott man. 


Press out tablets from this side. cot no 714 1331 

000 

QQO 

for: 

Directions; 

Dr. 



economy 

Patients, in many cases, save 
enough to get five weeks of 
medication for the price of 
four, compared to other leading 
long-release anorectics. 


CONTRAINDICATION: Desoxyn and Desbutal are 
contraindicated in patients taking a monoamine 
oxidase inhibitor. 

PRECAUTIONS: Use with caution in patients with 
hypertension, cardiovascular disease, hyperthy- ' 
roidism, old age, or those sensitive to sympatho¬ 
mimetic drugs or ephedrine and its 
derivatives. Careful supervision is ad¬ 
visable with maladjusted individuals. 



ammo 


Gradumet—long-release dose form, Abbott: U.S. Pat. No. 2,987,445. 
Sucaryl—Abbott brand of low and non-caloric sweeteners. 















A Symposium on MEDICAL CONDITIONS 

CONSTITUTING A 
HAZARD IN DRIVING 


RUTH W. BALDWIN, MD L. R. SCHOOLMAN, MD PHILIP WHITTLESEY, MD H. F. KINNAMON, Ml) 
A. N. DOl'DOUMOPOULOS, MD BARBARA HILFISH, MD IRENE L. HITCHMAN, MD 


In 1947, at the request of the late Dr. Howard 
Hubert and the Commissioner of Motor Vehicles, 
the State Legislature authorized appointment of 
a board of physicians to advise the Commissioner 
as to whether drivers or applicants for licenses 
known or reported to have a medical condition 
should be allowed to drive. In the first year 45 
people were seen. The number of people referred 
to the Medical Advisory Board gradually increased, 
and between July 1, 1964, and June 30, 1965, 2,480 
people were seen. The board has had to increase 
its membership from six to 21 this past year 
and the number of meetings from 13 the first 
year to 89 in the past year. 

Drivers or applicants for driver’s license may 
come to the attention of the Medical Advisory 
Board in one of three ways: 1) by stating on 
the application form or renewal form that he 
or she has a mental or physical condition which 
may affect driving, 2) by a report from a phys¬ 
ician, neighbor, member of family, etc., that a 
person has a medical problem, and 3) by police, 
magistrates, judges, or license examiners or re¬ 
viewers. 

From July 1, 1962, through June 30, 1965, 
7,276 people were seen. The board recommended 
that 5,410 be approved and 1,866 be disapproved. 
Few of the cases approved have been involved in 
any accident as a result of their medical con¬ 
dition. 

The aim is not to prevent a person with a 


medical problem from driving but to try to assure 
that his condition is under the best control pos¬ 
sible and that he is a better risk. Most of these 
people are seen again at three-month to yearly 
intervals. This motivates them to keep their 
health at the best possible level, as the loss of 
license is always a threat. Many drivers dis¬ 
approved once may be approved in a later visit 
when their medical condition has improved. 

Members of the board do not examine these 
people except to check muscle power, blood pres¬ 
sure, etc. when indicated. The Medical Advisory 
Board depends upon reports from physicians and 
hospitals and may ask for additional tests or 
examinations before making a recommendation. 

Ruth W. Baldwin, MD 

BLACKOUTS, FAINTING, FITS, SPASMS, 
EPILEPSY 

These terms are usually used interchangeably 
by the laity. This condition, if not controlled, 
is always a severe risk, as a brief moment of 
unconsciousness or amnesia can cause an acci¬ 
dent. Thus, this group is carefully evaluated. 

In the three-year period, 1,435 people with 
this condition were seen, of whom 1,000 were 
approved and 435 disapproved. Histories of type 
of seizures, age of onset, frequency, physical and 
neurologic examinations, electroencephalograms, 
and other tests done are requested. The medica¬ 
tion taken is also considered. 
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A patient usually is required to have two to 
three years without a seizure before it is recom¬ 
mended that he drive. Since it is impossible to 
say an individual having seizures only in sleep 
won’t have one in the waking period, the same 
rule applies. Even though a patient may have a 
prolonged aura, it is still considered a hazard 
for him to drive, as it is difficult to predict when 
he will have a seizure without an aura or with 
an aura too short to be of any help to him. 
Patients having amnesia attacks such as psycho¬ 
motor or temporal lobe epilepsy are of particular 
risk because they frequently may have no aura 
and may have these seizures at unexpected times. 
Usually if a patient goes two to three years 
free of seizures, the chances for a seizure to 
occur is slight. 

Once he obtains his license, the patient is 
asked to report any change in medication or 
seizure which may occur. He is also seen at 6-12 
month intervals and after three or four years 
may be placed on an affidavit. 

Ruth W. Baldwin, MD 

DIABETES 

Diabetes is the referring cause of 25% of 
cases before the Medical Advisory Board. It is 
an important cause of auto accidents not only 
because of the vascular pathology of the retina, 
heart, and extremities but also because of the 
more common and dang'erous hypoglycemia as 
a side effect of drug treatment. 

An acute attack of hypoglycemia may produce 
diplopia, weakness, disorientation, syncope, con¬ 
vulsions, and coma. Any one of these effects 
can cause an accident. Hypoglycemia can be pro¬ 
duced by the oral drugs, Orinase, Dymenlor, Dia- 
benese, and DBI, as well as by injections of 
insulin. The juvenile diabetic is particularly 
prone to sharp drops in blood sugar, not only 
from the hypoglycemic effect of drugs but also 
from irregularity of food intake and violent 
exercise. Diabetics, especially the juvenile, must 
know what hypoglycemia is, how it may affect 
him, and how to treat it. We want to see each 
diabetic at least once to be certain that he under¬ 
stands hypoglycemia and its treatment, and we 
carefully instruct him always to carry sugar or 
candy in his car. 

The visual complications of diabetes, retinitis, 
and early cataract may cause partial or complete 


loss of vision. These conditions do not come on 
acutely and are usually apparent to the person. 
We must be certain that the diminished visual 
acuity is not enough to threaten traffic safety. 
Ordinarily we do not test vision but rely on the 
written report of the physician. Should we detect 
grossly poor vision or have any doubt about the 
reported vision, we require a reexamination by 
a qualified ophthalmologist, meanwhile recom¬ 
mending suspension of the driver’s license. 

Hyperglycemia and ketoacidosis to the level 
of coma has not been a problem. This condition 
comes on gradually over a period of hours and 
usually makes the person too ill to take the 
wheel. Yet it may occur more acutely, particu¬ 
larly in a young diabetic ill from some bacterial 
or viral infection. All diabetics must be warned 
about the onset of drowsiness while driving as 
a possible precursor of coma. 

Diabetes and its present drug treatment com¬ 
monly produce hazards to traffic safety in the 
form of diminished vision and hypoglycemic 
episodes. It is important that every diabetic be 
examined by the Medical Advisory Board to 
check on these risks. To save the applicant un¬ 
necessary repeat visits, we urge the physician 
who receives one of our diabetic forms to care¬ 
fully make and report the complete examination 
requested. In this way we will be helped to make 
the highways safer for all. 

L. R. Schoolman, MD 

CARDIAC DISABILITY 

The effects of cardiac problems which may 
present a driving hazard are 1) alterations in 
judgment, 2) inadequate reaction time, 3) un¬ 
consciousness. 

Cardiac difficulties which result in or produce 
cerebral anoxia, pain, or syncope are the sources 
of concern. In the past three years, 1.032 such 
cases have been seen by the Medical Advisory 
Board. In 783 a recommendation was made for 
continued driving; in 249, the recommendation 
was that driving not be continued, either tem¬ 
porarily or permanently. The recommendations 
were based on information provided by the pa¬ 
tient in an interview with the board together with 
medical information provided by the physician. 

The commonest problems have been: 

1. Aortic stenosis, symptomatic 

2. Stokes-Adams syncope 
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3. Heart block, complete or incomplete, vari¬ 
able or symptomatic 

4. Myocardial infarction 

5. Coronary insufficiency with angina 

6. Aortic aneurysm, particularly thoracic, and 
symptomatic 

7. Valvular disease resulting in cardiac sur¬ 
gery, especially those resulting in the use of 
prosthetic valves, with embolic potential 

8. Cardiac arrhythmias resulting in implanta¬ 
tion of pacemakers and paroxysmal arrhyth¬ 
mias capable of producing syncope of dis¬ 
traction 

9. Chronic congestive heart failure with result¬ 
ing cerebral edema and anoxia with resulting 
diminution in judgment and prolonged reac¬ 
tion time 

ASCVI) with symptoms of senility and de¬ 
layed reaction is a problem frequently seen but 
not listed here under cardiac disturbances. 

In order to advise the Commissioner whether 
the hazard is remote both for the patient and 
his fellow motorists, the Medical Advisory Board 
needs all appropriate factual, physical, historical, 
laboratory, and therapeutic data along with the 
physician’s prognosis and recommendations for 
continued care. An interview with the patient 
helps the Board to assess the patient’s functional 
capacity. 

Often the patient does not take the medications 
which the physician has prescribed and fails to 
see his physician at the recommended intervals. 
The Board’s request for current and continuing 
information from the patient’s physician often 
provides more frequent follow-up by the phys¬ 
ician and lessens the risk on the road. The subjec¬ 
tively tender question of when a person may safely 
drive without significant hazard to others after 
he has had a coronary occlusion and after cardiac 
surgery, for instance, places an unnecessary onus 
on the physician. The decision should be made 
by the Commissioner, based on appropriate infor¬ 
mation from the physician. 

Medication poses a problem, particularly with 
respect to those possible effects in altering judg¬ 
ment or reaction time. On the other hand, the 
patient’s own failure to take medication, either 
because he has been asymptomatic or because he 
has forgotten or for financial reasons, has often 
brought about the return of jeopardizing symp¬ 


toms. Those conditions which remain stable for 
prolonged periods, particularly arrhythmias and 
valvular disease states, generally do not produce 
jeopardizing symptoms, and most patients are 
permitted to continue driving. 

Philip Whittlesey, MD 

ORTHOPEDIC PROBLEMS 

Between July 15, 1962, and June 30, 1965, 
1,449 patients with orthopedic problems were 
seen. Of this number, 1,363 had paralytic con¬ 
ditions and 86 were amputees. Paralytic conditions 
included polio, hemiplegia, spasticity, and trau¬ 
matic paralysis. Amputees both with and without 
prostheses were considered. Of the paralytics, 
1,157 were approved and 206 disapproved in 
recommendations to the Commissioner; of the 
amputees, 70 were approved and 16 disapproved. 

Of each patient the Board considers, “Is 
this patient a safe driver to himself and to 
others?” If the verdict is that he is an unsafe 
driver, the Board considers whether special equip¬ 
ment be provided for the vehicle which help the 
patient to be a safe driver. 

If the patient has a stable deformity or prob¬ 
lem, usually one visit to the Board is sufficient. 
If the patient is making progress with treatment, 
he would be asked to return, especially if he is 
regarded as unsafe on first visit. 

Howard F. Kinnamon, MD 

MENTAL RETARDATION 

Only three applicants with mental retardation 
were seen in the past three years; one was rec¬ 
ommended for approval and two were not. Usually 
if the applicant can read or recognize signs, he is 
deemed able to drive unless his retardation is 
severe. In general, only those in the minimally 
retarded range are considered candidates for 
driving. If some other problem coexists, such as 
a behavior problem or another handicapping 
condition, then the risk increases and the advis¬ 
ability of allowing him to drive is lessened. 

Ruth W. Baldwin, MD 

PSYCHIATRIC DISORDERS 

The emotionally well-adjusted driver is a safe 
driver. The emotionally disturbed driver is acci¬ 
dent prone and can be a menace on the road. 
Driving is a full time job. In most accidents, the 
driver was preoccupied with matters other than 
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driving. Individuals who are under severe stress 
or are depressed or hallucinating should not 
drive. Unfortunately, the emotionally disturbed 
person either is unable to recognize that he 
cannot drive safely or refuses to accept the 
fact. 

Between July 1, 1962, and June 30, 1965, 982 
patients with some form of psychiatric disturb¬ 
ance were seen. Of these, 535 were recommended 
for approval and 447 were not. 

A. N. Doudoumopoulos, MD 

NEUROLOGICAL PROBLEMS 

The most important consideration often turns 
out to be not the specific disability but how the 
patient handles it. Depression, irritability, intelli¬ 
gence, maturity, understanding of his illness, his 
attitude, mental alertness, and experience may 
mean far more than whether the patient can move 
only one finger or not. Also, whether the condi¬ 
tion is changing or static is often more important 
than the condition itself. A patient who loses one 
eye secondary to trauma usually learns to accom¬ 
modate to loss of depth perception in one and a 
half to two years, but if he has intermittent ptosis, 
he may be a hazard for much longer. 

Only the exceptional patient can learn to drive 
for the first time after a sudden onset of neuro¬ 
logic deficit. Detailed tests for the integrity of the 
sensorium, particularly recent memory and ability 
to catch on to jokes is useful. 

Corollary conditions which ordinarily would not 
concern one may be important, as in the person 
who gets arthritis in his left knee and has a mild 
Parkinson’s disease affecting primarily the right 
side or the patient who gets hemianopsia but can¬ 
not turn his head to compensate because of cervi¬ 
cal osteoarthritis. 

A good criterion of mental ability is whether 
the patient is mentally capable of carrying on his 
old job(s) even if his limbs are impaired to the 
point that this is no longer practicable. I f so, 
perhaps, hand controls or a “spinner” on his wheel 
or changing his dimmer switch to another site is 
all that is necessary. 

Other considerations include how long the pa¬ 
tient has been driving, how much driving he has 
done in the past three to five years as traffic con¬ 


ditions have become more complex, whether he 
has ever driven a cab, bus, or truck professionally 
and for how long and how long ago, where and 
what traffic conditions predominated, his accident 
record, and whether he had more frequent acci¬ 
dents (or close shaves) in the jxast year or two 
than previously. 

It is wise to see neurological patients late in the 
day—even in the evening, if possible—as many 
conditions become worse later in the day. This is 
particularly true of myasthenia gravis. Many pa¬ 
tients who have full recovery after a stroke or an 
exacerbation of multiple sclerosis begin to drag a 
leg again or become ataxic with a cold and un¬ 
knowingly become hazardous. 

In a teen-aged patient, his school grades and 
extracurricular activities may give a clue to his 
conscientiousness, his maturity, his judgment, and 
his tenacity. 

Between July 1, 1962, through June 30, 1965, 
578 people were seen with atrophic or degenerative 
neurological conditions, including multiple scle¬ 
rosis, myasthenia gravis, Parkinson’s disease, and 
Huntington’s chorea. Of these, 356 were recom¬ 
mended for driving and 222 w r ere rejected. 

Barbara Hulfish, MD 

ALCOHOLISM 

Of all the drivers referred to the Board dur¬ 
ing the past three years, 310 were alcoholics or 
problem drinkers. The Board recommended that 
169 of these applicants be approved and 141 be 
disapproved. The ratio of approvals to dis¬ 
approvals for all types of medical disability is 
about three to one. The high proportion of med¬ 
ical disapprovals for alcoholic drivers indicates 
the physicians’ concern for the public safety. 

The alcoholic referred to the Board is evalu¬ 
ated by means of a personal interview, a medical 
report from his family physician, or by hospital 
reports with the medical and social history. In 
a questionable case, a relative may be interviewed 
or a psychiatric examination may be requested 
before a recommendation is made to the Com¬ 
missioner of Motor Vehicles. 

An article on the alcoholic driver is being pre¬ 
pared for a future issue of the Maryland state 

MEDICAL JOURNAL. 

Irene L. Hitchman, MD 
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^utazolidin alka 

>enylbutazone 100 mg. 

ied aluminum 

'droxide gel 100 mg. 

agnesium trisilicate 150 mg. 

>matropine 

ethylbromide 1.25 mg. 


Usually works within 3 to 4 days 
in osteoarthritis 


ie trial period need not exceed 1 week. In 
jntrast, the recommended trial period tor 
domethacin is at least 1 month. 

lat’s why it’s logical to start therapy with 
utazolidin alka—you’ll know quickly whether 
• not it works. And usually, it will. 

large number of investigators have re- 
jrted major improvement in about 75% of 
jses. Some patients have gone into remis- 
on. Relief of stiffness and pain may be fol- 
wed quickly by improved function and res- 
ution of other signs of inflammation. And 
utazolidin alka is well tolerated, especially 
nee it contains antacids and an antispas- 
odic to minimize gastric upset. 

ontraindications 

dema, danger of cardiac decompensation; 
story or symptoms of peptic ulcer; renal, 
epatic or cardiac damage; history of drug 
lergy; history of blood dyscrasia. The drug 
lould not be given when the patient is se- 
le, or when other potent drugs are given 
oncurrently. Large doses are contraindi- 
ated in patients with glaucoma. 

recautions 

btain a detailed history and a complete 
lysical and laboratory examination, includ¬ 


ing a blood count. The patient should be 
closely supervised and should be warned to 
report immediately fever, sore throat, or 
mouth lesions (symptoms of blood dyscrasia); 
sudden weight gain (water retention); skin 
reactions; black or tarry stools. Make regular 
blood counts. Use greater care in the elderly. 

Warning 

If coumarin-type anticoagulants are given 
simultaneously, watch for excessive increase 
in prothrombin time. Pyrazole compounds 
may potentiate the pharmacologic action of 
sulfonylurea, sulfonamide-type agents and 
insulin. Carefully observe patients receiving 
such therapy. 

Adverse Reactions 

The most common are nausea, edema and 
drug rash. Hemodilution may cause mod¬ 
erate fall in red cell count. The drug may 
reactivate a latent peptic ulcer. Infrequently, 
agranulocytosis, generalized allergic reac¬ 
tion, stomatitis, salivary gland enlargement, 
vertigo and languor may occur. Leukemia 
and leukemoid reactions have been re¬ 
ported but cannot definitely be attributed to 
the drug. Thrombocytopenic purpura and 
aplastic anemia may occur. Confusional 
states, agitation, headache, blurred vision, 
optic neuritis and transient hearing loss 


have been reported, as have hepatitis, 
jaundice, and several cases of anuria and 
hematuria. With long-term use, reversible 
thyroid hyperplasia may occur infrequently. 

Dosage 

The initial daily dosage in adults is 300-600 
mg. daily in divided doses. In most in¬ 
stances, 400 mg. daily is sufficient. When 
improvement occurs, dosage should be de¬ 
creased to the minimum effective level: this 
should not exceed 400 mg. daily, and is 
often achieved with only 100-200 mg. daily. 

Also available: Butazolidin®, 
brand of phenylbutazone 
Tablets of 100 mg. 

Geigy Pharmaceuticals 

Division of Geigy Chemical Corporation 

Ardsley, New York BU-3804 P 


Geigy 
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Germantown, Md. 

Acle, Eduardo R., 141 Hubbard La., 
Williamsburg, Va. 23185 
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Waco, Tex. 76710 
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Ahmadian, Morteza S., 5154 Darien 
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Akopiantz, Levon A., 237 S. Old 
Manor Rd., Wichita, Kan. 67218 
Amarillo, Rizalito A., 2075 Lang- 
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Apts., Lynchburg, Va. 24501 
Amberson, Julius M., 428 Hamilton 
Ave., Silver Spring, Md. 20901 
Anderson, Margaret L. M., 53 
Franklin St., Annapolis, Md. 
Andreu, Jose R., Rosewood State 
Hospital, Owings Mills, Md. 21117 
Arner, Rodolfo A., 1231 Amber- 
crombie Dr., Rome, Ga. 30161 
Arrabal, Juan C., 1736 Edgewood 
Rd., Baltimore, Md. 21234 
Asher, Marc A., 5918 E. Pratt St., 
Baltimore, Md. 21224 
Bachhuber, David H., 627 Warfield 
Dr., Rockville, Md. 

Baldessarini, Ross J., Box 414, 5400 
Pooks Hill Rd., Bethesda, Md. 
20014 

Balter, Leon, Medical Research, 
C.R.D.L., Edgewood Arsenal, Md. 

21010 

Barrett, John W., 6004 McKinley 
St., Bethesda, Md. 

Baum, Eric A., 136 Brandon Rd., 
Rodgers Forge, Baltimore, Md. 
21212 

Bergman, Roy Thomas, 2751A Au¬ 
gusta, Aberdeen Proving Grd., Md. 
21005 

Berman, Joseph L, 5952 E. Pratt 
St., Baltimore, Md. 21224 
Biern, Robert O., 622 Stevenson 
Lane, Baltimore, Md. 21212 
Blume, Philip, 10638 Wevmouth St., 
Apt. 202, Bethesda, Md. 20014 
Bohorquez, J. D., 1236 Silverthorne 
Rd., Baltimore, Md. 21212 
Boolukos, Peter T., 406 Pinehurst 
Ave., Salisbury, Md. 21801 


Boyd, Joyce M., 4719 Melbourne 
Rd., Baltimore, Md. 21229 
Bryk, John P., 2205 Dulaney Valley 
Rd., Timonium, Md. 21093 
Burns, Robert B. P., 2977 N. Prov¬ 
idence Rd., Media, Pa. 19063 
Galley, William D., 4000 N. Charles 
St., Baltimore, Md. 21218 
Cerman, Piyale T., Crownsville State 
Hospital, Crownsville, Md. 21032 
Chapman, Joseph C., Jr., Karrick 
Hall, D. C. General Hospital, 
Washington, D. C. 20003 
Clark, Myles H., 634 W. Ash St., 
Jackson, Miss. 39203 
Clarke, Robert H., Prince George’s 
Hospital, Cheverly, Md. 

Corn, David, R.D. 5, Flemington, 
N. J. 

Cress, Frances L., 6111 Woodlawn 
Ave., Chicago, Ill. 60637 
de Laosa, Mario O., Milledgeville 
State Hospital, Milledgeville, Ga. 
31062 

del Carmen, Narciso V.. 178 Fairfield 
Ave., Westminster, Md. 21157 
Didonato, Louis R. R., 6510 Walther 
Ave., Apt. C-5, Baltimore, Md. 
21206 

Doroshow, Louis W., 200 W. Cold¬ 
spring Lane, Baltimore. Md. 21210 
Dougherty, Patrick F., Jr., 103 St. 
Dunstans Rd., Baltimore, Md. 
21212 

Dwork, Ralph E., 4204 Cotswold 
Dr., Harrisburg, Pa. 17110 
Elton, Richard C.. 1927 Rosemary 
Hills Dr., Apt. #3, Silver Spring, 
Md. 

Estrada, Antonio M., 655 Charra- 
way Rd., Baltimore, Md. 21229 
Ezenwa Samuel S.. H^nwr Phillips 
Hospital, 2601 Whittier Ave., St. 
Louis, Mo. 63113 

Farber, Jerry Sheldon, 3811 St. 

Barnabas Rd., Washington, D. C. 
Finnerty, Paul E., 5275 Lee High¬ 
way, Suite 204, Arlington, Va. 
Fisher, Albert T., 3143 National Rd., 
Wheeling, W. Va. 

Flores, Audberto B., 5430 Old Court 
Rd., Randallstown, Md. 21133 
Folgueras, Albert, 671 Brisbane Rd., 
Baltimore, Md. 21229 


Ganz, Joel S., 6006 Springhill Dr., 
Greenbelt, Md. 20770 
Garay, Gumersindo V., 712 N. Polk, 
Little Rock, Ark. 72205 
Garcia, Hector O., 5706 Denwood 
Ave., Baltimore, Md. 21206 
Geniec, Paul, 4732 Melbourne Rd., 
Baltimore, Md. 21229 
Gibbons, Raymond J., 1403 Wayne- 
wood Blvd., Alexandria, Va. 
Gibbs, James J., 613 Goldsborongh 
Dr., Rockville, Md. 

Gilbert, Edward C., 20 Maxim La., 
Rockville, Md. 

Guess, Edgar A., Jr., Meadowbrook 
Hospital, E. Meadow, L. I., N. Y. 
Haji-Morad, Ali, P.O. Box 232, Rip¬ 
ley, W. Va. 25271 

Hall, William E. B., 1752 Lincoln 
Way E., Chambersburg, Pa. 
Haslam, Robert H. A., 1553 E. 

Monument St., Baltimore, Md. 
21205 

Hendrick, James W., 716 Palomas 
Dr., N.E., Albuquerque, N. M. 
87108 

Herrera, Pascual B., Apt. 122, 5611 

Sanger Ave., Alexandria, Va. 

22311 

Herron, Charles S., Tr., 5901 The 

Alameda, Baltimore, Md. 21212 
Hong, Young C., 505 Westgate Rd., 
Baltimore, Md. 21229 
Iriondo, Manuel A., 749 Adams Dr., 
Apt. 4A, Newport News, Va. 
23601 

Jeckle, Milan A., 224 Cheddington 
Rd., Linthicum Hghts., Md. 21090 
Johnson, Merrill Charles, 1236 Pin- 
crest Dr., Silver Spring, Md. 
Kalinowski, Richard, Sinai Hospital, 
Belvedere at Greenspring, Balti¬ 
more, Md. 21215 

Kane, John G., 1620 McElderrv St., 
Baltimore, Md. 21205 
Kendall, Forrest H., Jr., 4248 Wil¬ 
mington Dr., Apt. 1, Andrews 
AFB, Washington, D. C. 

Klein, Arthur C.. Box 191, Univer¬ 
sity Hospital, Baltimore, Md. 21201 
Kuller, Lewis H., 3531 E. Northern 
Pkwv., Baltimore, Md. 21206 
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Lai, Harry, 414 George St., Balti¬ 
more, Md. 21201 

Lajonchere, Rinaldo G., 1164 St. 

Agnes Lane, Baltimore, Md. 21207 
LaMastra, Philip M., 1300 Jeffers 
Ct., Baltimore, Md. 21204 
LaVeck, Gerald D., 9301 Cedarcrest 
Dr., Bethesda, Md. 

Lawrence, Tsun-Yee K., 22954 Bren- 
ford St., Woodland Hills, Calif. 
91364 

Lebowitz, J. Martin, Johns Hopkins 
Hospital, 601 N. Broadway, Balti¬ 
more, Md. 21205 

Lee, Jae Pil, 6201 Loch Raven Blvd., 
Baltimore, Md. 21212 
Lee, Joseph D., 3908 Spruell Dr., 
Kensington, Md. 20795 
Leon, Antonio E., 8872 Piney Branch 
Rd., Silver Spring, Md. 20903 
Lidd, David, 5.349 Pooks Hill Rd., 
Bethesda, Md. 20014 
Lundie, William Me., 2711 Kirkwood 
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McCnne, William R., Showers Lane, 
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25401 
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ham. Md. 20801 
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Mayer, Richard F., 912 Southwick 
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Mendoza, Ernesto P., 7933 St. Brid¬ 
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Meyer, Jon Keith, 5947 Pimlico Rd., 
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Morrison, Donald J., Jr., 4408 Inde¬ 
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Muckle, Craig W., 8016 Seminole 
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Muir, Brockett, Jr., Our Lady’s 
County, River Rd., Poolesville, Md. 
Musinger, Jules, 7315 Keystone Ct., 
Forestville, Md. 20028 
Xiedermeyer, E. F. L., Johns Hop¬ 
kins Hospital, 601 N. Broadway, 
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Xorris, John L., R.D. #1, Box 81, 
Havre de Grace, Md. 21078 


O’Boyle, Tomas A., 57 Union St., 
Rockville, Conn. 06066 
Oteiza, Jorge A., 1620 N. Franklin, 
Apt. 2, Wilmington, Del. 19806 
Palacios, Esteban J., 700 N. Polk 
St., Little Rock, Ark. 72205 
Pedroso, Frank, 691 Antrim Dr., 
Apt. 1-B, Newport News, Va. 
23601 

Perdomo, Gabriel S., 2114 Patapsco 
Ave., Baltimore, Md. 21230 
Pereda, Francisco E., 97-1063 Dr., 
Rego Park, Queens, N. Y. 
Pinheiro, Marcio V., 4410 La Plata 
Ave., Baltimore, Md. 21211 
Poole, Peter E., 10201 Grosvenor 
PL, Rockville, Md. 20852 
Posen, Gerald Allan, 5930 E. Pratt 
St., Baltimore, Md. 21224 
Praschnik, Brandla, 1770 Normandy 
Dr., Miami Beach, Fla. 

Price, Harold M., 11629 Regency 
Dr., Potomac, Md. 20854 
Puig, Eliseo E., Main St, #301, 
Chattahoochee, Fla. 32324 
Quintana, Fidel J., 8323 Draper La., 
Apt. 164, Silver Spring, Md. 20910 
Ratner, Arnold Charles, 4118 W. 

Woodbine St., Chevy Chase, Md. 
Ravenet, Luis, Milledgeville State 
Hospital, Milledgeville, Ga. 31062 
Reynolds, James S., 11403 Clara St., 
Silver Spring, Md. 

Rojas, Manuel de J., 146 49th St., 
Union City, N. J. 07087 
Rose, Tames A., 5515 Alta Vista 
Rd., Bethesda, Md. 20014 
Rosenquist, Glenn Carl, 1430 Francke 
Ave., Lutherville, Md. 21093 
Santalla, Eusebio L., Rockland State 
Hospital, Orangeburg, N. Y. 10962 
Schallenberg, Werner A., 1001 Pine 
Heights Ave., Baltimore, Md. 
21229 

Scott, Lewis P., Ill, 7004 Old Cabin 
Lane, Rockville, Md. 

Shankman, Sidney, 1804 Metzerott 
Rd., Adelphi, Md. 

Siegel, Leighton G., 5909 Western 
Run Dr., Apt. C, Baltimore, Md. 
21209 

Slocum, John P., 14009 S. Dunton 
Dr., Whittier, Calif. 90605 
Smeets, Ronald M., 4907 Frederick 
Ave., Baltimore, Md. 21229 
Smith, Ernesto P., 101 Perdue St., 
Beckley, W. Va. 25801 
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Solomon, Morton, 7533 Springlake 
Dr., Bethesda, Md. 20034 
Spitz, Louis, 824 8th St., Laurel, 
Md. 

Spratt, Robert H., 5 Pickens Lane, 
USNPP, Indian Head, Md. 20640 
Stewart, George L., 4304 Federal 
St., Rockville, Md. 20853 
Tinnin, Louis W., 6904 Redmiles 
Ave., Laurel, Md. 

Torres, Melito M., 1628 Waverly 
Way, Baltimore, Md. 21212 
Tsurumaki, Toshi, 1828 Metzerott 
Rd., #A-5, Adelphi, Md. 20783 
Turbin, Stephen, 500 Congress Ave., 
Havre de Grace, Md. 

Urso, Frank P., 14107 Bramble Lane, 
Laurel, Md. 20810 
Van De Graaff, William F. R., Mt. 
Ephraim Farms, Snow Hill, Md. 
21863 

Vanderhoeven, Desire V., 3200 N. 

Calvert St., Baltimore, Md. 21218 
Vela-Flores, Cristobal, 312 King St., 
Elkton, Md. 21921 
Verges, Stephen F., Resmor Sani¬ 
tarium & Hospital, Bethesda, Md. 
vonKessler, Kirby L. C., 4 E. Madi¬ 
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Wade, John C., 5946 St. Regis Rd., 
Baltimore, Md. 21206 
Waller, Alfonso H., 35 Knicker¬ 
bocker Rd., Demarest, N. J. 
Wells, Sarah Lou, 105 Wiltshire La., 
Severna Park, Md. 

Wensel, Louis O., 4232 E. 5th St., 
Tucson, Ariz. 85711 
Whaley, Robert A., 97th General 
Hospital, APO 09757, N. Y., N. Y. 
Wilkerson, Daniel C., Jr., 421 Reges- 
ter Ave., Baltimore, Md. 21212 
Wolf, Sanford R., 1278 Woodbourne, 
Apt. B3, Baltimore, Aid. 21212 
Work, Lon Buford, 5732 Keniston 
Ave., Los Angeles, Calif. 90043 
Workman, John M., 742 E. Lake 
Ave., Baltimore, Md. 21212 
Wright, Robert L., 860 E. Broad 
St., Elyria, Ohio 44035 
Xirau, Jose F., 2213 Elder St., Apt. 

4, Durham, N. C. 27705 
Yeganeh, Mehdi L., 38 Maple Dr., 
Baltimore, Md. 21228 
Yong, Junesik, 107 Old Line Ct., 
Ellicott City, Md. 21043 
Yoon, Chan, Washington County 
Hospital, Hagerstown, Md. 21740 
Ziegler, Thomas W., 1502 Outer Belt 
Dr., Houston, Tex. 77025 


Directory of Registered Physicians. 


March, 1966 


61 










. 


in diarrhea 

associated with 

Gastroenteritis 

Spastic bowel 

Influenza-like 
Infections 

Antibiotic 
administration 












Hi - -1 & s' 4' "tP’ ?! 








normal activity... 



promptly... 


IS«i 










In children with diarrhea prompt symptomatic control is usually 
urgently indicated to relieve cramping and to prevent dehydration. 

Lomotil halts precipitous progress through the intestines and 
controls diarrhea with notable promptness, safety and effectiveness. 

Experimental evidence 1 has shown that Lomotil is more efficient 
in this regard than morphine without the latter’s manifest disad¬ 
vantages. In roentgenographic study- Lomotil slowed gastrointesti¬ 
nal propulsion within two hours. 

At the same time, by diminishing overstimulation of the intestines, 
Lomotil relieves the abdominal cramps and discomfort so distress¬ 
ing to youngsters. 

Lomotil gets children off toast and tea and back to normal diets 
and normal activity with gratifying celerity. 


with 


LOMOTIL 


liquid/tablets 


Each tablet and each 5 cc. of liquid contains: 

diphenoxylate hydrochloride.2.5 mg. 

(Warning: may be habit forming) 
atropine sulfate.0.025 mg. 


Dosage: For full therapeutic effect—Rx full 
therapeutic dosage. The recommended ini¬ 
tial daily dosages, given in divided doses, 
until diarrhea is controlled, are: 

Children: 

3 to 6 months—3 mg. 

(V 2 tsp* t.i.d.) 

6 to 12 months—4 mg. 

(V 2 tsp. q.i.d.) 

1 to 2 years—5 mg. 

(V 2 tsp. 5 times daily) 

2 to 5 years—6 mg. 

(1 tsp. t.i.d.) 

5 to 8 years—8 mg. 

(1 tsp. q.i.d.) 

8 to 12 years—10 mg. 

(1 tsp. 5 times daily) 

Adults: 20 mg. (2 tsp. 5 times daily or 2 
tablets 4 times daily) 

* Based on 4 cc. per teaspoonful. 
Maintenance dosage may be as low as one 
fourth the therapeutic dose. 

Precautions: Lomotil, brand of diphenoxy¬ 
late hydrochloride with atropine sulfate, 
is an exempt narcotic preparation of very 
low addictive potential. Recommended 


dosages should not be exceeded. Lomotil 
should be used with caution in patients 
with impaired liver function and in pa¬ 
tients taking addicting drugs or barbitu¬ 
rates. The subtherapeutic amount of 
atropine is added to discourage deliberate 
overdosage. 

Side Effects: Side effects are relatively un¬ 
common but among those reported are 
gastrointestinal irritation, sedation, dizzi¬ 
ness, cutaneous manifestations, restlessness 
and insomnia. 

1. Janssen, P. A. J., and Jageneau, A. H.: A 
New Series of Potent Analgesics: Dextro 
2:2-Diphenyl-3-Methyl-4-Morpholinobutyryl- 
pyrrolidine and Related Amides. Part 1: 
Chemical Structure and Pharmacological 
Activity, J. Pharm. Pharmacol. 9:381-400 
(June) 1957. 

2. Demeulenaere, L.: Action du R 1132 sur 
le transit gastro-intestinal, Acta Gastroent. 
Belg. 21 : 674-680 (Sept.-Oct.) 1958. 


SEARLE 


Research in the Service of Medicine 
















/ 


V 


ANNUAL MEETING OF MEDICAL AND CHIRURGICAL FACULTY 
APRIL 27 and 28, 1966 BALTIMORE, MARYLAND 

APRIL 29-MAY 4, 1966 ABOARD SHIP AND IN BERMUDA 
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MAKE YOUR HOTEL ROOM RESERVATIONS NOW 

for the 

ANNUAL MEETING OF MEDICAL AND CHIRURGICAL FACULTY 
APRIL 27 and 28, 1966 

A block of rooms has been set aside at the SHERATON-BELVEDERE HOTEL, Baltimore, for those attend¬ 
ing this meeting. Because of many activities in the city, rooms will be at a premium. 

The rates will be from SI6.50 to SI8.50 for a twin bedded room and bath for two persons; single occu¬ 
pancy will be ST 2.50 to ST 4.50. 

FOR YOUR HOTEL RESERVATION DETACH AND MAIL THIS SLIP DIRECTLY TO: 

Mrs. Jacqueline Amati 
SHERATON-BELVEDERE HOTEL 
Charles & Chase Sts., Balto., Md. 21202 

Name 

Address City State 

a 

Please reserve.rooms Approximate rate.No. of persons. 

Date of arrival.Date of departure. 

Attending Annual Meeting of the Medical and Chirurgical Faculty. 

All requests subject to confirmation. 
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SPLENECTOMY IN THE TREATMENT OF HEMATOLOGIC AND 
NON-HEMATOLOGIC DISORDERS 

The Annual J. M. T. Finney Fund Lecture 
Robert J. Coffey, MD, who will give this lecture on Wednesday, April 27, is professor of surgery and 
director of the Department of Surgery, Georgetown University Medical Center. Dr. Coffey was born in 
Elmira, NY, received his MD at Georgetown University Medical School, an MS in medicine and a PhD in 
surgery at the University of Minnesota. He served in the United States Navy for four years. Dr. Coffey is 
chief of surgery, Georgetown Division, District of Columbia General Hospital; consultant in surgery, U.S. 
Naval Hospital in Bethesda, the Andrews Air Force Base Hospital, and the Mt. Alto Veterans Hospital. He 
is president of the Southeastern Surgical Congress, governor of the American College of Surgeons, a 
member of several other surgical associations, and a licentiate of the American Board of Surgery. This 
year Dr. Coffey is president of the District of Columbia Medical Society. 



Dr. Coffey 


MORE ABOUT THE CRUISE CONVENTION 

Among the Annual Meeting speakers aboard the SS Argentina will be Doctors Faraino, 
Paulson, Peeler, and Dr. W. H. C. Masters of Bermuda. Last month this Journal contained in¬ 
formation about the others who will give papers during the cruise convention: Doctors Corn- 
brooks, Mech, and Rappeport. Grand round films will be shown daily aboard ship. 


Frank A. Faraino, MD, of Baltimore, will present a paper on Sunday, May 1, on the “Surgical Treatment; 
of Heart Block.” Attending this lecture will be the physicians of Bermuda, as well as the physicians on 
the cruise. After receiving his MD from the University of Maryland, Dr. Faraino interned at Mercy Hospital 

_ in Baltimore. Upon the completion of his general surgical framing, he received 

training in thoracic surgery at the University, Baltimore City, and Mercy 
Hospitals. While in the US armed forces, he was chief of thoracic surgery at 
Lackland Air Force Hospital, San Antonio, Tex. Dr. Faraino is a member of the 
American College of Chest Physicians, the American Thoracic Society, and the 
American College of Surgeons. He is certified by the American Board of 
Surgery and the Board of Thoracic Surgery. 


Moses Paulson, MD, is an associate professor of medicine at The Johns Hopkins University School of 
Medicine and physician at The Johns Hopkins Hospital. He will speak on “Changing Concepts of Inde¬ 
terminate Intestinal Inflammatory States and Their Management.” Dr. Paulson was born in Baltimore and 
received his BS and MD degrees from the University of Maryland. He was engaged in full time gastro- 
enterologic research at The Johns Hopkins Hospital from 1929 to 1932. He continued his research on a 
part time basis until 1956. He conducted the gastrointestinal clinic there from 1943 to 1956. His studies 
concerned the etiology of ulcerative colitis, the medical management of the colon residing in situ in 
whole or in part after ileostomy performed for relief from ulcerative colitis, involving eventual restoration 
of intestinal continuity often in its entirety, the study of the virus of lymphogranuloma' venereum in 
relation to ulcerative colitis, changes following human TOTAL gastrectomy including the hematologic 
sequences leading to pernxious anaemia; esophagoscopy and gastroscopy during active uoper digestive 
tract hemorrhage; endoscopic appearances and behavior of the distal ileum after proctocolectomy and ileo- 
anostomy for ulcerative colitis and intestinal polyposis; the incidence of intestinal parasites in the 
temperate zone, and the first demonstration of residual hepatic damage following infectious hepatitis. 

He is author or co-author of 50 publications, including contributions to sections or chapters to systems 
of medicine and several books. He is now editing Paulson’s Gastroenterologic Medicine, to be published 
by Lea & Febiger. 



Dr. Faraino 



Dr. Paulson 


“Waldenstrom’s Macroglobulinemia: A Family Study” is the title of a paper to be given by Richard N. 
Peeler, MD, of Annapolis. Dr. Peeler was born in Salisbury, NO, attended Catawba College, and received 
his MD degree from The Johns Hopkins University School of Medicine. He served an internship and 
assistant residency at The Johns Hopkins Hospital, followed by a fellowship in immunology and infectious 
disease. Dr. Peeler, who is in the private practice of internal medicine in Annapolis, is chief of medical 
service at the Anne Arundel General Hospital and instructor in medicine at The Johns Hopkins. He is a 
fellow of the American College of Physicians. 
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168th ANNUAL MEETING OF THE MEDICAL AND CHIRURGICAL FACULT 

April 27 and 28 at the Alcazar, Baltimore 


HOUSE OF DELEGATES MEETINGS 

Osier Hall, Faculty Building 
1211 Cathedral Street, Baltimore 

TUESDAY, APRIL 26—8 PM 
FRIDAY, APRIL 29—9 AM 

All members welcome 


WEDNESDAY, APRIL 27 
The Alcazar 


2:45 MEDICINE’S RESPONSIBILITY IN THE 
POPULATION EXPLOSION 

I. Ridgeway Trimble Fund Lecture 

H. Curtis Wood, Jr., MD 

Assn, of Voluntary Sterilization 

3:30 SPLENECTOMY IN THE TREATMENT OF 
HEMATOLOGIC AND NON-HEMATOLO- 
CIC DISORDERS 

J. M. T. Finney Fund Lecture 

Robert J. Coffey, MD 

Georgetown University 


AM 

10:00 RELATIONSHIP OF VASCULAR THROM¬ 
BOSIS TO SYSTEMIC DISEASE 
Standish McCleary Fund Lecture 

Donald C. McKay, MD 

Columbia University 

10:30 PHAGOCYTOSIS AND DEGRANULATION 
William Royal Stokes Memorial Fund 
Lecture 

James G. Hirsch, MD 

Rockefeller Institute 

11:15 FAMILIES AND PHYSICIANS 

George M. Boyer, MD Fund Lecture 

John Parks, MD 

George Washington University 


8:30 ALCOHOLISM AND THE LV\W 
A Medicolegal Symposium 

Frank L. Iber, MD 
Harry E. Shelley, LLB.ThB 
Robert C. Embry, Jr., LLB 


SEE THE EXHIBITS 

TECHNICAL and SCIENTIFIC 
The Alcazar, Baltimore 

APRIL 27 and 28 

New and practical information in 
every exhibit 


WEDNESDAY, APRIL 27 

Park Plaza Hotel, Baltimore 

12:30 PM ROUND TABLE LUNCHEON 

A luncheon with the experts—24 different 
medical topics and moderators from which 
to choose. An opportunity for an informal 
informative discussion. 


2:15 URINARY STASIS AND URINARY INFEC¬ 
TIONS IN FEMALE PATIENTS 
J. Mason Hundley Annual Lecture 

Houston S. Everett, MD 

The Johns Hopkins University 


THURSDAY, APRIL 28 
The Alcazar 

AM 

10:00 TUMOR VIRUSES AND VIRUS TUMORS 
Harvey Grant Beck Memorial Lecture 

Alan S. Rabson, MD 

National Institutes of Health 

10:30 SYPHILIS: THEN AND NOW 

Rudolph H. Kampmeier, MD 

Vanderbilt University 

11:15 PERCUTANEOUS CORDOTOMY AND THE 
MANAGEMENT OF SOME INTRACTABLE 
PAINS 

John (Sean) F. Mullan, MD 

University of Chicago L 


NO REGISTRATION FEE — CREDITS GIVEN BY ACADEMY OF GENERAL PRACTICE 

ALL physicians and paramedical personnel are INVITED TO ATTEND the above sessions. 

including the Bermuda Cruise Convention 

A detailed program will be mailed to all members, and to others upon request 

John Collins Harvey, MD, chairman, Committee on Program and Arrangement* 




















April 29—May 4, Bermuda Cruise Convention, aboard SS Argentina 


PM 

2:15 POSTGASTRECTOMY SYNDROMES 

Amos R. Koontz, MD Memorial Lecture 

Walter F. Ballinger, II, MD 

The Johns Hopkins University 

2:45 CARCINOMA OF THE STOMACH 

Amos R. Koontz, MD Memorial Lecture 

Robert W. Buxton, MD 

University of Maryland 

3:30 ORGAN TRANSPLANTATION: REFLEC¬ 
TIONS OF THE HOST’S RESPONSE AND 
ITS MODIFICATION 
Jesse C. Coggins Fund Lecture 

Gustave J. Dammin, MD 

Harvard Medical School 



HEALTH EVALUATION TESTS 

available to 

Members of the Faculty 

WEDNESDAY and THURSDAY, 
APRIL 27 and 28 

8:30 AM—5 PM 
The Alcazar, Baltimore 


APRIL 29—MAY 4 
SS Argentina 

Bermuda Cruise Convention 

W. H. C. Masters, MD, ChB 

Bermuda Medical Associates Member of 
Parliament 

ENDOMETRIAL ASPIRATION BIOPSY 

Ernest I. Cornbrooks, Jr,, MD 

University of Maryland 

SURGICAL TREATMENT OF HEART BLOCK 

Frank A. Faraino, MD 

SURGICAL CONSIDERATIONS IN GASTRO¬ 
INTESTINAL BLEEDING 

Karl F. Mech, MD 

University of Maryland 

MANAGEMENT OF INTESTINAL INFLAMMA¬ 
TORY DISEASES OF UNKNOWN ORIGIN 

Moses Paulson, MD 

The Johns Hopkins University 

WALDENSTROM’S MACROGLOBULIN EM IA A 
FAMILY STUDY 

Richard N. Peeler, MD 

The Johns Hopkins University 

SEX IN MARRIAGE COUNSELING 

Jonas R. Rappeport, MD 

University of Maryland 

GRAND ROUND FILMS WILL BE SHOWN DAILY 


LIMITED ACCOMMODATIONS STILL AVAILABLE 
FOR 

BERMUDA CRUISE CONVENTION 

There is still time to make a reservation for this fabulous, scientific cruise con¬ 
vention, Call or write TODAY to Travel Guide Agency, 416 North Charles 
Street, Baltimore 21201 


Telephone — 727-1696 





























r f you can hang on for a few minutes, Doctor, 
r ’m sure I’ll start coughing again. 

iome patients don’t realize there’s more to a cough than meets the ear. 

; it's the useless, exhausting type of cough that often accompanies respiratory infection or 
llergy, you can provide prompt relief with Novahistine DH. Its decongestant-antitussive 
\ction controls frequency and intensity of cough spasms without abolishing cough reflex 
\nd the fresh, grape flavor of Novahistine DH appeals to children and adults alike. 

Vhen your diagnosis is bronchitis, complicated by thick tenacious exudates, Novahistine 
ixpectorant is particularly useful. It not only provides decongestive action and controls 
he cough, but also encourages expectoration, thus easing bronchial constriction and 
ibstruction. 

Jse with caution in patients with severe hypertension, diabetes mellitus, hyperthyroidism 
>r urinary retention. Ambulatory patients should be advised that drowsiness may result 
Continuous dosage over an extended period is contraindicated since codeine phosphate 
nay cause addiction. 

iach 5 ml. teaspoonful of Novahistine DH contains codeine phosphate, 10 mg. (Warning: 
nay be habit forming); phenylephrine hydrochloride, 10 mg.; chlorpheniramine maleate, 
! mg.; chloroform (approx.), 13.5 mg.; l-menthol, 1 mg. (Alcohol 5%). Each 5 ml. of Nova- 
listine Expectorant contains the above ingredients and, in addition, glyceryl guaiacolate, 

NOVAHISTINE DH 
NOVAHISTINEEXPECTORANT 

PITMAN-MOORE Division of The Dow Chemical Company, Indianapolis 
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VENEREAL DISEASE FILMS AVAILABLE 


Several films which stress the dangers of vene¬ 
real disease and the vital importance of early rec¬ 
ognition and treatment may be borrowed without 
charge in Maryland from the State Health De¬ 
partment. Facts are presented dramatically and 
impressively, and the terminology is tailored to 
lay audiences. Physicians may find these brief 
descriptions helpful in answering inquiries regard¬ 
ing visual aids for use by schools, clubs, commu¬ 
nity groups, and other organizations interested in 
health education: 

The Innocent Party, an 18-minute color film, fea¬ 
tures a student who has contracted syphilis 
through a casual encounter in a nearby town 
and has transmitted it to a young girl in his 
own community. Appropriate for general au¬ 
diences, it is recommended especially for show¬ 
ing to teenage groups and young adults. 

Dance, Little Children, a 25-minute color film, 
describes the course of a syphilis outbreak 
among 12- to 19-year-old boys and girls. One 
boy’s impulsive “pick-up” starts a chain of in¬ 
fection that results in 50 venereal disease cases 
in a small community. Parental attitudes, 
prompt medical care, and health department 
action to safeguard public health are empha¬ 
sized. This picture is suggested for use by 
adult moderators of youth groups, teachers 
and adult organizations. 

A Quarter Million Teenagers, a color filmstrip, 
shows in 70 graphic pictures the types of or¬ 


SKILL 

SURGICAL, INC. 

PI 

SUPPLIES & EQUIPMENT 

[sk*llI 

for 

■A L r 1 

PHYSICIANS—SURGEONS 


HOSPITALS 

3117 Greenmount Ave. Phone 243-3660 

BALTIMORE, MD. 21218 


ganisms which produce syphilis and gonorrhea, 
early symptoms in boys and girls, how the dis¬ 
eases spread unless treated promptly by a phy¬ 
sician, and the tragic effects on individuals and 
unborn children. It is recommended for show¬ 
ing to junior and senior high school and col¬ 
lege classes. A 16-minute color motion picture 
with the same title and content also is available. 

Message to Women, a 20-minute color film on 
syphilis and gonorrhea, emphasizes to mothers 
the importance of informing their daughters 
regarding the risk of venereal disease. Animated 
charts illustrate the effects of these diseases in 
women. This presentation is particularly ap¬ 
propriate for parent education groups, parent- 
teacher associations, and women’s organizations. 
Tt is suitable also for senior high and college 
students. 

Films and filmstrips for use by professional per¬ 
sonnel engaged in venereal disease control in¬ 
clude: 

Identification of Early Syphilis, a 30-minute 
color film, stresses the importance of suspecting 
syphilis in office patients and the necessity of 
being able to recognize the early signs. 

Introduction to the Fluorescent Treponemal An¬ 
tibody Test, a nine-minute color film, illustrates 
the preparation of treponemal antibody antigen 
and demonstrates the technique of staining with 
fluorescent material. It also pictures reactions 
obtained by means of ultraviolet light micro- 
"1 scope assembly and the method used in the 
1 preparation of tagged globulin and its chemical 
§ purification. 

1 Diagnosis of Primary Syphilis, a filmstrip with 
f tape recorded narrative, indicates some com- 

I mon errors in diagnosis of syphilis, the location 

of lesions, and differences between syphilitic 
I lesions and the lesions caused by other diseases. 

| All of the films may be borrowed from the film 
1 library, Maryland State Department of Health, 
1 301 West Preston Street, Baltimore. 
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TOPICAL TYPICAL 

TREATMENT RESULTS 



PRIMARY PYODERMA AFTER TREATMENT WITH 

’NEOSPORIN’ ANTIBIOTIC OINTMENT 
AND SALINE COMPRESSES 


with l 


NEOSPORIN 


brand 


Polymyxin B-Neomycin-Bacitracin 


ANTIBIOTIC OINTMENT 


Each gram contains: 
‘Aerosporin’® brand Polymyxin B 


Sulfate. 5,000 Units 

Zinc Bacitracin. 400 Units 

Neomycin Sulfate (equivalent to 
3.5 mg. Neomycin Base).. 5 mg. 


Tubes of V 2 oz. and 1 oz. 
clinically effective 

comprehensive bactericidal action against most 
Gram-negative and Gram-positive organisms, in¬ 
cluding Pseudomonas 

rarely sensitizes 

For the eradication of infectious organisms in a 
wide range of dermatologic disorders: impetigo, 


ecthyma, pyodermas, sycosis vulgaris, paronychia, 
traumatic lesions, eczema, herpes and seborrheic 
dermatitis. Prophylactically, for protection against 
bacterial contamination in burns, skin grafts, inci¬ 
sions and other clean lesions, abrasions and minor 
cuts and wounds. 

Caution: As with other antibiotic preparations, pro¬ 
longed use may result in overgrowth of nonsus- 
ceptible organisms and/or fungi. Appropriate 
measures should be taken if this occurs. 

Contraindication: This product is contraindicated 
in those individuals who have shown hypersensi¬ 
tivity to any of its components. 

Complete literature available on request from 
Professional Services Dept. PML. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 











chronic fatigue—lethargy 




when 

emotionally 
based 
complaints fit 
the symptom \ 
profile of 
depression 


wmmmmm 

severe anorexia—weight loss 



recurrent G.I. upset 
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nical Considerations: Contraindications —Glaucoma, urinary retention, bone marrow depression, pregnancy, drug-induced CNS depression. Precautions — The samf 5 
se for the two components, perphenazine and amitriptyline. Use carefully in patients with histories of convulsive disorders or adverse reactions to phenothiazines. Etrai ::: 
entiates effects of antidepressants, CNS depressants, atropine, phosphorous insecticides, and heat. The antiemetic effect of the perphenazine component may cone 
itence of brain tumor, intestinal obstruction, or toxicity due to overdosage of other drugs. Consider the possibility of potentiation in combined use with MAOI drugs. Gi l 
lly allow two weeks between therapies. Not recommended for use in children. Warning: Patients who become drowsy with Etrafon should be cautioned against drivini"' 
or operating machines requiring alert attention. Response to alcohol may be potentiated. Side Effects — Similar to those reported following the use of either compom 
:n used alone. For perphenazine alone, side effects caused by any of the phenothiazines may occur. These include extrapyramidal symptoms, autonomic reactio; 
eluding hypertension), blood dyscrasias, liver damage, endocrine disturbances, allergic reactions, peripheral and cerebral edema, reversed epinephrine effect, grand t . 
vulsions, polyphagia, reactivation of psychotic processes. For amitriptyline alone, drowsiness, hypotension, numbness and tingling of extremities, transient confusion I 
h dosages), activation of latent schizophrenia (although perphenazine in Etrafon may prevent this reaction in some cases). Dose-related anticholinergic reactions are p : 
e. Rare appearance of agranulocytosis, jaundice, and peripheral neuropathy, all possibly of drug origin, have been reported in patients receiving amitriptyline. Form ; 
lplete details, consult Schering literature available from your Schering Representative or Medical Services Department, Schering Corporation, Union, New Jersey 070, 
Lehmann, H. E.: Psychosomatics 6:266, 1965. (2) Splitter; S. R.: Psychosomatics 6:322, 1965. (3) Smith e Incas, J.: Internat. J. Neuropsychiat. 1:220,1965. (4) Coffee,H. 
Yf. A. Georgia 53:107, 1964. (5) Bowes, H. A.: Psychosomatics 5:44, 1964. (6) Pennington, V M.: Combined Psychopharmacological Treatment of Depression, Scient " 
libit, 18th A.M.A. Clinical Convention, Miami Beach, Nov. 29-Dec. 2, 1964. (7) Dorfman, W: Psychosomatics 5:7,1964. (8) Mattey, W. E.: Current Therap. Res. 5:310,19 i 
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new 
Hr a fon 
Helps 

lestore the 
<\ppetite for 
Me 



whe the patient’s symptom pattern and the absence of physical findings confirm your suspicion of a depressive state, Etrafon w 
sua. reverse the mental and functional slowdown —and allay the anxiety that accompanies depression, “...it is rare to find a depress 
atit who does not also present definite symptoms of anxiety.” 1 


'ron t symptomatic response: Somatic and 
mot nal target symptoms are reported to 
ssp( 1 promptly.2-4 Insomnia, often the 
lost nportant complaint in depression, is 
fter rst to be relieved.2 (Bowes 6 found that 
ie i nsient drowsiness sometimes caused 
y E afon was generally beneficial to 
atie s.) 

traf| offers the flexibility and convenience of 2 
iditilil dosage strengths: (1) For more severe cases 
ith fliominant anxiety— Etrafon-Forte (amitrip- 
dineiCl 25 mg. and perphenazine 4 mg.); (2) for 
iolesht or geriatric patients— Etrafon-A (amitrip- 
line 7/ 10 mg. and perphenazine 4 mg.). s-9is 


More certain broad-spectrum relief: 
Etrafon is a broad-spectrum psychothera¬ 
peutic agent, capable of symptomatic relief 
not achieved with either drug alone in mixed 
emotional disorders. Penningtons states: 
“Since neurotic and psychotic anxiety and 
depression are simultaneously present in 
varying degrees, these two types of phreno- 
tropic drugs in combination are more effec¬ 
tive than either alone.” Dorfman? and 
Coffee 4 report that patients unimproved on 
amitriptyline alone have responded to the 
combined therapy. 


Low incidence of side effects: Mattey 8 3 
ports that with Etrafon “Side effects a 

relatively few-” Another investigate 

states that side effects with amitriptylir 
perphenazine combination are less than wi 
each component alone. In Penningtoi 
study of 428 patients, side reactions we 
less than half as frequent with Etrafon 
with perphenazine alone, toxicity was lo 
and the absence of extrapyramidal sym 
toms was regarded as “... particularly noi 
worthy.” 6 


NEW ETRAFOh 











The human spine is not engineered for 
prolonged sitting at desks, pianos, type¬ 
writers and drafting boards. The stresses 
set up by the heavy, forward-tilted head 
and trunk, balanced precariously on an 
insufficient base, result in strain of the 
dorsal musculature, particularly at the 
low lumbar level. 

The unusual muscle-relaxant and anal¬ 
gesic properties of ‘Soma' make it espe¬ 
cially useful in the treatment of low back 
sprains and strains. ‘Soma’ is widely 
prescribed □ to relieve pain □ to relax 
muscles □ to restore mobility. 

Indications: ‘Soma’ is useful for management ot 
muscle spasm, pain, and stiffness in a variety of 
inflammatory, traumatic, and degenerative muscu¬ 
loskeletal conditions. It also may act to normalize 
motor activity in certain neurologic disturbances. 

Contraindications: Allergic or idiosyncratic reac¬ 
tions to carisoprodol. 

Precautions: ‘Soma’, like other central nervous 
system depressants, should be used with caution 
in patients with known propensity for taking ex¬ 
cessive quantities of drugs and in patients with 
known sensitivity to compounds of similar chemi¬ 
cal structure, e.g., meprobamate. 

Side Effects: The only side effect reported with any 
frequency is sleepiness, usually on higher than 
recommended doses. An occasional patient may 
not tolerate carisoprodol because of an individual 
reaction, such as a sensation of weakness. Other 
rarely observed reactions have included dizziness, 
ataxia, tremor, agitation, irritability, headache, in¬ 
crease in eosinophil count, flushing of face, and 
gastrointestinal symptoms. 

One instance each of pancytopenia and leuko¬ 
penia, occurring when carisoprodol was admin¬ 
istered with other drugs, has been reported, as has 
an instance of fixed drug eruption with carisoprodol 
and subsequent cross reaction to meprobamate. 
Rare allergic reactions, usually mild, have included 
one case each of anaphylactoid reaction with mild 
shock and angioneurotic edema with respiratory 
difficulty, both reversed with appropriate therapy. 
In cases of allergic or hypersensitivity reactions, 
carisoprodol should be discontinued and appropri¬ 
ate therapy initiated. Suicidal attempts may pro¬ 
duce coma and/or mild shock and respiratory 
depression. 

Dosage: Usual adult dose is one 350 mg. tablet 
three times daily and at bedtime. 

Supplied: Two Strengths : 350 mg. white tablets 
and 250 mg. orange, two-piece capsules. 

Before prescribing, consult package circular. 

for the relief 
of low back 
sprains and strains 

SOMA 

(CARISOPRODOL) 

Wallace Laboratories, Cranbury, NJ. 







CARROLL, M.D. 


C ity Hospitals 
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Chapter 3.— The Almshouse at Calverton: 

The Beginning of Social Medicine (1822-1840) 


Every one of these establishments (jail, peni¬ 
tentiary, insane asylum, and almshouse), ap¬ 
peared to be strongly marked with the effects of 
that active desire to contribute to the wants of the 
wretched, which we met with in all parts of 
America, but in no place more conspicuously than 
Baltimore (1830). 1 

The new Almshouse was located in the area 
now bounded by Pulaski, Presstman, Lexington, 
and Franklin Streets. Although it had formerly 
been the country seat of the Smith family, a worse 
location could hardly have been found, from the 
point of view of public health, sewage disposal, 
and mosquito-borne disease. Calverton was a 
large private dwelling improved by two wings, 
130 by 40 feet each. On December 2, 1822, 533 
paupers were moved to the new Almshouse. Its 
major purpose remained the care of the infirm, 
orphans, paupers, the insane, and vagrants. In 
1823, the first patients were sent there because 
of sickness. 

State of Medical Practice at Calverton 

Th ; state of medical practice in this period 
was little better than in the time of Galen (130- 
200 AD). Physical examination consisted of pal¬ 
pation of the pulse, and the laboratory work 
consisted of looking at the urine in sunlight. 
Tuberculosis, malaria, dysentery, typhoid, and 
typhus could not be differentiated by any objec¬ 
tive laboratory test. In 1831, a great influx of 
sick immigrants put an increased burden on the 
Almshouse. 


Dr. T. H. Buckler 2 (1812-1901) described the 
Almshouse at this period: 

A single case of erysipelas brought to the house would 
often in a very short time spread the infection to all the 
other wards, rendering it dangerous to perform the most 
simple operation, even that of bleeding. It was not un¬ 
usual to see in the same ward, at the same time, cases of 
typhoid fever, erysipelas, dysentery, and typhus or ship 
fever. Every summer the children suffered from cholera 
infantum, and where they escaped this disease, they were 
almost sure to perish in the winter with pneumonia. In 
the whole history of the establishment, there is no single 
example of a foundling that lived to the age of three 
years. 

A cholera epidemic in 1832 killed 125 of 502 
people in the Almshouse in a period of two 
weeks. 

Reporting in 1828, the trustees stated that the 
Almshouse must be an infirmary for the indigent 
sick, a lying-in hospital for the indigent, a work- 
house for vagrants, and asylum for destitute 
children, a lunatic hospital, and a medical and 
surgical school. One can well imagine the bedlam. 

Some Advanced Views of Medical Care 

Phillipe Pinel (1755-1826) in France and 
William Tuke (1732-1822) in England were 
leaders in improving the care of the mentally 
ill by “moral treatment.” In America, it was 
Benjamin Rush (1745-1813), steeped in the lib¬ 
eral writings of John Locke (1632-1704), who 
did much to stimulate concerned interest in men¬ 
tal illness. 

The Maryland Hospital at Baltimore (which 
became a state insane asylum in 1828) was one 
of four hospitals in the United States which 
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Fig 1 

Almshouse Admission Book, 
September, 1818. 



Fig 2 

The Almshouse, Calverton. 
Fielding Lucas, 1832. (Ori¬ 
ginal in Maryland Historical 
Society) 


accepted mentally ill patients at the beginning of 
the nineteenth century. These patients were 
treated in spacious, well-lighted rooms with good 
food and by physicians informed by the moral 
treatment movement. 3 “Moral” meant psycho¬ 
logical or non-organic. Although Plato had under¬ 
stood human behavior in terms of the person’s 
situation, heredity, and education, this insight 
gave way, during the Dark Ages, to a demonic 
and essentially irrational interpretation of mental 
illness. The new scientific and humanitarian atti¬ 
tudes adopted in the eighteenth century involved 
the belief that behavior was based on natural law 
rather than possession by demons. Both human¬ 
ism and scientific thought suggested that the indi¬ 
vidual did not have complete control over natural 


law. Therefore, there was no absolute standard 
of individual responsibility, and men were not 
completely responsible for their actions. These 
attitudes led to more humanitarian treatment of 
criminals, paupers, and the psychotic insane. 

Some diagnoses made at the Almshouse in 1829 
were “disappointed affection,” “indulgence of pas¬ 
sion and pride,” and “religious perplexity.” These 
were moral, or psychological, diagnoses and sug¬ 
gest that the care of the insane at the Almshouse 
at this period was humane, sophisticated, and 
modern. 

Other broader influences were at work. In the 
1830’s, America was rapidly developing a new 
liberal philosophy of the individual. American 
thinkers were turning to nature in search of 
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"In 40 of 44 cases of irritable or spastic 
colon, Cantil [mepenzolate bromide] or 
Cantil with Phenobarbital reduced or 
abolished abdominal pain, diarrhea and 
distention and promoted restoration of 
normal bowel function ... Cantil 
[mepenzolate bromide] proved to be 
singularly free of anticholinergic 
side-effects .. . Urinary retention, 
noted in two cases was eliminated in 
one by reducing dosage.” 1 



CHARMS THE 

HYPERACTIVE 

COLON 


CANTIL® 

(mepenzolate bromide) 

helps restore normal motility and tone 


IN BRIEF: 


One or two tablets three times a day and 
one or two at bedtime usually provide 
prompt relief. Cantil with Phenobarbital 
may be prescribed if sedation is required. 

Dryness of the mouth or blurring of vision 
may occur but it is usually mild and 
transitory. Urinary retention is rare. 
Caution should be observed in prostatic 
hypertrophy—withhold in glaucoma. Cantil 
with Phenobarbital is contraindicated in 
patients sensitive to phenobarbital. 

Supplied: CANTIL (mepenzolate bromide) 
—25 mg. per scored tablet. Bottles of 100 
and 250. CANTIL with PHENOBARBITAL 
—containing in each scored tablet 16 mg. 
phenobarbital (warning: may be habit 
forming) and 25 mg. mepenzolate bromide. 
Bottles of 100 and 250. 

1. Riese, J.A.: Amer. J. Gastroent. 28:541 (Nov.) 1957 
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truth. Societies for the abolition of slavery were 
being formed. Experiments in communal living 
were underway. New England Puritanism was 
growing milder. Leaders with social vision and 
humanistic ideals were rising to social leadership. 
Benjamin Franklin, Thomas Jefferson, Thomas 
Payne, and later Emerson, Channing, and Sam¬ 
uel Gridley PTowell created a prevailing spirit of 
humanistic ideals and interest in human prob¬ 
lems. 

During the late 1820’s it became evident that 
Baltimore City was unable to take care of the 
large number of insane being sent to the Alms¬ 
house. The state began to take care of a few of 
the insane. Over the next century this need re¬ 
mained unmet until a system of state mental 
hospitals was organized. 

Social Factors in Pauperism and Disease 

About 1825, the trustees of the poor took 
under consideration the large population of able- 
bodied paupers in the Almshouse. Of 623 adults 
admitted in 1825, 554 were found to be reduced 
to poverty by drunkenness. The trustees attrib¬ 
uted pauperism largely to alcoholism. Several 
later surveys showed that a great majority of the 
children admitted for non-support or broken fam¬ 
ilies had alcoholic parents. 

The alcoholic theory of poverty was not en¬ 
tirely satisfactory as an explanation of indigency. 
The social and individual psychological causes of 
alcoholism were not considered. The alcoholic 
theory of indigency allowed Puritan moralism 
and judgment to replace objective consideration 
of the problems of the Almshouse inmates. The 
theory allowed the trustees to be satisfied with 
the Almshouse as it was. A similar attitude was 
being reflected in the English Reform Bill of 
1832 and the Poor Law of 1834, by which work- 
houses were established and paupers were re¬ 
quired to choose between what amounted to the 
punishment of the workhouse or starvation. In 
America, the view that the poor were largely 
responsible for their poverty was supported by 
the Puritan heresy, peculiarly identified with the 
American rugged individualistic “self-made” man, 
that God is identified with human success, and 
that indigency is the result of moral failure. 

In 1828 and 1829, the trustees noted that the 
liberal admitting policies of the Almshouse had 
drawn paupers from neighboring counties as well 


as Pennsylvania and Virginia. They attempted to 
tighten the admitting policies of the Almshouse. 

In the 1830’s began tremendous immigrations 
from Nova Scotia, Germany, and Ireland. Many 
of these immigrants were sick on arrival and had 
to be taken care of in the Almshouse. The plight 
of such people was recognized by the Trustees 
of the Poor, and they were accepted without 
question. It is apparent that in many cases the 
city of origin 'of the immigrants had paid their 
passage to Baltimore to get rid of them because 
they were a burden on the community from which 
they came. Although the law required residence 
of about a year before people were eligible for 
Almshouse admission, these eligibility require¬ 
ments were swept aside because of the large 
number of sick immigrants. Many patients were 
admitted to the Almshouse directly from the ships 
on which they had arrived. 

In the surveys made by the trustees of the 
place of residence of people being admitted to 
the Almshouse, we see the beginning of “scien¬ 
tific philanthropy,” the investigation of each case 
individually. The search as to the origin and 
cause of the person’s poverty was an effort in the 
same direction. Although alcoholism was prob¬ 
ably a simplified answer as to the cause of pov¬ 
erty, the effort to find a cause and the division 
of inmates into the “deserving” and “undeserv¬ 
ing” poor was a step in the development of 
modern social work and its principal tool, case¬ 
work. The deserving poor, such as the insane and 
children, were given special consideration and 
were treated as special groups either by the state 
or by private charities. 

During the years 1822 to 1840, the cost of the 
Almshouse seemed to be the major point of 
orientation. It was run cheaply and efficiently 
largely because of the cheap vagrant labor avail¬ 
able for the farming operation. 

Thus, although epidemics flourished, there was 
growing interest in the causes of poverty, in 
psychological treatment, and in the financial in¬ 
tegrity of the Almshouse. 

REFERENCES 

1. Stuart, James: Three Years in North America, 2 vols. 
New York, 1833. 

2. Buckler, T. H. : History of Epidemic Cholera as It 
Appeared at The Baltimore City and County Alms¬ 
house in the Summer of 1849, Baltimore, 1851. 

3. Bockoven, J. S.: Moral Treatment in American 
Psychiatry, / Nerv Mcnt Dis 124:167, 292, 1956. 


78 


Maryland State Medical Journal 









more complete relief for the "dyspeptic" 

DACTILASE 


Dactilase provides comprehensive therapy for a 
wide range of digestive disorders. Its antispas- 
modic and anesthetic actions rapidly relieve pain 
and spasm. Dactilase decreases hypermotility 
without inducing stasis. In addition, it supplies 
digestive enzymes to help reduce bloating, belch¬ 
ing and flatulence. Dactilase does not interfere 
with normal digestive secretions. Very often it can 
be a most useful answer to the dyspeptic’s needs. 

DACTILASE: Each tablet contains: Dactil® (pi- 
peridolate hydrochloride), 50 mg.; Standardized 
cellulolytic* enzyme, 2 mg.; Standardized amylo- 


lytic enzyme, 15 mg.; Standardized proteolytic 
enzyme, 10 mg.; Pancreatin 3X** (source of lipo¬ 
lytic activity), 100 mg.; Taurocholic acid, 15 mg. 

*Need in human nutrition not established. **As acid resistant granules 
equivalent in activity to 300 mg. Pancreatin N.F. 

Side Effects and Contraindications: DACTILASE 
is almost entirely free of side effects. However, it should 
be withheld in glaucoma and in jaundice due to com¬ 
plete biliary obstruction. 

Administration and Dosage: One tablet with, or 
immediately following each meal. Tablets should be 
swallowed whole. 

Supplied: Bottles of 60 and 250. 
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COMPONENT MEDICAL SOCIETIES 



BALTIMORE 

COUNTY 


Baltimore County General Hospital was 
host to the Baltimore County Medical Associ¬ 
ation and Woman’s Auxiliary on January 19. 
John Sargeant, executive secretary of the Med¬ 
ical and Chirurgical Faculty, spoke on “1966 
Legislative Prognostications.” He said that 
at least four bills of interest to physicians will 
be introduced in the State Legislature. The 
details of these bills can be found in The As¬ 
semblyman, published by the Faculty. He also 
reported that in conjunction with Medicare, 
Blue Shield will probably introduce a supple¬ 
mental program costing about $2 a month for 
persons over 65 to cover the deductible part 
of Medicare. 

President Edward L. Krieg introduced 
William G. Esmond, MD, who plans to initi¬ 
ate an intermittent hemodialysis clinic at St. 
Joseph’s Hospital. The Association endorsed 
this program. 

Baltasar Velez, MD, and Everett Diggs, 

MD, were welcomed as new members. 

Raymond Cunningham, MD, chairman of 
the Hospital Coordinating Council, reported 
that he had written letters to representatives of 
three hospitals in Baltimore County suggesting 
that they have their staff meetings and invite 
other hospital staffs to attend so that physi¬ 
cians would not be required to attend so many 
staff sessions. 

The President stated that he has had many 
requests for speakers for PTA meetings, 
Health Career Days, etc., and he appointed 
Frank Faraino, MD, to organize a Speaker’s 
Bureau. 


The matter of the special assessment was 
brought up. Dr. Krieg read from the Faculty 
Bylaws, which states that anyone not paying 
the special assessment will be dropped from 
membership as of March 1, 1966. 

Gordon Grau, MD, program chairman, an¬ 
nounced that the February meeting would be 
held at the Western Electric complex in the 
Industrial Park near Cockeysville. Samuel Ba¬ 
con, MD, medical director of the Western 
Electric plant, will arrange the program. 

John Snyder, MD, chairman of the Board of 
Governors, reported a good response to our 
request to the component societies of the Facul¬ 
ty that they write to the Medical and Chirurgi¬ 
cal Faculty to request the Medical Care Coun¬ 
cil to include in its budget enough money to 
pay the “usual and prevailing fee” for the 
treatment of the medically indigent in Mary¬ 
land. 

Charles H. Williams, MD 



1st floor suites in a new 
luxury hi-rise on upper 
Connecticut Avenue. 
Management will parti¬ 
tion to suit tenant. Roof¬ 
top pool privileges plus 
24 hour secretarial serv¬ 
ice. Adequate parking. 

REGENCY 

HOUSE 

{ 5201 Connecticut Avenue, N.W., Washington, D. C. 
Or Phone 363-4335 
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when even southern sun 

fails to warm cold hands and feet 



IN BRIEF: Composition : Each 5 ml. contains: niacin 75 mg. and aminoacetic acid (glycine) 750 mg. in a palatable sherry wine base; alcohol 5%. 
Side Effects: Occasional lightheadedness or transient itching which may disappear with continued use. There are no known contraindications; 
however, caution is advised when there is concomitant administration of a coronary vasodilator. 

Administration and Dosage : One or two teaspoonfuls 3 times a day before meals. If flushing is objectionable, dosage may be lowered. How¬ 
ever, tolerance to flushing usually develops without loss of efficacy in regard to vasodilation. 

Supplied: Bottles of 8 oz. and 16 oz. 


provide rapid, sustained vasodilation for warmth and relief of pain, 
dizziness and faintness in patients with impaired peripheral circulation 


geriliquid warms cold hands and feet impaired peripheral circulation, geriliquid 
through the thermogenic action of glycine increases the ability to walk farther with 
and through sustained vasodilation by gly- less pain. Patients particularly like the pal- 
cine and niacin. In addition, in patients with atable, sherry wine base. 
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Prompt, professional service 24 hours 
a day, every day! A complete line of 
hospital beds, wheelchairs, traction 
equipment, oxygen, crutches, walkers, 
commodes, lamps, whirlpools —every¬ 
thing to help patients get well faster. 

358-3400 

6316 Reisterstown Road 
Baltimore 
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What Bank Services 
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a Doctor’s Needs 

• CHECKING ACCOUNTS 
o SAVINGS ACCOUNTS 
• SAFE DEPOSIT BOX 
e LOANS • CONVENIENCE 

THE ANSWER TO ALL YOUR NEEDS 
IS AT ONE BANK 

American National Bank 


SILVER SPRING • LANGLEY PARK 
DODGE PARK • WHEATON • BETHESDA 
ROCKVILLE • ANNAPOLIS • LAUREL 
SILVER HILL • HYATTSVILLE • BALTIMORE 


Member Federal Reserve System 
Federal Deposit Insurance Corporation 



w ASHINGTON COUNTY 

Education for premedical students, prac¬ 
ticing physicians, and medical technologists 
was on the agenda of the January meeting of 
the Washington County Medical Society. 

Donald Benson, MD, professor of anesthesi¬ 
ology at The Johns Hopkins University Med¬ 
ical School and anesthetist-in-charge at Johns 
Hopkins Hospital, discussed “Cardiopulmon¬ 
ary Resuscitation” to the group of more than 
70 physicians and 16 nurses. 

Plans to allot $1,200 a year for scholarships 
were approved. Each year a local student will 
be selected to receive an annual scholarship 
of $300 to be used in the undergraduate pre¬ 
medical training. This will continue during 
the four years of college. In addition, another 
student will be selected each year to receive 
the same amount. The current recipient is 
Norman Haines of Boonsboro, a sophomore 
at The Johns Hopkins University. 

To overcome the acute shortage of properly 
qualified medical technologists, Fred Shillin- 
ger, MD, pathologist at the Washington County 
Hospital and a member of the society’s Pub¬ 
lic Health and Legislation Committee, pre¬ 
sented a resolution to be acted on by Med-Chi. 
He recommended that a program be insti¬ 
tuted in the state to train people so vitally 
needed in hospitals. 

The first in a series of awards to be pre¬ 
sented to local laymen was given to Mrs. Vi 
Birdsall, owner of the Physicians Answering 
Service in Hagerstown. The framed certificate 
was awarded “for outstanding service by a 
layman to the field of medicine.” 

State legislators from Washington County 
were guests at a luncheon meeting held in 
early January by the Public Health and Legis¬ 
lation Committee. 

Jack Beachley, MD, chairman, led the dis¬ 
cussion of current medical legislation being 
considered for the current session of the legis¬ 
lature. 

❖ * * * * 

The Public Relations Committee has adopted 
an eight point program for the coming year. 
The projects are continuing the Speakers Bu- 
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WHEN MOTHER'S IRON ISN'T UP TO 

MOTHERHOOD 


IN BRIEF: ACTIONS AND USES: A single dose of Imferon (iron dextran injection) will 
measurably begin to raise hemoglobin and a complete course of therapy will effectively 
rebuild iron reserves. The drug is indicated only for specifically-diagnosed cases of iron 
deficiency anemia and then only when oral administration of iron is ineffective or imprac¬ 
tical. Such iron deficiency anemia may include: patients in the last trimester of preg¬ 
nancy; patients with gastrointestinal disease or those recovering from gastrointestinal 
surgery; patients with chronic bleeding with continual and extensive iron losses not 
rapidly replenishable with oral iron; patients intolerant of blood transfusion as a 
source of iron; infants with hypochromic anemia; patients who cannot be relied 
upon to take oral iron. 

COMPOSITION: Imferon (iron dextran injection) is a well-tolerated solution of iron dextran 
complex providing an equivalent of SO mg. of elemental iron in each cc. The solution con¬ 
tains 0.9% sodium chloride and has a pH of 5.2-6.0. The 10 cc. vial contains 0.5% phenol 
as a preservative. 

ADMINISTRATION AND DOSAGE: Dosage, based upon body weight and Gm. Hb./lOO cc. 
of blood, ranges from 0.5 cc. in infants to 5.0 cc. in adults, daily, every other day, or 
weekly. The total iron requirement for the individual patient is readily obtainable from 
the dosage chart in the package insert. Deep intramuscular injection in the upper outer 
quadrant of the buttock, using a Z-track technique, (with displacement of the skin 
laterally prior to injection),insures absorption and will help avoid staining of the skin. 
A 2-inch needle is recommended for the adult of average size. 


SIDE EFFECTS: Local and systemic side effects are few. Staining of the skin may occur. 
Excessive dosage, beyond the calculated need, may cause hemosiderosis. Although 
allergic or anaphylactoid reactions are not common, occasional severe reactions have 
been observed, including three fatal reactions which may have been due to Imferon 
(iron dextran injection). Urticaria, arthralgia, lymphadenopathy, nausea, headache, 
and fever have occasionally been reported. Initial test doses of 0.5 cc. are advisable. 

PRECAUTIONS: If sensitivity to test doses is manifested, the drug should not be given. 
Imferon (iron dextran injection) must be administered by deep intramuscular injection 
only. Inject only in the upper outer quadrant of the buttock, not in the arm or other 
exposed area. 

CONTRAINDICATIONS: Imferon (iron dextran injection) is contraindicated in patients 
sensitive to iron dextran complex. Since its use is intended for the treatment of iron 
deficiency anemia only, it is contraindicated in other anemias. 

CARCINOGENICITY POTENTIAL: Using relatively massive doses, Imferon (iron dextran 
injection) has been shown to produce sarcoma in rats, mice and rabbits and possibly in 
hamsters, but not in guinea pigs. The risk of carcinogenesis, if any in man, following 
recommended therapy with Imferon (iron dextran injection) appears to be extremely small. 

SUPPLIED: 2 cc. ampuls, boxes of 10; 5 cc. ampuls, boxes of 4; 10 cc. multiple dose vials. 


in iron deficiency anemia for rapid and 
predictable replacement of iron reserves 

imferon 






















OXYGEN 

24-HOUR 

SERVICE 

363-9595 
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Inhalation Therapist on Duty 

EM 3-9595 


ACCREDITED SURGICAL CO. 

Medical and Surgical Supplies 
3226 Wisconsin Ave., N.W. 

8705 Colesville Rd. Silver Spring, Md. 

JU 5-7711 


Save time • save trouble • save money 





So many of your needed forms are “stock items" with 
our Professional Service Division. And your specialized 
needs are a specialty with this department that’s so 
well versed in serving the medical profession. Order¬ 
ing’s a breeze, with all your forms and stationery avail¬ 
able at one time-saving source. And well gladly be your 
"Stationery room,” storing your order and delivering 
it as needed. May we show samples and prices at 
your convenience? 



INC. 


1021 Cathedral Street • PLaza 2-5400 



Richard A. Young, MD, presented a pin to George 
Kohler, MD, Smithsburg, for 50 years of member¬ 
ship in the Society. Since opening his office in 
1913, Dr. Kohler has delivered 5,423 babies. He has 
one more to deliver this spring, the fourth genera¬ 
tion in one family. 

reau, participating - in the Health Fair in No¬ 
vember, holding a seminar on the health 
aspects of sports for scholastic coaches and 
trainers, to be held in the spring, and dis¬ 
tributing AMA pamphlets and a roster of phy¬ 
sicians to newcomers through the Welcome 
W agon. 

Also planned are a program of support and 
publicity for the local ambulance services, an 
advisory board of physicians to assist the 
Board of Education, awards to laymen who 
have performed outstanding service to med¬ 
icine, and completion of a code for news 
media. 

The society has opened an office in the old 
nurses home of the Washington County Hos¬ 
pital. The executive secretary will have office 
hours there daily. This will be not only a 
place for the transaction of society business 
but also a meeting place for the Executive 
Committee of both the society and the 
Woman’s Auxiliary. 

Mrs. Joyce Harlacher 
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METAHYDRIN (trichlormethiazide) 
is prescribed by physicians because it 
not only approximates the diuretic 
efficacy of parenteral meralluride 
injection .. . but, it is the least expensive 
of all “brand-name" thiazides. Therefore, 
when you prescribe METAHYDRIN 
(trichlormethiazide) your patients receive 
the thiazide diuretic that removes a little 
more salt and water than earlier 
thiazides, with relatively less loss of 
potassium ... and, it’s therapy they can 
more easily afford ... only pennies a day. 



METAHYDRIN 8 

(trichlormethiazide] 

oral diuretic 

Dosage: One 2 or 4 mg. tablet 
once or twice daily. 

Precautions: As with all effective 
diuretics, vigorous therapy may produce 
electrolyte depletion. Patients with 
severely reduced renal function should 
be observed carefully since thiazides 
may be contraindicated. Care should 
be taken with patients predisposed to 
diabetes or gout. Patients with a 
tendency to potassium deficiency, as in 
hepatic cirrhosis or diarrheal syndromes, 
or those under therapy with digitalis, 

ACTH, or certain adrenal steroids, also 
should be watched carefully. 

Side Effects: Nausea, flushing, 
constipation, skin rash, muscle cramps 
and gastric discomfort have occasionally 
been noted; rarely thrombocytopenia 
and bone marrow depression, 
photosensitivity, cholestatic jaundice, 
pancreatitis, perimacular edema, gout 
and diabetes have been caused by 
the administration of thiazides. 
Contraindications: Complete renal 
shutdown; rising azotemia or 
development of hyperkalemia or 
acidosis in severe renal disease; 
demonstrated hypersensitivity. 

How Supplied: Bottles of 100 and 
1000 tablets. 

LAKESIDE LABORATORIES, INC., Milwaukee, Wisconsin 53201 



LAKESIDE 


PRODUCTS 
FOR PATIENTS 
YOU SEE 
EVERY DAY 


March, 1966 


85 














Insurance For The Doctor 


PROFESSIONAL LIABILITY* 


Workmen's Compensation 
Equipment Floater 
Bonds on Employees 
Public Liability 


Fire Insurance 
Disability Income 
Term Life Insurance 
Pension Plans 


* Endorsed by MEDICAL SOCIETY OF D. C. & MD. 


Russell, Marsh & Kennedy, Inc. 

5151 WISCONSIN AVE. WASHINGTON, D. C. 20016 244-7600 
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CORN! 

Garden Flavor Guarded 

F. 0. Mitchell & Bro., Inc. 
Perryman, Maryland 

Phone Perryman 272-3636 
Plant Phone 
Perryman 272-3637 
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W WICOMICO COUNTY 

Edward R. Annis, MD, immediate past pres¬ 
ident of the AMA, was guest at the January 
meeting of the Wicomico County Medical So¬ 
ciety, Inc. Speaking to an audience of more 
than 100, Dr. Annis exhorted physicians to be¬ 
come “more active citizens” and reminded them 
that unless they participate in establishing 
rules and regulations for Medicare, someone 
else will. 

Reviewing the many activities of the AMA 
in scientific and educational fields, Dr. Annis 
said that the rapid tunneling of legislative and 
other information to the county level is not a 
feasible project for that organization. To pro¬ 
vide a mechanism for this purpose and to offer 
a forum where county medical society problems 
can be discussed, the Congress of County Med¬ 
ical Societies was formed. Far from competing 
with AMA, the Congress proposes to supple¬ 
ment AMA’s work at the county component 
level. 

Dr. Annis was introduced by Andrew C. 
Mitchell, MD, immediate past president of the 
Wicomico County Medical Society. The meet¬ 
ing was conducted by Charles Bagley III, MD, 
president. Arrangements for the dinner, which 
was held in the auditorium of the Peninsula 
General Hospital School of Nursing, were 
made by the Woman’s Auxiliary to the Wi¬ 
comico County Medical Society, of which Mrs. 
William C. Morgan is president. 

Guests at the meeting included members’ 


wives, representatives of local news media, 
presidents of several Eastern Shore medical 
societies, and representatives of the Peninsula 
General Hospital. 

While in Salisbury, Dr. Annis also spoke 
on sex education before three groups of high 
school students and made appearances on tele¬ 
vision and radio. 

Mrs. Kit Hargreaves 
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BRING IT DOWN 
AND 

KEEP IT DOWN 



Metatensin lowers blood pressure and 
keeps it low—effectively and 
economically. It combines reserpine 
with trichlormethiazide which affords 
more potent saluresis with less loss of 
potassium than from earlier thiazides. 
Reserpine contributes antihypertensive 
effect by relieving anxiety and tension. 
Metatensin is well-tolerated over long 
periods; with its effectiveness and 
economy it assures antihypertensive 
therapy you and your patients 
can stay with. 

METATENSIN 8 

Each scored tablet contains: 

METAHYDRIN® (trichlormethiazide) 

2 mg. or 4 mg. and 
Reserpine 0.1 mg. 

Usual adult dose: One tablet twice 
daily. Precautions and side effects: 

Patients with hepatic cirrhosis or 
diarrheal syndromes, or under therapy 
with digitalis, ACTH, or potassium-losing 
steroids, should be observed for signs 
of hypokalemia. With thiazides, 
electrolyte depletion, diabetes, gout, 
granulopenia, nausea, pancreatitis, 
cholestatic jaundice, flushing, mild 
muscle cramps, constipation, 
photosensitivity, acute myopia, 
perimacular edema, paresthesias, 
neonatal bone marrow depression in 
infants of mothers who received 
thiazides during pregnancy, skin rash 
or purpura with or without 
thrombocytopenia, may occur. With 
reserpine, untoward effects may include 
depression, peptic ulcer and bronchial 
asthma. Withdraw medication at least 
7 days prior to electroshock therapy, 

2 weeks prior to elective surgery. 

Contraindications: Complete renal 
shutdown, rising azotemia or development 
of hyperkalemia or acidosis in severe 
renal disease. 

Supplied: Metatensin tablets, 2 mg., 

4 mg.—bottles of 100 and 1000. 
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SOCIETY OF PATHOLOGISTS INC. 

Charles S. Petty, MD, President Watson P. Kime, MD, Secretary 
Mitchell Rosenholtz, MD, Chairman, Editorial Committee 



THE POST MORTEM EXAMINATION 
TO BE (USEFUL) OR NOT TO BE! 

A REBUTTAL 


Jii an illuminating symposium on the autopsy, 
published in the September 6, 1965, issue of the 
Journal of the American Medical Association, 
the autopsy was dissected and its usefulness as¬ 
sessed. The approaches were several: its im¬ 
portance in the molecular age, its significance as 
a research tool, its general use, and its problems 
and proposed solutions. 

The principal complaint about the autopsy 
(probably not as good a term as post mortem 
examination, which etymologically has a broader 
interpretation) has been its apparent inability to 
keep pace with the increasingly sophisticated and 
specific techniques of diagnosis and therapy, ie, 
its failure to change its methods significantly 
since the days of Virchow and Rokitansky. Thus, 
in the face of fancy gadgets and elaborate clin¬ 
ical determinations in diagnostic or therapeutic 
maneuvers, it has lost face—though in no way 
being different in this regard than the time- 
honored techniques of history-taking and physical 
examination, which also have changed but little. 

To imply that the post mortem examination 
has been stagnant is to avoid the many morpho¬ 
logic discoveries, such as the recent establishment 
of alveolar proteinosis as a disease entity; to 
overlook its position in the understanding of the 
anatomic changes in many biochemical aberra¬ 
tions, such as hypo- and hyperkalemia; or to 
ignore its anatomic verification of sites of virus- 
induced lesions, such as that of Coxsackie B 
myocarditis. 

A maxim taught early in one’s training in 
pathology is that it is difficult to transpose accu¬ 
rately and consistently structural changes into 


W. BRADLEY KING, JR., MD 

function. But even this “failing” is weakening 
with the advent of the newer ancillary laboratory 
techniques of post mortem examination, such as 
electron microscopy, cytology, immunology, mi¬ 
crobiology, toxicology, histochemistry, cytogenet¬ 
ics, and virology injection studies. The big prob¬ 
lem seems to be the apparent failure to use such 
techniques in the autopsy examination. 

Recognizing that these techniques are not being 
used as often as may be desired is to avoid some 
obvious problems intrinsic to the examination 
of a dead body: virtually all the biochemical com¬ 
ponents of the body become so modified after 
death that tests for them are no longer reliable, 
and microbiologic studies are apt to be compli¬ 
cated by post mortem invaders. Even such an 
apparently simple determination as the time of 
death cannot be made with accuracy. Frequently, 
the elapse of time between death and the actual 
performance of the post mortem examination 
further magnifies these problems. 

Lack of time causes additional problems. The 
increasing dominance of clinical pathology in the 
professional life of the practicing pathologist, as 
well as the short supply of pathologists, are two 
of several explanations. But academic patholo¬ 
gists, too, are frequently unable to do as thor¬ 
ough a job on the post mortem examination as 
might be possible. So, even with newer tech¬ 
niques available, there is not enough time to use 
them. The lack of pathologists, however, is not 
the whole story. Adequate paramedical personnel 
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a rapid lift from the hell of depression 


often relieves 
mental pain 
in 2-5 days 


NORPRAMIN 

(desipramine hydrochloride) 


Dore Illustration 
from 

Dante’s Inferno 



Norpramin is a rapid-acting specific drug for the treatment 
of depression. Depressive signs and symptoms—sometimes 
described as “mental pain”—typically begin to improve in 
2-5 days. Patients are more hopeful, less empty and less 
weighed down by their troubles. Norpramin has only slight 
sedative qualities, nevertheless anxiety secondary to depres¬ 
sion is frequently relieved as depression is lifted. If anxiety 
or tension persists it can be controlled by adding a tran¬ 
quilizer or by reducing dosage. Norpramin is not a MAO 
inhibitor. Side effects are usually mild. 


LAKESIDE LABORATORIES, INC. Milwaukee, Wisconsin 53201 



DOSAGE AND ADMINISTRATION 

Optimal results are obtained at a 
dosage of about 150 mg./day- 
two 25 mg. tablets t.i.d. After 
achievingoptimal results, a main¬ 
tenance dose (50-100 mg./day) 
should be sought. 


IN BRIEF : 

Indications: In depression of any kind—neurotic 
and psychotic depressive reactions; manic-depres¬ 
sive or involutional psychotic reactions. 

Contraindications and Precautions: Glaucoma, 
urethral or ureteral spasm, recent myocardial in¬ 
farction, severe coronary heart disease and epilepsy. 
Should not be given within two weeks of treatment 
with a monoamine oxidase inhibitor. Safety in 
human pregnancy has not been established. 

Adverse Effects: Side effects, usually mild, may 


include: dry mouth, constipation, dizziness, palpi¬ 
tation, delayed urination, “bad taste,” sensory 
illusion, tinnitus, agitation and stimulation, sweat¬ 
ing, drowsiness, headache, orthostatic hypoten¬ 
sion, flushing, nausea, cramps, weakness, blurred 
vision and mydriasis, rash, allergy, transient 
eosinophilia, granulopenia, altered liver function, 
ataxia and extrapyramidal signs. 

Supplied: Norpramin (desipramine hydrochloride) 
tablets of 25 mg., in bottles of 50, 500 and 1000. 
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For Physicians 
Offices 

.. the perfect building 
. the perfect location 


Ten-Ten is a new building which has already 
established itself as a prestige address. As a 
professional office location it is ideal. Ten-Ten is 
situated in the very midst of an already 
professional neighborhood and is outstanding in both 
appearance and facility. It offers your patients 
nearby convenient parking facilities and bus 
transportation stops at the door. No wonder it has 
been judged by many as the “perfect professional 
location” for physicians. Your personal 
investigation will bear this out to your 
complete satisfaction. 

FEATURING: 

• One of downtown’s most attrac- • Attractive lobby with reception 

tive rental prices. desk. 

• Individually designed office • 24-hours-a-day switchboard 

suites, 400 sq. ft. and up. secretarial service. 

• Private lavatory in each suite. • Convenient parking, eating 

• Modern automatic elevator places and other personal 

service. services. 

EDWARD A. MYERBERG CO. 

335 N. Charles St., Baltimore, Md. 21202 

Main office: VE 7-2900 24 hour phone: SA 7-3888 
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are so scarce that even in the rare event of hav¬ 
ing equipment, space, time, and the inclination, 
there still may not be enough people to do this 
additional work. Now and in the future, with 
the ever-increasing need for laboratory tech¬ 
nologists and technicians to keep up with the 
demands of rapidly growing clinical laboratories, 
having enough technical personnel to carry out 
this autopsy work may be almost impossible. 

One of the most discouraging things is that 
often the most pathologically interesting cases 
have minimal or inadequate clinical workups. 
This is every bit as frustrating as having a clin¬ 
ically well worked-up case in which the anatomic 
pathologic findings are minimal or inadequate to 
explain the changes perplexing the clinicians. 
Apropos of this, some autopsies are so limited 
by permission or so rushed that the pathologist 
may be restricted to the simplest techniques. 

In summary: 1) The post mortem examination 
is still useful, for even though many autopsies 


are performed with the most “ancient” tech¬ 
niques, and perhaps even under adverse circum¬ 
stances, they still may provide information not 
available by any other diagnostic maneuver (and 
the medical examiner case is noteworthy here). 
2) Pathologists have serious problems: lack of 
time, personnel, equipment, space, and funds, 
which impede their doing what might be con¬ 
sidered the ideal post mortem examination. 3) 
Post mortem changes in the body anatomy and 
chemistry preclude many determinations possible 
during life. 4) There is a real need for more 
thorough clinical workups on many patients, with 
more thoughtful laboratory (clinical, cardio¬ 
pulmonary, radio-isotope, etc.) determinations 
not restricted by lack of patient or hospital funds 
(but, rather, perhaps subsidized by research 
monies), which not only will aid the patient who 
is to recover but also will provide information 
for the post mortem pathologist in the event of 
therapeutic failure. 
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Turn a bundle of colic 



into a bundle of joy 




G OLIC, often in part a reflection of family tension, adds 
sleepless nights to patients’ and parents’ distraught 
days. Pediatric Piptal with Phenobarbital slows down 
spasm, diminishes pain and crying, improves feeding patterns 
. . . permits sleep and rest. . . for patient and family. 

Pleasant tasting Pediatric Piptal with Phenobarbital is 
miscible in milk, formulas and fruit juices, and may also be 
administered by dropper directly on the infant’s tongue. 
Dosage is 0.5 cc. 15 minutes before feeding; in severe cases, 
1.0 cc. four times daily. High doses may occasionally cause 
constipation with tenesmus and, rarely, flushing without 
fever. Contraindicated in bowel obstruction or sensitivity to 
phenobarbital or anticholinergics. Available in 30 cc. dropper 
bottles, droppers calibrated to deliver 0.5 cc. 


PEDIATRIG P 1 P T A C 
with PHENOBARBITAL 


each cc. contains: 6 mg. phenobarbital (warning: may be habit forming); 
4 mg. Piptal® (pipenzolate bromide), and 20% alcohol in a pleasant- 
tasting solution. 



LAKESIDE LABORATORIES, INC. 

Milwaukee, Wisconsin 53201 
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eczema: scourge of childhood 



R. R., Age 77 — Before treatment — After treatment —with ARISTOCORT 

atopic eczema of long standing t Topical Ointment 0.1% for two weeks 


ARISTOCORT" Triamcinolone AcetonideTopicals have 
proved exceptionally effective in the control of various 
forms of childhood eczema: allergic, atopic, nummular, 
psoriatic, and mycotic. 

In most cases responsive to topical ARISTOCORT, 
the 0.1 % concentration is sufficiently potent. The 0.5% 
concentration provides enhanced topical activity for 
patients requiring additional potency for proper relief. 

Administration and Dosage: Apply sparingly to the affected 
area 3 or 4 times daily. Some cases of psoriasis may be more 
effectively treated if the 0.1% Cream or Ointment is applied 
under an occlusive dressing. 

Contraindications: Tuberculosis of the skin, herpes simplex, 
chicken pox and vaccinia. 

Precautions and Side Effects: Do not use in the eyes or in 
the ear (if drum is perforated). A few individuals react un¬ 
favorably under certain conditions. If side effects are en¬ 
countered, the drug should be discontinued and appropriate 


measures taken. Use on infected areas should be attendee 
with caution and observation, bearing in mind the potentij 
spreading of infection and the advisability of discontinue 
therapy and/or initiating antibacterial measures. Generalizei 
dermatological conditions may require systemic corticoster 
oid therapy. Steroid therapy, although responsible for remis 
sions of dermatoses, especially of allergic origin cannot be ex 
pected to prevent recurrence. The use over extensive bod 
areas, with or without occlusive nonpermeable dressing; 
may result in systemic absorption. Appropriate precaution 
should be taken. When occlusive nonpermeable dressing 
are used, miliaria, folliculitis and pyodermas will sometime 
develop. Localized atrophy and striae have been reportei 
with the use of steroids by the occlusive technique. Whei 
occlusive nonpermeable dressings are used, the physiciai 
should be aware of the hazards of suffocation and flamma 
bility. The safety of use on pregnant patients has not beer 
firmly established. Thus,do not use in large amounts or fo 
long periods of time on pregnant patients. 

Packages: Tubes of 5 Gm. and 15 Gm.; V 2 lb. jar. 

PHOTOGRAPHS COURTESY OF M. M. MERMAN, M.D 


Aristocort* 


Topical Ointment 0.1% and Cream 0.1%, 0.59 

Triamcinolone Acetonide Also available in foam form and with neomycir 


LEDERLE LABORATORIES, A Division of American Cyanamid Company, Pearl River, New Yorl 


tie* 











Heart page 

Joseph C. Fitzgerald, MD —Editor 


A SERVICE OF 

I THE HEART ASSOCIATION OF MARYLAND 


VOCATIONAL REHABILITATION 
OF THE CARDIAC PATIENT 


Vocational rehabilitation has the capacity for 
being the physician’s culminating service to the 
cardiac convalescent. This program of counseling 
and employment exploration coupled with the 
physician’s medical treatment can spell the differ¬ 
ence between despair and hope for the recuper¬ 
ating cardiac patient. 

The Division of Vocational Rehabilitation in 
Maryland is part of the State Department of 
Education. Its function is to evaluate, counsel, 
train, and place handicapped persons in jobs. The 
cooperation of the treating and consulting phys¬ 
icians is essential to the success of this program. 

Only the physician, through his training and 
experience, is able to identify the physical restor¬ 
ation process of the recuperating cardiac patient. 
When this is relayed to the trained and experi¬ 
enced vocational rehabilitation counselor, it can 
be converted into meaningful job specifications 
and opportunities. As a liaison between medical 
services and employers, rehabilitation counseling 
may determine the difference between months or 
even years of inactivity and a gradual resump¬ 
tion of former occupational skills. The key is 
wholehearted cooperation between the physician 
and the vocational rehabilitation counselor. With 
a team effort, the cardiac patient can better look 
forward to a safe resumption of employment. 

The patient with a cardiac history is one of 
the most difficult clients to rehabilitate success- 


Mr. Nichols is district supervisor, Eastern Shore Dis¬ 
trict, Division of Vocational Rehabilitation, State Depart¬ 
ment of Education. 


JACK R. MCHOLS 

fully into remunerative employment. A tremen¬ 
dous amount of resistance must be overcome 
when employment opportunities are sought. Em¬ 
ployers are afraid to employ former cardiac 
patients because they envision an uncertain fu¬ 
ture. Therefore, it is initially the job of the 
counselor to enlighten the employer about the 
cardiac patient who is being presented for em¬ 
ployment. To do this the counselor needs to have 
the physician’s evaluation of the patient and his 
limitations. From the physician’s experience in 
dealing with many cardiac patients will come 
practical guidelines for each patient that he en¬ 
counters. The counselor can use this information 
to obtain the best type of employment within 
the limitations of the disability. 

A patient’s return to employment is initially 
sought in some capacity related to his previous 
occupation. If the working conditions and de¬ 
mands can be altered so that he can return safely, 
quite often he can use skills that he already has. 
This results in a great conservation of skilled 
craftsmen and ordinarily insures a wage com¬ 
parable to that earned before the onset of the 
disability. 

When the patient is unable to return to his 
former employment because of the strenuous 
physical demands, the rehabilitation counselor 
attempts to help him use the existing skills in 
a related industry. Again this results in the con¬ 
servation of the skill and, usually, a higher start¬ 
ing wage. 
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MARLOW HEIGHTS MEDICAL CENTER 


Adjacent to Suites available for 

Capital Beltway immediate occupancy 

A medical building striking in appearance and architectural design that meets the 
most demanding requirements of doctors and dentists 
for prestige, working efficiency and comfort. 

FOR INFORMATION CALL OR WRITE TO .. . 

GA-LA CORPORATION 

4302 St. Barnabas Road, S.E. Washington, D. C. 20031 Phone 423-1423 


When a person cannot return to some phase 
of his former employment, the vocational re¬ 
habilitation counselor then determines the poten¬ 
tial and possibilities for retraining to develop a 
skill that will enable the cardiac patient to secure 
satisfactory job placement. If training is not 
indicated because of age, ability, or interest, di¬ 
rect placement efforts are initiated to effect em¬ 
ployment in a job commensurate with the cardiac’s 
physical capabilities. 

Vocational rehabilitation thus offers to a phys¬ 
ician an extension of his services to effect the 
total rehabilitation of his patient. Hopefully, the 
physician will welcome this assistance in coun¬ 
seling as his demands from acute illness neces¬ 
sarily limit his participation in detailed and con¬ 
tinuous counseling of each recuperating cardiac. 
A close relationship should exist between the 
physician and the counselor so that employment 
demands can be appraised objectively in the light 
of each patient’s physical condition. With this 
cooperation, a more orderly resumption of occu¬ 
pational duties will result, and a contributing 
member will be restored to society. 


LEAFLET FOR SODIUM RESTRICTED 
PATIENTS 

The first of three simplified leaflets based 
on the Heart Association’s sodium-restricted 
diet booklets is now available to physicians 
and other professional workers. Like the book¬ 
lets, it may be obtained by patients only if 
they present a physician’s prescription. It is 
available from local Heart Associations. 

Entitled “Sodium Restricted Diet, 500 Milli¬ 
grams,” the leaflet was developed in coopera¬ 
tion with the Heart Disease Control Program 
of the U. S. Public Health Service and The 
American Dietetic Association. Although the 
diet is the same, the leaflet contains less 
detail than the 56-page booklet from which it 
was adapted. Completely unfolded, it becomes 
a 20x14 inch chart suitable for posting in the 
kitchen. In addition to the daily diet plan and 
food lists, the leaflet carries important in¬ 
formation on sources of sodium, shopping and 
cooking, eating out, and seasonings. 


94 


Maryland State Medical Journal 













makes sleep irresistible 

nidar 

EACH TABLET CONTAINS: 

Pentobarbital Sodium. 25 mg. 

Secobarbital Sodium. 25 mg. 

Butabarbital Sodium.7.5 mg. 

Phenobarbital. 7.5 mg. 

(WARNING: MAY BE HABIT FORMING) 


ARMOUR PHARMACEUTICAL COMPANY 
Chicago, Illinois, U.S.A. 
















rvidar 


Sleep comes easy...lingers...departs naturally 
Gentle doses of 4 barbiturates assure uninterrupted sleep 
2 barbiturates act fast...in 20 to 30 minutes 


2 long-range barbiturates come into play 
to sustain sleep for up to 8 hours 

Tiny amounts of individual barbiturates 
means Nidar is well tolerated 


Patients enjoy a refreshing, clear-headed wake-up 


makes sleep irresistible 



IN 

EACH TABLET CONTAINS: 


Pentobarbital Sodium. 25 mg. 

Secobarbital Sodium. 25 mg. 

Butabarbital Sodium. 7.5 mg. 

Phenobarbital. 7.5 mg. 


(WARNING: MAY BE HABIT FORMING) 

Dosage: One or two tablets, one-half hour 
before bedtime. 


Indications: For night-time sedation and refreshing 
sleep up to eight hours. 

Contraindications: Patients sensitive to barbiturates. 
Use with caution in the presence of moderate to severe 
hepatic disease. 

Supplied: Bottles of 100 tablets. 

CAUTION: Federal law prohibits dispensing without 
a prescription. 




ARMOUR PHARMACEUTICAL COMPANY 
Chicago, Illinois, U.S.A. 





































REHABILITATION SECTION DOUGLAS G. CARROLL M.D. 

BALTIMORE CITY MEDICAL SOCIETY, EDITOR 


THE HEART ASSOCIATION OF MARYLAND 

AND ITS CHAPTERS 


Where patients with heart and circulatory dis¬ 
eases are concerned, the Heart Association of 
Maryland and its local chapters should be counted 
as a first resource. Chapters are located in Cum¬ 
berland, Hagerstown, Frederick, Kensington, 
Riverdale, Bel Air, Easton, Salisbury, and Balti¬ 
more. 

Most prominent among the services available 
to practicing physicians through the Heart Asso¬ 
ciation are: 

1. Work Evaluation Unit.—On physician 
referral, through his local Heart Association 
chapter, a patient is given an appointment for 
evaluation at this unit, located in Baltimore, 
to determine his work capacity in relationship 
to his occupational potential. There is no 
charge for this evaluation, which includes a 
medical work-up by a cardiologist, interviews 
and evaluations from a psychiatrist, vocational 
counselor, and medical social worker. After a 
joint team conference, a work prescription and 
recommendations are discussed with the pa¬ 
tient and formally reported to the referring 
physician. 

2. Loan Closet.—Sick room equipment such 
as hospital beds, bed sides, commodes, and 
wheelchairs are available through local Heart 
Association chapters if, in the opinion of the 
physician, it would create a hardship for the 
family to rent or purchase such equipment. 


3. Rheumatic Fever Prophylaxis. — The 
Heart Association maintains a registry of 
rheumatic fever patients in Maryland. A phys¬ 
ician may register such a patient by filling in 
a form provided by the Association. Patients 
who would find it a financial burden to pay 
the commercial rate for penicillin or sulfa¬ 
diazine may be referred. Upon referral, the 
Heart Association sends a card to the patient 
which he uses in applying to the local phar¬ 
macy for low-cost penicillin. In this instance, 
also, the Heart Association relies upon the 
physician’s judgment as to the patient’s finan¬ 
cial eligibility. 

4. Information Services.—The Heart Asso¬ 
ciation carries an up-to-date file on community 
resources for the cardiac patient. Information 
is available to physicians, their patients, and 
their families on such subjects as occupational 
therapy in the home, meals on wheels, finan¬ 
cial assistance, and home nursing care. If a 
question is asked on which the Heart Associa¬ 
tion has no information, a concerted effort is 
made to find the answer. 

5. Educational and Informational Litera¬ 
ture.—Pamphlets, brochures, leaflets, and wall 
charts are available to the physician, upon 
request, to help him inform his patients and 
their families about the diagnosis, manage¬ 
ment, and prognosis. A catalog of these pub- 
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LOCAL HEART CHAPTER DIRECTORY 
Metropolitan Baltimore 
Heart Association of Maryland 
415 N Charles Street 
Baltimore 21201 
I 685-7074 

President, Lester E. Burnham 

Allegany-Carrett County Heart Assn. 

105 South Center Street 
Cumberland 21501 
Parkview 4-4011 
President, C. Glenn Watson, Jr. 

Heart Association of Washington County 
148 North Potomac Street 
Hagerstown 21740 
Regent 9-1022 
President, Gilbert P. Bohn 

Heart Association of Harford County 
Lutz Building, 6 N Main Street 
Bel Air 21014 
i Terrace 8-7200 

President, Wallace Cray 
Montgomery County TB & Heart Assn. 

3746 Howard Avenue, P.O. Box 86 
| Kensington 20795 
949-3377 

President, Hon. Ralph C. Shure 
| Heart Association of Southern Maryland 
6216 Baltimore Boulevard 
| Riverdale 20840 
Appleton 7-1779 
President, Page C. Jett, MD 

| Heart Association of Lower Eastern Shore 1 
1523 Edgemore Avenue 
Salisbury 21801 
Pioneer 2-4324 
President, Robert L. Cruse 

Heart Association of Upper Eastern Shore 

41 East Dover Street 

Easton 21601 

Talbott 2-2880 

President, Miss Elizabeth Core 

Frederick County Heart Association 

116 East Patrick Street 

Frederick 21701 

Monument 3-3189 

President, B. O. Thomas, Jr., MD 


lications is available upon request. Some of 
the most called-for publications are: 

FOR THE PHYSICIAN’S REFERENCE 

Examination of the Heart 
Part one: History Taking 

Part two: Inspection & Palpation of 

Venous and Arterial Pulses 
Part three: Inspection and Palpation of 
the Anterior Chest 

Diagnosis and Management of Stroke 
Training of Ambulance Personnel in Cardio¬ 
pulmonary Resuscitation 
Therapeutic Classifications 

FOR THE PATIENT ON 
PRESCRIPTION OR 
PHYSICIAN REFERRAL 

Up and Around (rehabilitative exercises and 
ADL) 

Planning Fat-Controlled Meals for 1200 and 
1800 Calories 

Planning Fat-Controlled Meals for Unrestricted 
Calories 

Your Mild Sodium Restricted Diet 
Your 500 mg Sodium Restricted Diet 
Your 1000 mg Sodium Restricted Diet 

FOR THE PATIENT 

Aphasia and the Family 
Strokes—A Guide for the Family 
Do It Yourself Again (an explanation of and 
catalog of self-help devices) 

What You Should Knozu About Rheumatic 
Fever 

Heart Attack 
Congestive Heart Failure 
Varicose Veins 
Coronary Atherosclerosis 
Congenital Heart Disease 
After a Coronary 

6. Scientific Sessions for physicians, nurses, 
and paramedical personnel to bring the latest 
techniques to current medical practice. 

7. Training in Cardiopulmonary Resuscita¬ 
tion for hospital teams, high risk industries, 
and key industrial personnel. 

If there are other areas in which you think 
that the Heart Association might suitably be 
of service, your comments will be welcome. 
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The discomforts of 

DIARRHEA 

MUCOUS COLITIS 
DIVERTICULITIS 
SPASTIC URETERITIS 

BLADDER S 

♦ * • are relieved by direct musculotropic action with 


Trocinate 

BRAND THIPHENAMIL HC1 


Available in 100 milligram pink sugar-coated tablets. 


The high therapeutic index permits dosage sufficient to relieve 
spasm promptly. The usual initial dose is 4 tablets. Maintenance dosage 
is usually one or two tablets 4 times a day. 



Trocinate BRAND THIPHENAMIL HC1 

BETA-DIETHYL AM INOETHYL DIPHENYLTHIOACETATE HYDROCHLORIDE 

. . . directly relaxes smooth muscle spasm 
. . . combats hypermotility 
. . . non-mydriatic — may be used in glaucoma 

Trocinate (Thiphenamil HC1) has been found in three clinical studies, (J. Mo. 
Med. Assoc., 48:685-6; Med. Rec. & Annals, 43:1104-6; J. Urol., 73:487-93), 
to be effective and to be free of side-effects. Fifteen years of wide clinical usage has 
affirmed the safety and effectiveness of Trocinate. 
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WILLIAM P. POYTHRESS & COMPANY, INC., RICHMOND, VIRGINIA 
Manufacturers of ethical pharmaceuticals since 1856 
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new from Ames 
5 basic uro-analytical 
facts in 30 seconds 


Labstix- 

BRAND REAGENT STRIPS 

...broadest urine screening possible from 
a single reagent strip 

Urine test results with Labstix Reagent Strips can represent 
significant guides to differential diagnosis or therapy In many 
conditions. An unexpected “positive” may enable you to detect 
hidden pathology —long before more recognizable symptoms 
become evident. Negative results, which permit you to rule out 
abnormalities in a broad clinical range, can serve as baseline 
values for reference in future examinations. The 5 colorimetric 
test areas encompassed on Labstix Reagent Strips are: 

pH -values are read numerically in the essential range 
of pH 5 to pH 9. 

Protein— results are read either in the “plus” system or in 
mg. % in amounts approximating “trace,” 30,100, 300, and over 
1000 mg.%. 

Glucose — provides a “Yes-or-No” answer for urine “sugar spill.” 

Ketones- detects ketone bodies in urine -both acetoacetic 
acid and acetone. Reacts with as little as 5 to 10 mg. % 
of acetoacetic acid. 

Occult Blood-specific test for intact red cells, hemoglobin or 
myoglobin. Results are read as negative, small, moderate or large 
amounts. 

Now a Clear Reagent Strip of Firm Construction 
...facilitates handling during testing procedure. Excellent color 
contrast made possible by the clear plastic strip, together with the 
clearly defined color charts provided, permits precise, reproducible 
colorimetric readings in all 5 test areas. A more definitive inter¬ 
pretation of uro-analytical facts is made possible. 

Available: Labstix Reagent Strips, bottles of 100 (color charts 
are supplied with each bottle). 


Ames Company, Inc., Elkhart, Indiana ames 



081(8 












President—James A. Lyon, Jr., MD Editor—Donald A. Wo Ifel, MD 

RADIOLOGY FOR THE 
MEDICAL STUDENT 

A Clinical Experience 


Medical education in the United States has 
been in a phase of transition since World War 
II, with many traditional teaching methods being 
replaced by radical new approaches. The under¬ 
graduate teaching of radiology has undergone 
many metamorphoses during this period. When 
one considers that today there is scarcely a 
human disease in which the science of radiology 
is not employed in its diagnosis or treatment and 
that the accuracy of radiologic diagnosis is ex¬ 
ceeded only by microscopic examination of the 
disease tissue involved, there can be no argument 
that radiology should occupy an important posi¬ 
tion in the education of the medical student. Just 
what the student should be taught and how it 
should be taught is a matter of controversy and 
varies from almost nothing in some medical 
schools to a sizeable part of the curriculum in 
others. 

Rigler has offered three fundamental objec¬ 
tives for a good undergraduate teaching program 
in radiology: 1) to produce good doctors by 
teaching students the maximum utilization of 
radiology in the care of their patients, 2) to 
elevate the status of radiology as a specialty, and 
3) to obtain the best young physicians for resi¬ 
dency and graduate training programs. 

Every physician is charged with the responsi¬ 
bility of being a teacher, and the radiologist even 
more so when one considers the potential of radi- 


JOHN M. DENNIS, MD 
Professor and Head, Department of Radiology, 
University of Maryland School of Medicine 

ology as a teaching discipline. That radiology 
is an ideal medium for dissemination of the basic 
science program is widely recognized, but it is 
in the clinical years that differences of opinion 
as to how much or how little should be taught 
become apparent. There are three basic con¬ 
cepts as to the amount of radiology that should 
be taught a medical student: 1) only that radi¬ 
ology exists and has certain usefulness in the 
diagnosis and treatment of disease, 2) the indi¬ 
cations for the use of radiology, its possibilities, 
its limitations, and its dangers, and 3) as much 
radiology as possible, assuming that the more 
he knows about it the more he will appreciate 
its possibilities and limitations. 

The status of radiology in American medical 
schools has suffered because many academic radi¬ 
ologists have accepted an excessive service func¬ 
tion with neglect of their teaching and research 
responsibilities. Rapid increase in demands for 
more sophisticated time-consuming diagnostic 
radiologic studies have overtaxed the facilities 
and qualified professional personnel in many 
academic departments. Contact between the 
radiologists and students is infrequent, and the 
teaching functions of the radiologists have been 
assumed by members of other better staffed 
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clinical departments, tending to diminish the 
status of radiology among the medical special¬ 
ties. In those areas where the radiologist does 
little teaching, the standing of radiology is low. 
Academic radiologists have an obligation and 
duty to develop in the minds of medical students 
during their formative years that radiology is 
best practiced by the radiologists. 

As the youngest of the major medical special¬ 
ties, radiology does not hold a high priority for 
time in the curriculum. Many schools are reluc¬ 
tant to make drastic curriculum changes, as many 
clinicians believe that radiology can best be taught 
as an integrated program closely related with 
other scientific disciplines and thus does not re¬ 
quire a large separate block of time. The dis¬ 
parity between time given to anatomy and some 
other subjects and that given to radiology is 
deplorable when one considers the greater use 
made of radiology in clinical practice. 

As a visual science, radiology is an excellent 
discipline in which to accentuate the teaching of 
anatomy, physiology, and pathology. Conse¬ 
quently, most American medical schools have a 
good integrated program of radiologic teaching 
in conjunction with these basic science depart¬ 
ments. These same schools, however, offer the 
student little clinical training in radiology, par¬ 
ticularly from radiologists, because of the exces¬ 
sive work load of the department and because 
other clinicians consider themselves to be excel¬ 
lent radiologists who can best instruct the student 
in radiology as an integral part of their clinics 
and conferences. This is not true. While some 
physicians, such as urologists and gastroenterolo¬ 
gists, may be extremely capable radiologists in 
their own sphere of activity, they are not com¬ 
petent in all of the body systems. Medical stu¬ 
dents are taught that they must take care of the 
“whole patient,” but in most instances, they are 
not being taught to do so from a radiologic 
standpoint. Even when radiologists are available 
at joint conferences to present and discuss the 
radiologic manifestations of a specific case or 
disease, this method of teaching is ineffectual 
for the undergraduate medical student. The stu¬ 
dent sees the particular findings demonstrated 
but is seldom put in the position of having to 
interpret or make a decision on these radiologic 
findings. 


Because of the shortage of staff personnel, 
new teaching methods are being studied in some 
academic departments. Foremost of these is pro¬ 
grammed teaching. While its superiority to more 
classical methods has not been proved, it is an 
effective method of teaching. 

To provide good training in radiology for a 
medical student in his clinical years and to arouse 
his interest in it, it should be taught as a clin¬ 
ical subject the same as medicine, surgery, and 
obstetrics. The student must be given responsi¬ 
bility, when possible, for the radiologic evalua¬ 
tion of patients. To best meet this responsibility, 
the student should be assigned full time in radi¬ 
ology department for a period of time so that 
he can see radiology from the standpoint of the 
radiologist rather than as an observer at clinical 
conferences. Here, the student can be taught how 
to analyze the various radiologic studies and 
how to inteq^ret the findings in making diagnoses. 
There should be a mandatory and an elective as¬ 
signment in the department. This, of course, will 
require more professional personnel, and the 
medical schools must accept this additional finan¬ 
cial responsibility. 

For the past 10 years, we have been trying to 
make radiology a clinical experience for our third 
and fourth year medical students. On the basis 
of yearly student evaluation of the teaching in 
every clinical department, we think we have at¬ 
tained our goal reasonably well. A brief descrip¬ 
tion of our program may be useful. 

A series of 24 lecture-demonstrations is pre¬ 
sented to the third year students, in small groups, 
covering the routine studies of the major body 
systems with a review of the normal anatomy 
and the commonly encountered lesions in each 
system. Five lectures on the basic principles of 
radiation therapy are also presented. 

The fourth year students obtain clinical orien¬ 
tation in radiology. They have a scheduled as¬ 
signment in the department, in groups of five 
or six, for a two-week period. During this time, 
on a rotational basis, the students 1) accompany 
the senior and resident staffs on fluoroscopy, 
2) “walk the floor,” interviewing and taking a 
history from all outpatients and then reviewing 
the radiographs with a staff radiologist, 3) ob¬ 
serving, assisting with, and even performing 
special procedures, and 4) spending time in the 
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reading rooms with the staff radiologists going 
over the current cases, discussing the radio- 
graphic findings, and trying to correlate them 
with the clinical and expected gross pathologic 
findings. Daily noon time conferences are held 
with the students to review routine cases such 
as gastric ulcers, lung diseases, and heart disease. 
The students are also expected to review a stu¬ 
dent teaching file of select cases of the common 
disease entities in correlation with recommended 
reading assignments. 

A one-month elective course in radiology of¬ 
fers fourth year students a more expanded pro¬ 
gram in clinical radiology. Since most of the 
students choosing an elective in radiology have 
already had the compulsory assignment, they are 
treated almost as first year residents. Under staff 
supervision, they are allowed to fluoroscope a 


few chests, interpret emergency room cases, and 
assist with and perform special procedures such 
as arteriography and lymphangiography. This 
elective has been popular with our students and 
has allowed us to screen the likely candidates for 
residency training. Several of our current resi¬ 
dents became interested in radiology during their 
assigned or elective period in the department. 

Undergraduate teaching in radiology should be 
a clinical experience for the student. Radiologists 
must wholeheartedly accept their responsibilities 
as teachers and impress on students that radiol¬ 
ogy is best practiced by radiologists. It should 
not be the aim that the end-product of a good 
educational experience in radiology be a neophyte 
radiologist, but a physician with a good under¬ 
standing and appreciation of the role of radiology 
in clinical medicine. 
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Blueprint for dealing with tension due to stress —Prolixin—once-a-day 

For the patient who must be on the job mentally as well as physically, prescribe 
Prolixin. The prolonged tranquilizing action of as little as one or two mg. helps 
him cope with tension all day long. Markedly low in toxicity and virtually free 
from usual sedative effects, Prolixin is effective in controlling both anxiety 
associated with somatic disorders and anxiety due to environmental 
or emotional stress. Patient acceptance is good — because Prolixin 
is low in cost, low in dosage and low in sedative activity. Prescribe 
Prolixin. 

Side Effects, Precautions, Contraindications: As used for anxiety and tension, side 
effects are unlikely. Reversible extrapyramidal reactions may develop occasionally. In 
higher doses for psychotic disorders, patients may experience excessive drowsiness, visual 
blurring, dizziness, insomnia (rare), allergic skin reactions, nausea, anorexia, salivation, 
edema, perspiration, dry mouth, polyuria, hypotension. Jaundice has been exceedingly rare. 
Photosensitivity has not been reported. Blood dyscrasias occur with phenothiazines; routine 
blood counts are recommended. If symptoms of upper respiratory infection occur, discon¬ 
tinue the drug and institute appropriate treatment. Do not use epinephrine for hypotension 
which may appear in patients on large doses undergoing surgery. Effects of atropine may 
be potentiated. Do not use with high doses of hypnotics or in patients with subcortical 
brain damage. Use cautiously in convulsive disorders. Available: 1 mg. tablets. Bottles of 
50 and 500. For full information, see Product Brief. 
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From the Subcommittee on Alcoholism of the Medical and Chirurgical Faculty of the State of Maryland 


Alcohol and the Cardiovascular System 
A Survey of Some Recent Observations 


The physician is often besieged by patients’ ideas 
that alcohol has some beneficial effect on heart 
conditions. The most persistent idea is that alco¬ 
hol may be a useful coronary dilator. Probably 
this belief arises from the fact that the analgesic 
effect of alcohol obtunds the pain of angina 
pectoris to a limited extent. The anti-anxiety 
effect of alcohol is a possible synergistic factor. 
Analogous reasoning may suggest that since alco¬ 
hol dilates blood vessels in the skin it might be 
expected to do so in the heart. 

These poorly founded concepts about the ac¬ 
tion of alcohol on the heart are difficult to lay 
to rest by even the best of repeated scientific 
experiments. All types of direct evidence have 
shown only a depressing action of alcohol on 
the contraction of heart muscle. In the Master 
2-step exercise test, when the characteristic 
changes in the RS-T segments and T-waves of 
the electrocardiogram are used as an index of 
the oxygen supply to the heart, alcohol does not 
show the same beneficial action as nitroglycerin 
even though alcohol relieves the pain in anginal 
patients. 1 Direct measurements in situ on the 
exposed heart of coronary blood flow in dogs 
have also failed to show suitable increases in 
blood supply. 2 

Although it can be shown in isolated hearts 
that very high concentrations of alcohol (250- 
400 mg/100 ml) cause a slight increase in coron¬ 
ary blood flow, these results cannot be extrapo¬ 
lated to the intact heart, since the systemic 


EDWARD B. TRUITT, JR., PhD 
Department of Pharmacology, 

University of Maryland School of Medicine 

pressure and hence the coronary perfusion pres¬ 
sure drop while the work of the heart is in¬ 
creased. 3 In another study it was found that this 
increased work by the heart occurs with even 
smaller amounts of alcohol than those required 
to lower the general blood pressure and that some 
of the dogs actually died from cardiac rather than 
respiratory failure. 4 The increase in heart rate 
during exercise is much greater after taking 
ethyl alcohol than during the same amount of 
work in a sober condition. 5 

The final picture of the effects of alcohol on 
the heart is seen on autopsy of heavy drinkers. 
There is an enlargement of the heart, an accu¬ 
mulation of fat, and other characteristic changes 
which are labeled by the pathologist as alcoholic 
cardiomyopathy. 6 These distinctive alterations are 
unrelated to nutritional status. Wendt, 7 in a pre¬ 
liminary report, ruled out the idea of vitamin or 
food deficiencies as the cause by placing alco¬ 
holics on an adequate diet with a high level of 
vitamin supplements. He believes that heart 
changes can be detected earlier than the appear¬ 
ance of such obvious symptoms as x-ray or ECG 
changes by measuring changes in two enzymes, 
aldolase and lactic dehydrogenase. These and other 
enzymes are not normally released by the heart 
at rest or during light exercise, and their appear- 


March, 1966 


105 







CALL 

TONGUE, BROOKS & COMPANY 


FOR YOUR BEST ADVICE ON 


professional 


i nsu ranee 


THE ONE POLICY APPROVED BY 
THE MEDICAL AND CHIRURGICAL FACUf 


LESS RED TAPE 


BETTER SERVICE 


TONGUE, BROOKS & COMP 

213 St. Paul Place • Baltimore, Maryland 2 DC 
SA. 7-7171 


•iUMIIIIIIIIIIIIIIIIUIUMIIIIMIIIIIIIIIIIIIIIIIIIHIIMIIMIIIIIIIIIIIimilllllllllllllllllllllllllllllinilllllllllllllllllllllllllllllllimillllMIIMIIIIIIIIIIIIIIIIMIIIIIIIIIll 


IIIIIIIIIIIIIIIIIM 


ance in the serum of alcoholics suggests a meta¬ 
bolic derangement of the heart cells. 

Ferrans et al 6 observed damage in the heart 
cells to the mitochondrial particles which contain 
these enzymes and are responsible for most of the 
energy supply of the cell. This mitochondrial 
damage may be the fundamental lesion in alco¬ 
holism. Previous work in this department has 
shown that acetaldehyde produced in the oxida¬ 
tion of alcohol has a potent inhibitory effect on 
mitochondrial energy mechanisms while ethanol 
is ineffective directly even in fatal concentra¬ 
tions . 8 A more recent study, still under way, 
indicates that many alcoholics develop higher 
blood levels of acetaldehyde than more moderate 
drinkers . 9 

All of these studies point to the inevitable con¬ 
clusion that alcohol is just not good for the heart 
in any measurable way. It seems possible that in 
certain persons in whom emotional causes of 
high blood pressure are relieved by small doses 
of alcohol that a limited amount might be bene¬ 


ficial. Certain other circulatory disorders, such 
as Buerger’s disease and other arterial spasms, 
might be helped, but better drugs are available 
for all of these conditions. A dose of brandy 
has a time-honored place as a reflex stimulant to 
the circulation, but in general it is difficult to 
establish a worthwhile case for rational use of 
alcohol on the circulation. 
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Childhood Asthma and Mental Retardation 


The incidence of childhood asthma was inves¬ 
tigated in a series of 400 consecutive outpatients 
seen at the Children’s Psychiatric Research In¬ 
stitute, London, Ont., between January 1961 and 
January 1962. Of this number 380 were men¬ 
tally retarded and 20 were of normal intelligence. 
Health histories for each child were obtained in 
the following ways: (1) A questionnaire was 
filled in at home by the parents before coming to 
the clinic. (2) A full health history of the child 
was obtained by the attending physician during 
the first day-long session and this was supple¬ 
mented by a session with the social worker. (3) 
Further information about the child and the fam¬ 
ily was obtained by the doctor and social worker 
during the four or five sessions that took place 
in the ensuing six months. The incidence of 
asthma among the parents was also ascertained; 
the finding was later double-checked over the 
telephone by the author and by a voluntary 
worker in contact with the parents and the doc¬ 
tor concerned. 

RESULTS AND COMMENT 

Of our 400 children, two were reported to 
have chronic asthma. One of these had an in¬ 
telligence quotient of 108 and the other of 78. 
This places them both above the mental retarda¬ 
tion level. Of the 380 mentally retarded children 
not one gave a history of asthma. 

In school children in Birmingham, England, 
Smith 1 found an overall prevalence of asthma of 
1.76 per 100 persons. On this basis we expected 
six or seven cases among our 400 patients. The 
approximately 800 parents, however, contained 
11 with asthma, which is near the average for 
the general population. 


IDRIS M. GRIFFITH, MD 


DISCUSSION 

Our cases of mental retardation have such 
varied etiologies that it is not possible to gen¬ 
eralize to the effect that there is a negative re¬ 
lationship between mental retardation and child¬ 
hood asthma. Guthrie, 2 for example, has reported 
a phenylketonuric child with asthma. 

It is generally recognized that psychodynamic 
factors often play a role in the onset of childhood 
asthma. It may be that the brain-damaged or 
mentally retarded child is unable to partake in 
certain types or degrees of emotional interaction 
between parent and child seen in the normal 
child. In a strictly physical approach one may 
entertain hypotheses concerning possible cortical 
cell deficiencies or biochemical abnormalities. 
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MARYLAND POISON INFORMATION 

CENTER 


The Maryland Poison Information Center has 
been established as a 24-hour, seven-day a week 
service for Maryland physicians. It is sponsored 
by the Maryland State Health Department with 
the financial aid of a beneficient organization. 

The growing variety of medications and toxic 
commercial products and the rapid developments 
in clinical toxicology has created the need for 
a central agency with a comprehensive up-to-date 
library and a staff trained to quickly locate product 
composition and toxicologic data. It is to sup¬ 
plement the present eight Poison Control Cen¬ 
ters: 

1) Baltimore City Hospitals 

2) Johns Hopkins Hospital 

3) Peninsula General Hospital 

4) Sacred Heart Hospital 

5) Sinai Medical Institutions 

6) Suburban Hospital 

7) University of Maryland Hospital 

8) Washington County Hospital 

These were initially sponsored jointly in 1956 
by the Maryland Chapter of American Academy 
of Pediatrics and the State Department of Health 
and will continue to function especially as treat¬ 
ment centers. 

Incoming calls are taken by the medical secre¬ 
tary or one of the pharmacists who have been 


intensively trained in the past six months to 
handle requests for technical information. Should 
the inquiring physician wish medical consultation, 
physicians experienced in current clinical toxicolo¬ 
gy are always on call. 

The aims of the Center are to give more indi¬ 
vidualized and improved patient care and to 
stimulate future toxicologic research through up- 
to-date and easily accessible information for 
physicians. It is also hoped through data collec¬ 
tion to increase recognition of etiologic situations 
and stimulate more prevention programs for 
the public. 


In suspected cases of poisoning call Dl 2-0800 
for the following information: 

1) Toxicology and pharmacology of drugs, 
chemical substances and household prod¬ 
ucts 

2) General formularies 

3) Tests for identification of toxic substances 

4) Medical consultation for poisoning cases 

5) Abstracts of clinical toxicology articles 

6) Available treatment and laboratory facili¬ 
ties 
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3y providing combined anorexigenic-tranquilizing action, 
BAMADEX SEQUELS Capsules help your nonshrinking 
patients to establish new patterns of eating less. The am¬ 
phetamine component suppresses the appetite, while the 
meprobamate helps allay nervousness and tension. And for 
most patients, the sustained release of the active ingredients 
provides convenient one-capsule-a-day dosage. 

Side Effects commonly associated with either compo¬ 
nent are possible but, to the extent these are dose-related, 
they should normally be mild and infrequent, since the 
total dosage of each component on the usual one-capsule- 
daily regimen is quite low. Also, the sedating effect of 
meprobamate and the stimulating effect of d-amphetamine 
sulfate tend, to some extent, to cancel each other out. Ad¬ 
verse effects not peculiar to either component have not 
been reported. Side effects associated with d-amphetamine 
sulfate include: insomnia, excitability, increased motor 
activity, confusion, anxiety, aggressiveness, increased li¬ 
bido, hallucinations, rebound fatigue, depression, dry 
mouth, anorexia, nausea, vomiting, diarrhea and increased 
cardiovascular reactivity. Effects associated with meproba¬ 


mate include: skin rash, nonthrombocytopenic purpura 
with petechiae, ecchymoses, peripheral edema, fever and 
transient leukopenia; also, very rarely, fainting spells, angi¬ 
oneurotic edema, bronchial spasm, hypotensive crisis, 
anuria, stomatitis, proctitis and anaphylaxis. Other serious 
effects have occurred after concomitant administration of 
meprobamate and other drugs. Massive overdosage may 
produce grave effects. 

Precautions: BAMADEX SEQUELS should be given 
only under close supervision to patients hypersensitive to 
sympathomimetic drugs, with cardiovascular or coronary 
disease or who are severely hypertensive; to emotionally 
unstable persons and to epileptics. Patients should be 
cautioned not to drink alcoholic beverages while on the 
drug, and not to drive vehicles if they become drowsy. In 
all patients kept on the drug for long periods, the drug 
should be withdrawn gradually to avoid possible serious 
reactions. 

Contraindications: Hyperexcitability, agitated prepsy- 
chotic states and a history of previous reactions to mepro¬ 
bamate. 
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d-amphetamine sulfate (15 mg.) Sustained Release Capsules 
and meprobamate (300 mg.) 
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BALTIMORE CITY HEALTH DEPARTMENT 


ROBERT E. FARBER, M.D., M.P.H. 
COMMISSIONER 


American Building, Baltimore and South Streets 
Baltimore, Maryland 21202 


752-2000: Extension 307 


Learn To Do Your Part In The Prevention Of Disease 


Highlights of Sanitary Services for 1965 


ENVIRONMENTAL HYGIENE 

The Division of Community Sanitation serv¬ 
iced 2,750 complaints concerned with various 
insanitary conditions and nuisances. Inspections 
of foster homes, day nurseries, hospitals, the 
city water supply, and swimming pools were con¬ 
tinued. Over the last six years, the number of 
pools to be regularly inspected has more than 
doubled to a total of 73. 

The Division of Rodent Control serviced 3,015 
complaints of rodent infestation, investigated 
69 rat bite cases, and took corrective action 
where necessary. Cooperation continued with the 
Urban Renewal and Housing Agency and neigh¬ 
borhood councils in developing rodent control 
programs in specific areas. In addition, programs 
of rodent and insect control training were given 
by the division to the Fort Howard Veterans 
Hospital personnel, to Health Department per¬ 
sonnel of both Baltimore and Frederick counties, 
and to personnel of the city’s Bureau of Building 
Inspection. 

FOOD CONTROL 

In 1965, the Bureau of Food Control made 
13,000 inspections of the 33 types of food estab¬ 
lishments in the city and investigated 800 com¬ 
plaints. A total of 180,000 pounds of food was 
condemned. 

Alleged food poisoning outbreaks decreased 
from 29 in 1964 to 24 in 1965, and only four 
were proved to be foodborne. The food industry 
continued to supplement the work of the bureau 
inspectors with its self-inspection program. 

Three potentially dangerous imported novelties 
were removed from sale in stores. These were 


stuffed baby ducks containing both a pesticide 
and salmonella organisms, highly explosive 
candy-like “cracker balls,” and “ice kools,” plas¬ 
tic drink coolers that were found to contain 
polluted water. 

INDUSTRIAL HYGIENE 

The Baltimore Metropolitan Air Quality Sur¬ 
vey was begun as an official project of the Balti¬ 
more City Health Department, the Maryland 
State Department of Health, and the Baltimore 
and Anne Arundel County health departments. 
This air survey group selected and ordered the 
equipment for monitoring pollutants at six sta¬ 
tions of the Metropolitan Air Quality Network. 

In striving to improve air quality in the city, 
a cooperative agreement was reached with the 
Baltimore City Fire Department on the issuance 
of permits for open burning. 

The bureau continued its measurement of fall¬ 
out radiation in the air and the city’s water 
supply. In addition, 13 veterinary x-ray units 
were surveyed. Four were found to conform to 
state requirements, and nine were required to take 
corrective action. 

No child deaths from lead paint poisoning oc¬ 
curred in the city in 1965. This is the first year 
in which there was no death from this illness 
since 1931, when records of lead poisoning were 
begun. Child lead paint poisoning cases dropped 
to 32, the lowest in 10 years. 

MEAT INSPECTION 

The Bureau of Meat Inspection personnel 
supervised the processing of 27,000,000 pounds of 
meat and meat products in both city and county 
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THE PERFECT 
MEMORIAL 


The Lorraine Mausoleum, in Lorraine Park 
Cemetery, Woodlawn, offers the finest and 
most sanitary Memorial (above-ground en¬ 
tombment) to be found in this area. Write 
for free brochure. We shall gladly mail it to 
you. 

TEL: VE 7-0758 OR VE 7-7838 


LORRAINE MAUSOLEUM 
6 E. Franklin St. f Baltimore, Md. 21202 

Gentlemen: Without obligation MAIL me free 
color brochure and full information. 
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processing plants and condemned 797 pounds. 
Of the 203,000 livestock slaughtered, only 251 
whole animals and 25,000 animal parts were 
condemned as unfit for human consumption. On 
one occasion 100,000 pounds of meat suspected 
of spoilage was held for reexamination; however, 
all but 10,000 pounds was approved on reinspec¬ 
tion. 

The bureau also conducted rabies examinations 
in connection with 975 dog bite cases in 1965. 
These were made in cooperation with the City 
Health Department’s Bureau of Communicable 
Diseases and the Municipal Animal Shelter. 

MILK CONTROL 

The problem of pesticides in milk was brought 
under control in 1965. During the year only two 
farms were suspended for unacceptable pesticide 
levels in their milk, and they were reinstated 
when the condition was corrected. In 1965, for 
the first time, all farms had converted from stor¬ 
ing and transporting milk in cans to storing in 
refrigerated bulk tanks and transporting in tank 
trucks to the milk plants. 

The milk industry continued its self-inspection 
system with monthly milk samples tested at cer¬ 
tified industrial laboratories and the results re¬ 
ported to the City Health Department. 

For the 10th consecutive year no instance of 
improper pasteurization of milk was reported. 

Cooperation continued with the U. S. Public 
Health Service and the Maryland State Depart¬ 
ment of Health in testing for radioactive fallout 
materials in milk. No unsafe levels were dis¬ 
covered. 

Robert E. Farber, MD 
Commissioner of Health 
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DEPARTMENT OF HEALTH 



Highlights 


TITLE XVIII CONTRACT SIGNED 

In a contract signed between the State of 
Maryland and the Social Security Administra¬ 
tion, Governor Tawes designated the Health 
Department as the state agency to work with 
the Social Security Administration on Title 
XVIII of Public Law 89-97. This section of 
the Act, which concerns the hospital insurance 
program for all persons over 65, requires cer¬ 
tification of providers of supplemental medi¬ 
cal benefits, such as hospitals, extended care 
facilities, home health agencies, and independ¬ 
ent laboratories. As the agency responsible for 
certification, the Department will verify eli¬ 
gibility of such providers to participate in the 
new Social Security program and will give as¬ 
sistance and consultation to help any who may 
not qualify. 

PROCESSING MEDICAL BILLS 

An increasing backlog of Medical Care bills 
made it necessary last fall to initiate a regular 
four-hour night shift on the accounting ma¬ 
chines. This has increased the average number 
of bills processed by almost 40%. The number of 
bills exceeds 100,000 each month. This interim 
step to keep bills up to date will be continued 
until the new computer is installed. 

MALARIA CASE CONFIRMED 

The alertness of a private laboratory tech¬ 
nician in identifying the parasite Plasmodium 
malariae brought about the quick diagnosis of 
the relatively rare Quartan type of malaria. 


The patient, an adult man, had returned to 
Maryland in November, 1965, after eight 
months in Liberia. The diagnosis was con¬ 
firmed by the State Health Department lab¬ 
oratories, which then referred the blood spec¬ 
imen to the Communicable Disease Center in 
Atlanta. 

RABIES IMMUNIZATION PROGRAM 

After the Health Department recommended 
vaccination of high-risk groups against rabies, 
services were requested by the State Depart¬ 
ment of Game and Inland Fish and the Mary¬ 
land State Veterinary Medical Association. 

The program developed by the public health 
veterinarian is twofold: 1) It offers protection, 
without the risk of horse serum, to people who 
are frequenly exposed to biting animals which 
may be rabid. 2) When these people have be¬ 
come immunized, they may donate blood which 
can be used to make a safer product for treat¬ 
ing others who have been bitten by animals. 

NEW PUBLIC HEALTH NURSING CHIEF 

Mrs. Ruth B. Marggraff, RN T , MPH, has 
been appointed chief, Division of Public Health 
Nursing, succeeding Miss Helen L. Fisk, who 
retired in December after 23 years of service 
with the Health Department. 

Mrs. Marggraff formerly was director of 
public health nursing for the Anne Arundel 
Count)- Health Department. The division 
which she now heads assists local health de¬ 
partments in developing nursing services, 
maintaining standards, recruiting and train- 
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Nursing &V/ Rehabilitative Treatment Center 

operated underthe direct supervision of the Lowry Memorial Medical Center. 

Offering full treatment to the adult physically handicapped, specialized care to the 
senior citizen, and convalescent care to post-stroke and post-operative cases. 
Separate area for cancer patients. All facilities available to private physician. 

Professionally staffed and equipped PhysicalTherapy gymnasium,underthedirect 
supervision of a specialist in physical medicine. There is also an organized 
program of recreation. 

Everything at The Regent is designed to be used by wheel chair patients. 
Adjacent to the Penn-Mar Shopping Center on Marlboro Pike Beltway Exit 34 
Call or write for brochure. Phone 736-1113 
8100 Marlboro Pike, Forestville, Maryland 


THE 


MAKE CRUISE RESERVATIONS NOW! 

Avoid Disappointment 

Call or write 

BALTIMORE 

TRAVEL CENTER 

215 W. Saratoga Street 

Prescribes 3 Outstanding 
Cruise Bargains. 

APR. 7 STATENDAM.12 Days from $370. 

Bermuda, San Juan, St. Croix, St. Maarten, St. Thomas. 
(Netherlands registry) 

APR. 29 VICTORIA.9 Days from $325. 

San Juan, St. Thomas. 

(Liberian registry) 

MAY 21 INDEPENDENCE.23 days from $676. 

Mediterranean Cruise 

(U. S. Registry) 


FREE! UP TO DATE CRUISE BOOK 


Fill in and mail. 

BALTIMORE TRAVEL CENTER 

215 W. Saratoga St. Balto. 1, Md. 

NAME . 

ADDRESS . 

CITY . STATE. 
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ing new personnel, and offering in-service 
nursing education. It also cooperates with pro¬ 
gram directors in initiating programs and 
services. 

Mrs. Marggraff graduated from the San Di¬ 
ego County General Hospital School of Nurs¬ 
ing and was supervisor in the hospital’s ob¬ 
stetrical department for a year and a half. 
She received her BS in nursing from the Catho¬ 
lic University of America and her MPH from 
the University of Pittsburgh. Her 26-year 
career includes experience as a staff nurse in 
the Visiting Nurse Association and as a nurse- 
audiometrist in the Waterbury, Conn., Health 
Department. She was an instructor in the Amer¬ 
ican Red Cross Nurse’s Aide Corps during 
World War II. In 1965, Mrs. Marggraff was 
cited as outstanding woman of the year by the 
Business and Professional Women’s Club of 
Maryland. 

She is the widow of Commander Frederick 
C. Marggraff, Jr., who was stationed at the 
Naval Engineering Experiment Station in An¬ 
napolis during World War II. 



FOR YOUR 
TRAVEL 
NEEDS, 

CALL 
VE 7-3400 

OPEN SEVEN 
DAYS A WEEK 
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Isadore Tuerk, MD, Commissioner Kurt Gorwitz, Statistics Director 


A Midyear Report 

A total of 16,287 patients was treated in 
Maryland’s psychiatric hospitals during the first 
six months of the 1966 fiscal year. The increase 
of 2,051, or 14.4+, during the past four years 
represents a continuation of a long range upward 
trend. Proportionally, it exceeds the increase 
in Maryland’s total population during this period. 

This steady growth has been due mainly to the 
rapid patient turnover resulting from the grow¬ 
ing number of admissions for short term intensive 
treatment for acute disturbances. As indicated 
in the table, both admissions and discharges in¬ 
creased substantially between 1962 and 1966. At 
the same time, the average size of the hospital 
population has remained virtually unchanged. 

Most newly admitted patients are released 
within three months, and nine out of 10 leave 
within one year. Only 5 °/o remain hospitalized 
after two years. This has meant that there is now 
only a moderate buildup in the number of pa¬ 
tients hospitalized continuously for extended 
periods. As former long term patients die or 
are released, they are replaced by a smaller num¬ 
ber of new chronic cases. The net effect of this 
has been that: 

1. The proportion of beds occupied by long 


term patients with chronic illnesses is decreas¬ 
ing while the proportion occupied by short term 
patients with acute disturbances is rising. 

2. The average period of hospitalization of 
newly admitted patients is going down and is 
now much smaller than a few years ago. At 
the same time, the proportion of released pa¬ 
tients who are rehospitalized does not appear 
to have changed. 

3. The average size of the hospital popula¬ 
tion has remained unchanged at the same time 
that the total number of patients treated is 
increasing. However, due to the rise in the 
number of admissions, it too is now beginning 
to go up. 

The implications are important: One, the de¬ 
velopment of community centered programs has 
not yet reached the admissions to state hospitals. 
Further, expansion and coordination of alterna¬ 
tives to hospitalization in a state operated facility 
is therefore essential. It should be clear also that 
patient-staff ratios applicable to a custodial hos¬ 
pital population are not applicable to a patient 
population experiencing a rapid turnover. Con¬ 
tinuing reevaluation and reassessment of needs 
is indicated if adequate service levels are to be 
maintained. 

Kurt Gorwitz 


First Six Months 
of Fiscal Year 

Average Size of 
Hospital Population 

Total 

Patients Treated 

Admissions 

Discharges 

1962 

8,297 

14,236 

2,877 

2,443 

1966 

8,093 

16,287 

4,420 

3,784 

Net change 

-204 

+ 2,051 

+ 1,543 

+ 1,341 

Per cent change 

- 2.5 

+ 14.4 

+53.6 

+54.9 
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In anxiety 
states: 

B and C 
vitamins 
are therapy 


Stress formula vitamins are an important supportive measure in main¬ 
taining the nutritional status of the emotionally disturbed patient. With 
STRESSCAPS, B and C vitamins are present in therapeutic amounts to meet 
increased metabolic demands. Patients with anxiety, and many others under¬ 
going physiologic stress, may benefit from vitamin therapy with STRESSCAPS. 



Each capsule contains: 

Vitamin B i (asThiamine Mononitrate) 10 mg 


Vitamin B 2 (Riboflavin) 10 mg 

Niacinamide 100 mg 

Vitamin C (Ascorbic Acid) 300 mg 

Vitamin B6 (Pyridoxine HCI) 2 mg 

Vitamin B 12 Crystalline 4 mcgm 

Calcium Pantothenate 20 mg 


Recommended intake: Adults, 1 capsule 
daily, for the treatment of vitamin defi¬ 
ciencies. Supplied in decorative “re¬ 
minder" jars of 30 and 100; bottles of 500. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, N. Y. 

1 ’ ' 8241-4 




















Office Tidiness—A Continuous Chore 


This article originally appeared in Physician’s 
Management, October, 1962. It zvas presented as 
a fall office cleaning idea. We now present it as a 
suggestion for spring office cleaning. 

When’s the last time you thoroughly cleaned 
the office and cleared out the excess baggage? 
While everyone knows that keeping the office 
neat is a daily problem, a more thorough effort 
should be made at least once a year. You should 
set aside a time each year to be sure this is done 
in as orderly and least harassing method as pos¬ 
sible. 

Have you innocently opened the closet next to 
the examining room recently and a box of mis- 
cellania cascaded down from the top shelf? If 
so, you have probably reached a critical state in 
your twentieth-century American life; the stage 
when you simply own too much. 

The squeeze doesn’t usually start until after 
several years of practice. Then it moves inexor¬ 
ably toward a climax. Here are some simple 
tests. 

Can you walk across your reception room 
without noticing an excess of magazines, crooked 
pictures, or dusty window sills ? 

Have you permitted extra umbrellas, coats, and 
hangers to accumulate in the waiting room closet 
or the one you and your aides use? 

Does your drug room or storage closet look 
like an oversized, disorganized, overstocked house¬ 
hold medicine cabinet? 

Is there a heap of medical journals, miscel¬ 
laneous junk mail, and the like in the office? 

There are more questions, but if your answers 
are unfavorable so far, it is time to employ a 
few remedies to solve this problem. 


WILBURN L. McCLURE, Jr. 

There is only one real cure: clear out the un¬ 
needed items and clean up your office. Sift through 
that accumulation of clutter for what you really 
need. The best way is to pretend you are going 
to move and have to pack everything in cartons 
for the truckers. Place one big carton in the 
center of each room, top open. By the time you 
have dragged out the nearly empty tissue boxes, 
irreparably broken instruments, outdated drug 
samples, old magazines, and so on, you should 
have developed sufficient despair to do a good job 
of chucking things into the cartons. 

Once the cartons are filled, have the janitor 
pick them up immediately and haul away. 
Do not. by any means, give in to the temptation 
to hold them in the office “just overnight.” If 
you allow them to remain, odds are that half 
the stuff will be right back where it came from 
in the morning. 

George Bernard Shaw said, “The more a man 
possesses, the more careworn he becomes.” How 
true! 


OFFICE SPACE 

for 

PHYSICIAN OR DENTIST 

611 Park Avenue 

parking facilities 

IDEAL DOWNTOWN LOCATION 
CHOICE OF SIZES 

NEW BUILDING. ALL MODERN CONVENIENCES 

For Leasing Information 
CALL 10 A.M. to 3 P.M. 752-1488 
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The eleventh annual luncheon and fashion 
show of the Woman’s Auxiliary to the Mont¬ 
gomery County Medical Society, held at the 
Regency Ballroom of the Shoreham Hotel on 
November 2, earned more than $1,800 for the 
auxiliary’s scholarship funds for medical and 
nursing students. 

Carrying out the theme of “Fashion Fire¬ 
works,’’ red fire crackers adorned the tables, 
and a large red rocket dominated the center 
of an x-shaped runway. Fashions illustrated 
“Rockets Red Glare,’’ “Sports Explosion,’’ 
“Shoot the Moon,” and “Flares in the Night.” 


Left to right: Jackson 
Weaver, of Radio Station 
WMAL; Mrs. James A. Rob¬ 
erts, president of the Wom¬ 
an’s Auxiliary to the Mont¬ 
gomery County Medical 
Society; Mrs. Richard E. 
Lukes, luncheon chairman 
and president-elect; and 
Frank Harden, of Radio Sta¬ 
tion WMAL. 




worthy contribution to humanity through the 
promotion of international medicine, coopera¬ 
tion, understanding, good will and improved 
health standards.” 

Honored guests included John P. Haberlin, 
MD, president of the Montgomery County Medi¬ 
cal Society; Mrs. Martin E. Strobel, president of 
the Woman’s Auxiliary to the Medical and 
Chirurgical Faculty of the State of Maryland; 
Mrs. Hugh O. Fulcher, president of the Wo¬ 
man’s Auxiliary of the District of Columbia; 
Mrs. William H. Stewart, wife of the Surgeon 
General of the United States; Mrs. Luther L. 
Terry, wife of the former Surgeon General of 
the United States ; the Reverend John O. Hum¬ 
bert, pastor, North Chevy Chase Christian 
Church, and Mrs. William B. Walsh. 

Mrs. Solomon E. Barr 

Publicity Chairman 
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In the grand finale, the models carried spark¬ 
lers. 

The fashion show was staged by couturier 
fashions from the Embassy Room of the Hecht 
Company and featured American and Euro¬ 
pean designs. An ensemble by Sidney furnished 
music, and Frank Harden and Jackson Weaver 
of Radio Station WMAL were masters of cere¬ 
monies. 

Awards were presented to Dr. William B. 
Walsh, founder and president of Project 
HOPE, and Dr. Nicholas P. Dallis, creator 
of the comic strip, “Rex Morgan, MD.” Philip 
Steitz, associate director of the Volunteers in 
Service to America, former managing editor 
of the newspaper syndicate for the “Rex Mor¬ 
gan, MD” comic strip, accepted the award for 
Dr. Dallis. The certificate cited Dr. Dallis’ 
“laudable and noteworthy contribution over 
the years to the field of medicine, to its im¬ 
proved understanding by the laiety and toward 
enhancement of the public image of the physi¬ 
cian.” 

Dr. Walsh was recognized for his “note- 
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Baltimore’s Newest and Finest 

HEALTH SERVICE 

• Viking Sauna Bath (Dry Heat) 

• Steam Bath 

• Swedish Massage 

• Aquassage-Hydro Massage 
• Health Walker 

DOCTOR, you will want to recommend this 
facility to your patients ... A new dimension 
in therapeutic values for relief of fatigue, minor 
aches and pains under scientific supervision. 

Moderate prices • Conveniently located 

GUILFORD TOWERS APARTMENTS 

14 W. Cold Spring Lane, Lobby Suite 116 

Free Parking 
For appointment call 

433-0600 
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THE EXHIBITS—A WORTHY FEATURE OF THE EDUCATIONAL PROGRAM 

of the 

MEDICAL AND CHIRURGICAL FACULTY ANNUAL MEETING 

at the Alcazar 
APRIL 27 and 28, 1966 
TECHNICAL EXHIBITORS 

(as of February, 1966) 


Abbott Laboratories 

Aloe Medical—Division of Brunswick Corp. 

Buchanan Hearing Aid Co.—Dahlberg 
Electronics 

Carnation Company 
Ciba Pharmaceutical Company 
Herbert Cox, Correct Shoes 
Dome Chemicals Inc. 

Encyclopaedia Britannica, Inc. 

Federated Business Services, Inc. 

Flint Laboratories 
Fuller Pharmaceutical Company 
Geigy Pharmaceuticals 
Graymar Company 
Hess Shoes 

Hynson, Westcott & Dunning, Inc. 

Knoll Pharmaceutical Company 
Lederle Laboratories 
Eli Lilly and Company 
Mallinckrodt Pharmaceuticals 
Maryland Blue Cross & Blue Shield Plans 
Maryland Orthotic and Prosthetic Society 
Maryland Pharmaceutical Association 
Mead Johnson Laboratories 
Med-Chi Insurance Trust 
Medco Products Company 
Medical Management 

Mercantile-Safe Deposit and Trust Company 
Merck Sharp & Dohme 

Annual Meeting continued on 


Murray Baumgartner Surgical Instrument Co. 
The National Drug Company 
Nu-Dy-Per Baby Service, Inc. 

Organon, Inc. 

Ortho Pharmaceutical Corporation 

Pfizer Laboratories 

Wm. P. Povthress & Co., Inc. 

Quaker City Pharmacal Company 

A. H. Robins Company 

Roche Laboratories 

The St. Paul Insurance Companies 

Sanborn Company 

Sandoz Pharmaceuticals 

W. B. Saunders Company 

G. D. Searle & Co. 

Skill Surgical, Inc. 

Smith Kline & French Laboratories 
Smith, Miller & Patch, Inc. 

E. R. Squibb & Sons 
Strasenburgh Laboratories 
The Stuart Company 
Syntex Laboratories, Inc. 

U. S. Vitamin & Pharmaceutical Corporation 

The Upjohn Company 

Wallace Laboratories 

William A. Webster Company 

Wyeth Laboratories 

Xerox Corporation 

Convention—April 29-May 4, 1966 
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Call us for 

• EXPERT EVALUATION of Medi¬ 
cal Equipment and Doctors' 
Estates 

• WE BUY & SELL all types of 
used Medical Equipment 

Prices based on current 
market value 

• NIKON MICROSCOPES— 

Sales and Service 

INTERSTATE 

MEDICAL SUPPLY CO. 

1023 Cathedral St. 
BALTIMORE, MD. 21201 

SA 7-5594 


BALTIMORE’S ONLY AUTHORIZED 
DEALER FOR 

MERCEDES-BENZ 

Proudly Announces The Showing 

Of the New 250S & 250SE 

Overseas Delivery- 
Arranged in Our Office 

R. & H. Motors, Inc. 

4810 Belair Rd. 426-9200 


HOUSE HUNTING? 

A. S. K. Computer locates the 
house of your dreams in seconds! 

NO CHARGE NO OBLIGATION 

SbancUcL £. Q'le+tvp.le'i Realty, One. 

305 E. Joppa Rd. VA 5-6400 

TOWSON, MD. 21204 


JIMMY WU's 
CARRY-OUT SHOP 

1411 E. Cold Spring Lane 

WJu J 

NEW CHINA INN 

"20 Years of Humble Service” 

Recommended by Mobil Travel Giiide 
Charles St. below 25th, Baltimore, Md. 





MANUEL SCHWARTZ 

HEARING REHABILITATION 

802 Medical Arts Bldg. Phone: 685-4898 

BALTIMORE, MARYLAND 21201 

DIAGNOSTIC AUDIOLOGY 
PRESCRIPTION PROSTHESIS 
HEARING AID EVALUATION 
AUDITORY COUNSELING 
CUSTOM EAR MOLDS AND 
AURAL RECONSTRUCTION 
Patients Accepted Upon Medical Referral 
Diagnostic Report Sent 
To Referring Doctor 


¥ 


WE PRESCRIBE 

FOR DOCTORS: 


Invest your money where it 

will earn a high return in 

:<||l||b 

complete safety 


A CAPITAL SAVINGS 

A AND LOAN ASSOCIATION 

INCORPORATED 1907 


421 NORTH CHARLES STREET 

CORNER FRANKLIN STREET 

BALTIMORE. MARYLAND 21201 

PHONE 752-6000 



EJti 


WHEN YOUR PATIENTS NEED 
NURSING CARE 

Call Milton 4-6060 

-Alice Wder 
^ Juries Exchi 


timore / lurdei C^xchanye 
LICENSED & BONDED 

24 HOUR SERVICE ESTABLISHED 1935 

BALTIMORE, MARYLAND 


{Efje &lca?ar 

4 BEAUTIFULLY DECORATED BANQUET ROOMS 
1st FLOOR STREET LEVEL 



ALCAZAR ROOM . Accommodations For: 

FIESTA ROOM . • BANQUETS 

BLUE ROOM . • WEDDINGS 

MADISON ROOM . • DANCES 

May Be Rented Separately or Combined • OYSTER ROASTS, Etc. 

Cathedral & Madison Kitchen Facilities Available 

BALTIMORE, MO. With All Rooms 

JAMES S. D AGOSTINO—Manager 
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Baltimore’s most unique dining place 


jfalstaff 

&oom 



SHERATON 

-BELVEDERE HOTEL 
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• Photo-Offset Printing 

• Letterpress Printing 

• Multigraphing 

• Monocast Letters 

• Multilithing 

• Mimeographing 

• Addressing & Mailing 

• Typing 

• Automatically Typewritten Letters 

Prompt Pick-up 
and Delivery 

MU 5-3232 

D. Stuart Webb 

Advertising Services, Inc. 

306 N. Gay Street 

Baltimore, Md. 21202 



BONE TUMORS, 3rd ed, by Louis Lichtenstein, 
MD. Mosby, 1965. $16.75 

As with the preceding editions, this is offered primarily 
to supply the practical answers needed by the pathologist, 
the surgeon, or the radiotherapist interested in bone tu¬ 
mors. Many observations made since 1958 have been in¬ 
corporated in this text, and the entire edition has been 
considerably revised. 

VISUAL CAPABILITIES IN THE SPACE EN¬ 
VIRONMENT, edited by Charles A. Baker. 
Pergamon Press, 1965. $10.50 

This is a compilation of up-to-date information on the 
capabilities and limitations of man’s visual sense in the 
exploration of space. Sixteen articles, by twenty con¬ 
tributors, cover vigilance and the visual environment in 
space and the effects of vibration on vision. Specific 
mission problems are dealt with, such as visual aspects 
in lunar landing, and visual reconnaissance from space. 
One article summarizes the visual experiences of previous 
astronauts and cosmonauts, and another suggests visual 
experiments for future space flights. The new concepts 
on human vigilance presented here by Dr. Jerison and 
Dr. Pickett have heretofore not been published. 

PROGRESS IN THE CHEMISTRY OF FATS 
AND OTHER LIPIDS, volume VIII, part 1, 
edited by R. T. Holman. Pergamon Press, 1965. 
$15 

This volume is the latest in a series designed to fill a 
serious gap in the literature of a field in which there is 
rapid expansion. Part One contains a comprehensive 
article by Van Deenen entitled “Phospholipids and Bio¬ 
membranes.” 

PHARMACOLOGY OF THE CORONARY CIR¬ 
CULATION, by N. V. Kaverina. Pergamon 
Press, 1965. $12.50 

This book deals with an important problem in con¬ 
temporary medicine—pharmacologic action on the cor¬ 
onary circulation. The present state of the problem is 
reviewed, and the author’s research is described. He con¬ 
siders methods and approaches to the study of coronary 
circulation, its physiology and mechanisms of pharma¬ 
cologic effects. Drugs influencing the nervous control of 
coronary vessels are discussed at some length. New evi¬ 
dence is offered on the mechanism of action of some 
pharmacologic agents; the diphasic action of epinephrine 
on coronary vessels is described. 

ATLAS OF CATARACT SURGERY, by John M. 
McLean, MD. Mosby, 1965. $20 

This book is intended as a practical instructive manual 
for the operating surgeon. An outgrowth of more than 
25 years of teaching and lecturing, it illustrates in detail 
those methods which have proved most practical. 
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THE ECONOMICS OF VOCATIONAL RE¬ 
HABILITATION, by Ronald W. Conley. The 

Johns Hopkins Press, 1965. $6 

This study deals with economic problems caused by 
physical and mental disability and the economic feasibility 
of rehabilitating mentally and physically handicapped 
persons. The author, an economist at the National Insti¬ 
tute of Mental Health, maintains that the costs of re¬ 
habilitation are less than the increased financial value 
of the rehabilitated person to the economy. He supports 
his belief that rehabilitation programs not only benefit 
the disabled person but also are a sound investment for 
businessmen and taxpayers. 

PEDIATRIC ELECTROCARDIOGRAPHY, by 

Warren G. Guntheroth, MD. Saunders, 1965. $7 

This monograph introduces a pediatric approach to 
electrocardiography. The discussion was kept simple and 
short to induce the reader to progress from the beginning 
to the end of the book, since the parts are interdependent. 
Illustrations are those of the author. 

DOCTORS AND THE STATE, by Jeanne L. 

Brand, PhD. The Johns Hopkins Press, 1965. 

$7.95 

This study traces the role of the British medical pro¬ 
fession in the development of government action for 
preventive and curative medicine during the transition 
years, 1870-1912, which led England toward a program 
of socialized medicine. Based on broad research in many 
hitherto unpublished official sources, the book opens with 
the work of the Royal Sanitary Commission and the 
establishment, in 1871, of a new central authority for 
public health and concludes with the battle between Lloyd 
George and the British Medical Association during the 
passage of the National Health Insurance Act of 1911. 

The author also describes the significant part played 
by medical men individually and by medical journals in 
the passage of comprehensive sanitary legislation, as 
well as many other aspects of the changing patterns of 
state medicine in Britain. 

MANAGEMENT OF THE PATIENT WITH 

CANCER, edited by Thomas F. Nealon, Jr., MD. 

Saunders, 1965. $27.50 

Seventy-one authorities covering every aspect of the 
treatment of cancer have contributed to this massive vol¬ 
ume. It is a comprehensive work designed for general 
practitioners and specialists in medicine and surgery who 
treat patients with neoplasms. It brings to them the 
essential information about cancer of all sites in a 
succinct manner so that they can appreciate the best 
approach to the management of each patient. 

The contributors have attempted to be particularly 
specific about manifestations of the disease, methods of 
diagnosis and criteria for proof of diagnosis, selection 
of form of treatment depending upon the extent of the 
disease, results that may be expected from treatment, 
likely manifestations of recurrence, and the latest methods 
of palliation for recurrent cancer. 

Each contributor was asked to describe a rational plan 
of management of a particular problem and to omit ex¬ 
haustive cataloging of alternative methods. When a well 
known or popular procedure is not recommended, the 
author explains his reason for not supporting it. 
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CLASSIFIED ADVERTISING 

Effective May 1, 1963 

$1.50 per line per insertion 

Count seven average words to each line. 
Add one line if box number is desired. 

Member of the Medical and Chirurgical 
Faculty shall be entitled to one complimen¬ 
tary insertion in any twelve-month period. 
Widows of members shall be entitled to two 
complimentary insertions for the disposal of 
the deceased physician’s practice or equip¬ 
ment. 

MARYLAND STATE MEDICAL JOURNAL 

1211 Cathedral St., Baltimore, Md. 21201 


PHYSICIANS WANTED 


Physician needed for responsible position in re¬ 
search and development activities of a large mid- 
western chemical company. Strong interest in clinical 
research and evaluation is desirable. Ability to com¬ 
municate effectively with other medical and tech¬ 
nical people is essential. Excellent career potential 
for physician interested in internal medicine or 
dermatology. Send resume to: Box $:42 Maryland 
State Medical Journal. An equal opportunity em¬ 
ployer ^ 

ASSOCIATES WANTED 


PRACTICE NOT FOR SALE 

ASSOCIATE needed for busy medical praclitioner 
northern suburban section of Baltimore. 


best 


OPPORTUNITY for good man to eventually take over an un¬ 
usually attractive practice without buying it. Box#41, 
Maryland State Medical Journal. 4 


THE BOY SCOUT COMMITTEE OF THE BALTI¬ 
MORE CITY MEDICAL SOCIETY URGENTLY 
NEEDS PHYSICIANS TO VOLUNTEER FOR SERV¬ 
ICES AT THE BROAD CREEK MEMORIAL BOY 
SCOUT CAMP (5 MILES NORTH OF BEL AIR) 
ON EACH OF THE FOLLOWING SATURDAYS 
FROM 2 PM UNTIL 5 PM: JUNE 25, JULY 2, 9, 
16, 23 and 30, and AUGUST 6 and 13. 

IN RECENT YEARS THE NUMBER OF VOLUN¬ 
TEERS HAS FALLEN SHARPLY, AND MORE PHY¬ 
SICIANS ARE NEEDED. IF YOU CAN SERVE ONE 
SATURDAY, CONTACT THE SECRETARY AT 
LExington 9-4096 



Route 140 Westminster Pike 

REISTERSTOWN, MARYLAND 
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MEDIC 

Medical Educational Dedicated 
Instruction Channel 

Four more hospitals have joined the ! 
MEDIC network. They are designated by ! 
an asterisk in the following list of partici- ! 
pating hospitals: 

♦University Hospital, Baltimore 
The Johns Hopkins Hospital and Medi- ! 
cal School, Baltimore 

Sacred Heart and Memorial Hospitals, ! 

Cumberland \ 

Anne Arundel General Hospital, Annap- ] 
olis J 

♦Greater Baltimore Medical Center, Tow- 
son 

♦Baltimore County General Hospital, Balti- [ 
more 

Carroll County General Hospital, West- 1 
minster 

Cambridge - Maryland Hospital, Cam- i 
bridge 

Frederick Memorial Hospital, Frederick < 
Harford Memorial Hospital, Havre de i 
Grace * 

♦Kent & Queen Anne’s Hospital, Chester- i 
town » 

Prince George’s General Hospital, Chev- 1 
erly * 

St. Mary’s Hospital, Leonardtown 
Memorial Hospital, Easton 
Washington County Hospital, Hagers- i 
town * 

Peninsula General Hospital, Salisbury 
MEDIC programs may also be heard at i 
headquarters of the following cooperating i 
organizations: the Medical and Chirurgical i 
Faculty of the State of Maryland, the Mary- i 
land State Department of Health, the Hos- i 
pital Council of Maryland, Inc. 

The Johns Hopkins Hospital presents • 
Pediatric Grand Rounds from 8-9:30 AM ! 
and Medical Grand Rounds from 10-11:30 1 
AM every Saturday. These programs may be 1 
heard only at the participating hospitals of [ 
the MEDIC network. 

Appropriate AAGP credit is given for J 
every MEDIC program attended, including ] 
Grand Rounds. 

See Page 7 for current program listings. 


OFFICERS OF 

THE MEDICAL AND CHIRURGICAL FACULTY 

President: Robert vanL. Campbell, MD 
President-elect: J. Morris Reese, MD 
Vice Presidents: Thurston Harrison, MD 
Robert C. Kimberly, MD 
E. Irving Baumgartner, MD 
Secretary: William A. Pillsbury, MD 
Treasurer: Karl F. Mech, MD 

COUNCILORS: 

Western District 
Frank Cawley, MD—1966 
Henry V. Chase, MD—1966 

Central District 
Everett S. Diggs, MD—1966 
John F. Schaefer, MD—1967 
William Carl Ebeling, MD—1967 
Fayne A. Kayser, MD—1967 
Richard Norment, III, MD—1967 
J. Arthur Weinberg, MD—1967 
J. Emmett Queen, MD—1968 
Donald Roop, MD—1968 
Harry M. Robinson, Jr., MD—1968 

Eastern District 
Robert W. Farr, MD—1967 
Raymond M. Yow, MD—1968 

Southern District 
J. Roy Guyther, MD—1966 
Arthur Wooddy, MD—1968 

South Central District 
Austin B. Rohrbaugh, Jr., MD—1966 
Richard D. Bauer, MD—1967 
Terms of office expire at conclusion 
of annual meeting 

DELEGATES TO THE 
AMERICAN MEDICAL ASSOCIATION 
Russell S. Fisher, MD—1966 
J. Sheldon Eastland, MD—1967 
Robert vL. Campbell, MD—1968 

ALTERNATES: 

E. I. Baumgartner, MD—1966 
William B. Hagan, MD—1967 
Charles F. O’Donnell, MD—1968 

Terms of office expire at end of calendar year 
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22 Years Of 
Professional Endorsement 
1944 — 1966 


EASTERN RESEARCH LABORATORIES, Inc. 

302 5. CENTRAL AVE. + BALTIMORE, MARYLAND 21202 



■T. M. 






































The weight of clinical evidence favors Librium 


With Librium (chlordiazepoxide HC1), the weight of 
a five-year record of efficacy and safety in clinical 
use is supported by over 630 reports in the medical 
literature. Its virtually specific antianxiety action 
normally reduces disturbing emotional complaints 
promptly without compromising the patient’s men¬ 
tal alertness or ability to perform normal functions. 
Decisive results are often seen in patients who had 
not improved on previously used psychotropic drugs. 

In prescribing: Dosage—Adults: Mild to moderate anx¬ 
iety and tension, 5 or 10 mg t.i.d. or q.i.d.; severe states, 
20 or 25 mg t.i.d. or q.i.d. Geriatric patients: 5 mg b.i.d. 
to q.i.d. 

Side Effects: Side effects, usually dose-related, include 
drowsiness, ataxia, minor skin rashes, edema, menstrual 
irregularities, nausea and constipation. When treatment 
is protracted, blood counts and liver function tests are 
advisable. Paradoxical reactions may occasionally occur 
in psychiatric patients. Individual maintenance dosages 
should be determined. 


Precautions: Advise patients against possibly hazard¬ 
ous procedures until maintenance dosage is established. 
Though compatible with most drugs, use care in com¬ 
bining with other psychotropics, particularly MAO in¬ 
hibitors or phenothiazines; warn patients of possible 
combined effects with alcohol. Observe usual precautions 
in impaired renal or hepatic function, in long-term treat¬ 
ment and in presence of depression or suicidal tendencies. 
Exercise caution in administering drug to addiction- 
prone patients or those who might increase dosage; with¬ 
drawal symptoms, similar to those seen with barbiturates 
or meprobamate, can occur upon abrupt cessation after 
prolonged overdosage. Caution should be exercised in 
prescribing any therapeutic agent for pregnant patients. 
Supplied:Capsules, 5 mg, 10 mg and 25 mg, bottles of 50. 
ROCHE LABORATORIES 

Division of Hoffmann-La Roche Inc., Nutley, N. J. 07110 


LIBRIUM* 

(chlordiazepoxide HCI) 




Gastrointestinal disorders 


Cardiovascular conditions 


Librium is indicated 
whenever anxiety is part of 
the clinical profile, such 
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In the management of mild to moderate pain, give your patients comprehensive relief. 
TRANCO-GESIC extends the range of usefulness of aspirin by dimming pain perception- 
and also reducing mental and muscle tension. 


TRANCO-GESIC' 

tablets 

chlormezanone 100 mg. with aspirin 300 mg. 

subdues the major 
contributors to pain: 

• pain perception 

• mental tension 

• muscle tension-spasm 


lA/fnf/h 


' ro P 


WINTHROP LABORATORIES. NEW YORK. N. Y. 10016 


TRANCO-GESIC is so well tolerated it can b 
prescribed for anyone who can take aspirin, 
is non-narcotic, and free from dangers of 
addiction, habituation, or dependence. 
TRANCO-GESIC is effective in all types of mi 
and moderate pain. Of 862 patients who wen 
treated with chlormezanone and aspirin for 
various disorders, 88% reported excellent or 
good pain relief. 1 




Side effects have been minor. Occasionally gastric distress, 
weakness, sedation or dizziness occur. Reversible cholesta 
jaundice has been reported on rare occasions. However, in 
4,653 patients treated with chlormezanone, 97.7% had no si 
effects.’ Contraindication: just one: sensitivity to aspirin. 
Dosage: Adults, usually 2 tablets three or four times daily. 
Children (from 5 to 12 years), 1 .tablet three or four times dai 
1. Collective studies, Department of Medical Research, 
Winthrop Laboratories. 















STATE MEDICAL JOURNAL 


In This Issue... 


Vol. 15, No. 4 
April, 1966 


Editor 

GEORGE H. YEAGER, MD 

Managing Editor 
DORIS E. FLETCHER 

Executive Secretary 
JOHN SARGEANT 

Director of Advertising 
SALLY LADIN OGDEN 


EDITORIAL 

ARTICLES 


Editorial Board 
Henry P. Laughlin, MD 
Louis R. Schoolman, MD 
E. T. Lisansky, MD 
Edward C. H. Schmidt, MD 
Houston S. Everett, MD 
Leon W. Berube, MD 

Editorial and Business Office 
1211 Cathedral Street 
Baltimore, Maryland 21201 
539-0872 (Area Code 301) 

Advertising Department 
217 East 25th Street 
Baltimore, Maryland 21218 
889-3233 (Area Code 301) 

Published monthly. MARYLAND’S 
Copyright 1966 by the MEDICAL 

Medical and Chirurgical Foe- UICTODV 
ulty of the State of Mary - HlolUnT 
land. 


Professional Disciplinary Proceedings: What Consti¬ 
tutes Professional Misconduct 9 

The Ultimate Hope 21 

Murray M. Copeland, MD 

Critique of the Medical Profession 31 

Samuel Morrison, MD 

Breast Cancer; Current Concepts in Clinical Man¬ 
agement 39 

Edward F. Lewison, MD 

Use of the Physical Examination in a Psychiatric Clinic 50 

Fortune V. Mannino, PhD, and Harold W. Wylie, 

Jr., MD 

Massive Doses of Ethamivan in Severe Phenobarbital 
and Tranquilizer Intoxication 55 

A. A. Silver, MD 


Eating Patterns of Obesity. A Study of Recorded Diets 
of Obese Patients in an Out-patient Clinic 60 

Ian R. Anderson, MD, and Merrill I. Berman, MD 

History of the Baltimore City Hospitals, 

Chapter 4. The Almshouse at Calverton: Contempo¬ 
rary Pictures and Comment (1822-1865) 65 

Douglas Carroll, MD 


The views expressed in this 
publication are those of the 
writers and do not neces¬ 
sarily reflect the opinions of 
the Medical and Chirurgical 
Faculty of the State of Mary¬ 
land. 

Second Class postage paid 
af Baltimore, Md. Accepted 
at the special rate author¬ 
ized. 

Subscription $5 per year. 
Single Copies 75*. 


Doctors Take Note 7 Your Medical Faculty at Work I I 
Executive Secretary's Newsletter 17 
Annual Meeting Program 32 Component Medical Societies 72 

Maryland Association of Medical Assistants 125 
Woman's Auxiliary 127 Book Reviews 134 

A Medico-Legal Problem: Referring Patients of One Doctor to 
Another 133 

Advertisers in This Issue 138 Classified Advertising 139 


(Continued on page 5) 


April, 1966 


3 















Architect: Edward H. Noakes & Associates, A. I. A. 


Here is a superb setting for the medical man who knows the importance of en¬ 
vironment for his office location. In the heart of suburban Bethesda s medical 
research complex, Georgetown Doctor’s Park features office suites of approxi¬ 
mately 600, 900, 1200, and 1500 square feet specifically designed for doctors 
or dentists. Patients may park just steps from your ground level entrance. 


• Immediate occupancy 

• Sound conditioning 

• Charmingly designed colonial facades 

• Individually controlled air conditioning 
and heating 


• Tree-studded setting 

• Private entrance to each suite 

• Directly across from the National 
Institute of Health and two minutes 
from Suburban Hospital 

• Less than one mile from Beltway 


Rental Arrangements by: 

John J. Grady Management, Inc. 

516 Wheaton Plaza Building, Wheaton, Maryland 
Phone: 946-2070 

Construction by: COAKLEY & WILLIAMS, INC., Silver Spring, Maryland 

Call for appointment. Inspection at site arranged at your convenience. Phone 946-2070 
Furnished models open Saturday and Sunday from 1 ’till 5 


DIRECTIONS: North on Wisconsin Avenue, left on Cedar Lane, OR, take Capital Beltway 
to Exit 19 (Wisconsin Avenue), South on Wisconsin Avenue, right on Cedar Lane. 

GEORGETOWN DOCTOR’S PARK • 5401 WEST CEDAR LANE • BETHESDA, MARYLAND 
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AN ULTRA-MODERN HOME IN THE SUBURBS 
ON 17 ACRES WITH COUNTRY ATMOSPHERE 


ALL THE COMFORTS OF HOME . . . FOR 


POST OPERATIVE 
DIABETIC 
INVALID 
AGED 

• Occupational and Physical Therapy 

• Beautifully Decorated 

• Large Porches 

• Supervised Diets 

• Reasonable Rates 


CHRONIC 
AMBULATORY 
PARALYTIC 
RETIRED GUESTS 

• Private and Semi-Private Rooms with 

Connecting Complete Bath Rooms 

• Television in Spacious Lounges 

• Beautician Service 

• Patients May Retain Their Own 

Physician 


MEMBER OF 

National Geriatrics Society 
American Nursing Home Assn. 
Maryland Nursing Home Assn. 



ACCREDITED BY THE 
NATIONAL COUNCIL FOR 
THE ACCREDITATION OF 
NURSING HOMES 



KENSINGTON GARDENS SANITARIUM 

A Medical Institution Under the Supervision of Registered Nurses 

ESTABLISHED 1947 LICENSED BY STATE AND COUNTY 

3000 McComas Avenue Kensington, Maryland 

Proprietors-Administrators — 

LILLIAN H. and GEORGE L. BRICKER 

For Further Information 
Phone 


933-0060 or 933-0872 
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MARK THESE IMPORTANT DATES ON YOUR CALENDAR 

April 27-May 4, 1966—Annual meeting. Medical and Chirurgical Faculty of the State of Maryland. 
April 27-28, Baltimore—April 29-May 4, Aboard ship and in Bermuda 
See program Pages 66-67 


April 22-1-2 PM 

From Frederick Memorial Hospital: "Leukemia," Edward S. Henderson, MD. 


MEDIC 

PROGRAMS 


May 6—12:30-1:30 PM 

From University Hospital: "Problems of Obscure Fevers,” Theodore E. Woodward, MD, and 
Richard B. Hornick, MD. 


May 13-12:30-1:30 PM 

From The Johns Hopkins Hospital: “Diabetes of the Elderly,” Reuben Andres, MD. 


May 27-1-2 PM 

From Frederick Memorial Hospital: "Blood Transfusions," Julius R. Krevans, MD. 

You may hear these programs in the Faculty auditorium or at one of the participating 
hospitals (see Page 140). 


April 21-22—Psychiatric Institute, University of Maryland School of Medicine 
Regional conference on “Psychiatric Epidemiology and Mental Health Planning. 


AMERICAN 

PSYCHIATRIC 

ASSOCIATION 


May 3-4—Baltimore City Hospitals 
Nursing seminar on "A Stroke Clinic for Practical Nurses.” 


HEART ASSOCIATION 
OF MARYLAND 


May 9—Sheraton Belvedere Hotel, Baltimore 

7:30 PM—Dinner meeting. "Treatment of Tumors of the Head and Neck in Children," John 
J. Conley, MD, New York. 


MARYLAND 
NOSE AND THROAT 
SOCIETY 


May 14-18—Haddon Hall, Atlantic City 

Bicentennial Celebration Meeting. Maryland physicians invited to scientific sessions. No MEDICAL SOCIETY 

registration fee. OF NEW JERSEY 


May 21-22—Washington Hilton Hotel, Washington, D.C. 

Eighteenth Spring Scientific Assembly, held jointly with District of Columbia Academy of MARYLAND ACADEMY 
General Practice. Saturday sessions will consist of papers on "Management of Inflamma- OF GENERAL PRACTICE 
tion.” Sunday session will be on “The Use and Abuse of Hypoglycemic Agents.” 
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Lost and Found 


CHIHUAHUA — Lost-fern. Tan and 
white Reward Irvinq-Calif IR 8-03-it 



THE BITTER TASTE OF 
ORAL PENICILLIN. 

See V-Cillin K® 
for full details. 


Peke. temale. 
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W. Vic. 
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Patients won’t complain about 
bitter penicillin taste when you 
specify V-Cillin K. Here’s why: It 
has a special coating, only one and 
a half thousandths of an inch thick. 
Because it is designed to dissolve 
after approximately six seconds, this 
barrier to bitterness remains on the 
tablet as it slides past the tongue. 
When the tablet reaches the 
stomach, however, the coating has 
dissolved, and the penicillin is ready 
for immediate absorption into 
the bloodstream. 

Result? The proved efficacy of 
potassium penicillin V without the 
penalty of bitter taste. 

Indications: V-Cillin K is an antibiotic 
useful in the treatment of streptococcus, 
pneumococcus, and gonococcus infections and 
infections caused by sensitive strains 
of staphylococci. 

Contraindications and Precautions: 

Although sensitivity reactions are much less 
common after oral than after parenteral 
administration, V-Cillin K should not be 
administered to patients with a history 
of allergy to penicillin. As with any antibiotic, 
observation for overgrowth of nonsusceptible 
organisms during treatment is important. 

Usual Dosage Range: 125 mg. (200,000 
units) three times a day to 250 mg. every 
four hours. 

Supplied: Tablets V-Cillin K, 125 or 250 mg., 
and V-Cillin K, Pediatric, 125 mg. per 5-cc. 
teaspoonful, in 40, 80, and 150-cc.-size packages. 



V-Cillin K' 

Potassium Phenoxymethyl Penicillin 


Additional information 
available to physicians 
upon request. 
Eli Lilly and Company, 
Indianapolis, Indiana. 
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Editorial 


Professional Disciplinary Proceedings: 
What Constitutes Professional Misconduct 


In three recent decisions the Appellate Divi¬ 
sion has unanimously given judicial sanction to 
administrative discipline meted out to three pro¬ 
fessionals: a pharmacist, a doctor, and a lawyer. 
For purposes of discussion it is not necessary to 
reveal the names of the individuals involved. 
Nevertheless, it is interesting to note the harsh¬ 
ness of the discipline imposed, the revocation of 
the license to practice, and the reasons for the 
imposition of such a harsh penalty. 

In the case of the pharmacist the Appellate 
Division for the Third Judicial Department found 
that he had been guilty of unprofessional conduct 
and refused to review a determination by the 
Board of Regents which had revoked his license. 
The pharmacist admitted that he did not make 
an inventory of the narcotics on hand in the 
hospital pharmacy when he ended his employment 
and that he destroyed certain inventory cards 
containing records of drugs dispensed to patients. 
The Court found that “ [t] he uncontroverted 
proof in this record is sufficient to sustain the 
board’s determination of unprofessional conduct. 
... It would be more difficult to conceive of ac¬ 
tions more unprofessional than that of this 
pharmacist and his conduct in the hospital.” 
[App. Div. 24 2d 694, 261 N. Y. Supp. 2d 410, 
412 (3rd Dept., 1965)] The Court relied upon a 

Reprinted from New York State Journal of Medicine, 
December 15, 1965. 


regulation which provides that a pharmacist is 
guilty of unprofessional conduct in “. . . [will¬ 
fully or knowlingly violating any Federal, State, 
or local law, regulation, or rule designed to pro¬ 
tect public health by controlling the manufactur¬ 
ing, distributing, selling or dispensing of drugs 
and/or narcotics.” [24 App. Div. 2d 694, 261 
N. Y. Supp. 2d 410, 411 (3rd Dept., 1965)] 

The doctor in question had been convicted 
upon his plea of guilty to a violation of a Fed¬ 
eral statute in that he had tried corruptly to 
influence the due administration of justice. The 
crime was a felony under Federal law, but was 
only a misdemeanor under New York State law. 
For conviction of a misdemeanor professional 
discipline is permissive. The doctor was charged 
with unprofessional conduct and in a disciplinary 
proceeding his license was revoked. The doctor 
contended that the supposed unprofessional con¬ 
duct for which discipline was imposed were un¬ 
connected with medical practice. Despite this 
contention, the Appellate Division for the Third 
Judicial Department approved the license revoca¬ 
tion stating: “. . . unprofessional conduct on the 
part of a physician is not limited to acts directly 
relating to his treatment of patients. . . . [i]n 
our opinion the acts committed by the respondent 
were so heinous and wrongful as to negate the 
contention that respondent possesses the high 
degree of good character which is expected and 
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required of a member of the medical profession. 
The public has the right to expect from the mem¬ 
bers of the medical profession the highest degree 
of integrity. We find respondent’s conduct was 
so reprehensive as to indicate that he does not 
possess such integrity and that such conduct re¬ 
flects most unfavorably on the medical profes¬ 
sion.” [24 App. Div. 2d 698, 699, 261 N. Y. 
Supp. 2d 634, 635 (3rd Dept., 1965)] 

Finally, the attorney refused to honor a 
subpoena duces tecum requiring him to produce 
his financial records and testify before a judicial 
inquiry investigating his conduct and practices 
as a lawyer. The attorney refused to do so on the 
grounds that his records and his testimony would 
tend to incriminate him and he was entitled to 
rely on the State and Federal constitutional pro¬ 
visions protecting him against self incrimination. 
The Appellate Division for the Second Judicial 
Department disbarred the attorney stating: “Our 
view, as previously stated, is that a lawyer, like 
any other citizen, has an absolute right to invoke 
his constitutional privilege against self incrim¬ 
ination and to refuse to supply the pertinent in¬ 
formation; but that when a lawyer does so he 


fails in his inherent duty to the Court to divulge 
all pertinent information necessary to show his 
character and fitness to remain a member of the 
Bar and necessary to the proper administration 
of justice, and he must, consequently, forfeit his 
privilege of remaining a member of the Bar. . . . 
If he elects to invoke his constitutional privilege 
of self incrimination and thus avoid exposure to 
criminal prosecution—an election which un¬ 
doubtedly is his to make—he cannot at the same 
time retain his privilege of membership in the 
Bar.” [24 App. Div. 2d 653, 654 N. Y. Supp. 2d 
(2d Dept., 1965)] 

From these decisions it is apparent that the 
courts sanction and impose severe penalties upon 
the conduct of professional men. Indeed, pro¬ 
fessional men as a class are examined for charac¬ 
ter and moral fitness before being licensed. When¬ 
ever their actions reflect adversely on their own 
character or moral fitness the courts may approve 
the harsh sanction of license revocation. Indeed, 
the courts seem to indicate that to retain his 
license a professional man may have to forego 
some of his most important and hallowed consti¬ 
tutional rights. 
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MEDICAL 

JOHN SARGEANT 


COUNCIL, JANUARY 27 

1. The Subcommittee on Alcoholism pre¬ 
sented several recommendations, which were ap¬ 
proved. The first, recommending- that Baltimore 
City Hospitals establish a detoxification center 
as one of its health services, is to be referred to 
the Baltimore City Medical Society. The second, 
aimed at reducing the number of highway acci¬ 
dents caused by alcohol intoxication, calls for 
a system of probation, similar to that in the 
Municipal Court of Baltimore, to be set up in 
traffic courts throughout the state. Under such 
a system, defendants in whom alcoholism is a 
major or contributing factor would be sentenced 
to a special program of treatment for alcoholism. 
The third, to establish an industrial clinic for 
alcoholism and drug dependency, was approved 
on a one-year trial basis. Re-evaluation will be 
made after the first year’s operation to de¬ 
termine whether continuing approval should be 
given. 

2. A fee schedule guide, presented by the 
chairman of the Fee Schedule Committee, 
was approved with the understanding that 
amendments could be made as necessary. 

3. Physicians defense was granted to various 
members requesting it. 

4. Settlement of several cases was noted. 

5. Emeritus membership is to be requested 
for Nicholson J. Eastman, MD. Baltimore City; 
Manfred J. Gerstley, MD, and Eugene Kester, 
MD, Kent County; and H. Dabney Kerr, MD, 
Talbot County. 

6. Deferment of dues until July 1, 1966, 
with all rights and privileges for the year, 
was granted for a physician on a fellow¬ 
ship. Another member had his 1966 dues re¬ 
mitted because of illness. 


FACULTY 

EXECUTIVE SECRETARY 


7. The 1966 budget was approved. 

8. April 9, 10, and 11 were the dates ap¬ 
proved for the 1969 Annual Meeting. 

9. Approval was given to holding the 1966 
Semiannual Meeting at the Diplomat Motel on 
September 9. 

10. The action of the Executive Commit¬ 
tee in urging members to cooperate with 
Blue Shield in the conduct of a survey to 
determine “prevailing fee” was upheld. 

11. In reply to a suggestion that service bene¬ 
fits under Blue Shield be waived when the patient 
elects to occupy a private room, Blue Shield 
explained in detail why such a policy would be 
inadvisable. 

12. E. David Weinberg, MD, was approved 
as curator to succeed Mason F. Lord, MD, 
who died. 

13. Various Blue Cross and Blue Shield ap¬ 
pointments were approved. 

14. Various legislative items coming be¬ 
fore the General Assembly were considered: 

A) An amendment to the Medical Prac¬ 
tice Act was approved for submission to the 
1966 General Assembly. This would permit 
the Board of Medical Examiners to “sus¬ 
pend” or “place on probation,” compared 
to the current provisions which permit only 
revocation. 

B) The principle of the law which would 
require the medical examiner’s investigation 
of occupational deaths is favored, but the 
portion dealing with the necessity of obtain¬ 
ing consent for autopsy from the next of kin 
is opposed. 

C) Senate Bill 46 is to be supported. This 
would change the insurance law dealing 
with reporting suspected instances of suit in 


April, 1966 


11 



professional liability cases. The change 
would not permit carriers to place cases on 
“reservation of right” without good cause. 

15. Action was deferred on the matter of civil 
rights compliance on medical care cases pending 
an opinion from AMA concerning correspond¬ 
ence from the Department of Health, Educa¬ 
tion and Welfare which would require a state¬ 
ment that compliance was being met with. 

16. Pathologists, radiologists, anesthesi¬ 
ologists, and physiatrists are to be advised 
of the Faculty’s support in connection with 
reimbursement for their services under 
Medicare. 

17. The President was authorized to discuss 
with news media representatives actions taken 
at the special closed-session House of Delegates 
or to designate a spokesman in his stead. He 
was also authorized to designate a spokesman 
for the Faculty to answer questions for the news 
media when immediate information must be 
given. 

18. The Council acted as follows on re- 

iiiiMiHiiiiiHiiiiiiiiiiiiiiimmiMiiMmiiiiiiiiiiiuiimiimiMMiniiMmiiiMiiiiMniiimiiMiiiiiiiiiiHiMiiiMiiiiiiiiiHiiiMiiiiiiiiiMUMiiiiiiimiiiiiMiMi 


commendations of the Policy and Planning 
Committee: 

A) Approved supporting proposed legis¬ 
lation to protect local or state professional 
societies and medical staffs of local hospitals 
when acting in good faith in disciplinary 
matters. 

B) Approved formation of a special com¬ 
mittee to consider changes in the Medical 
Practice Act as they apply to unethical or 
unprofessional conduct and disciplinary 
procedures thereof, both for members and 
non-members. 

C) Approved preparation of a program 
on Medicare for broadcast over the MEDIC 
network as soon as pertinent information is 
available. 

D) Deferred until the March meeting 
action on a proposal calling for a pilot study 
covering three areas of medical practice in 
Maryland: 

1) how medical care is being supplied, 2) 
what the people desire, 3) what is the best 
way to provide what they need. Money from 
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the educational fund was requested for this 
study, along with a request that an effort 
be made to find a source for additional 
funds for complete study. 

HOUSE OF DELEGATES. JANUARY 29 
SPECIAL SESSION 

1. A resolution was adopted providing for 
establishment of a 16-member committee, 
representing the various organized specialty 
groups in the state, to assist in clarifying spe¬ 
cific contractual arrangements and to aid in 
negotiating ethical contracts. The Bylaws were 
amended accordingly. 

2. Article XIII of the Bylaws was 
amended to give the Executive Committee 
of the Council judical powers in disciplinary 
matters and to spell out procedures for 
disciplinary action. 

EXECUTIVE COMMITTEE, FEBRUARY 17 

1. Monthly payments from the Cordell Fund 
will be continued for another year for a physi¬ 
cian in need. 


2. Financial participation in the Confer¬ 
ence of Presidents and Other Officers of 
State Medical Associations was declined. 

3. Certain changes in fringe benefits for 
Faculty personnel and retired personnel were 
adopted. 

4. A recommendation was approved to 
hold, on a one-year trial basis, quarterly 
meetings for executive secretaries of the 
component societies, with expenses to be 
borne by the Faculty. 

5. Inclusion of government installations in 
the MEDIC network was authorized, with 
the government to pay the cost of leasing land¬ 
line equipment, rental equipment, and installa¬ 
tion charges involved. 

6. A recommendation favoring a demon¬ 
stration model of a community mental 
health center to be set up in Langley Park 
was approved, subject to its approval by 
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the Prince George’s County Medical So¬ 
ciety. 

7. A statement concerning administration by 
nurses of IV fluids, blood, and medications and 
another concerning closed chest resuscitation 
and artificial respiration by nurses were 
adopted. 

8. John H. Hirschfeld, MD, was recom¬ 
mended as the Faculty representative on 
the Advisory group of the Regional Med¬ 
ical Program, P. L. 89-239. 


9. Jack M. Zimmerman was selected to fill 
a vacancy on the Continuing Medical Educa¬ 
tion Committee. 



Going to Europe? 


(A car is really a must!) 

Why not have a chat with me? Did you 
know you can own and drive your own 
Volkswagen through-out your stay in 
Europe and have it financed through our 
local banks! 

• SEE MORE oSAVE MONEY 

Meet Our Special 
Authorized 
Volkswagen Tourist 
Delivery Representative, 

Mrs. Ade Reier. 

Call today for details 
SA. 7-4400! 

MRS. REIER 

©Hobelmann Motors, Inc.® 

814 Light StyBaltimore 30/SA. 7-4400 , 

Authorized Dealer 


10. A request to pay for the expenses of 
a speaker on alcoholism at the Peninsula 
General Hospital was denied because the 
Educational Fund has been designated 
for statewide benefit rather than local ben¬ 
efit. If and when a speakers bureau is de¬ 
veloped, a request for blanket funds for its 
operation would then be considered. 

11. Bills before the State Legislature were 
considered. The Executive Committee ap¬ 
proves the amended bill concerning legalizing 
abortion after rape; opposes a bill calling for 
issuance of medical certificates at specified 
intervals in connection with individual ability 
to drive; opposes a bill establishing a board 
of dispensing opticians. 

12. Use of Osier Hall was denied to the 
Maryland Chapter, Medical Committee for 
Human Rights, as membership of this or¬ 
ganization does not fall within the policy 
established for use of Facutly facilities. 

13. A request that dermatologists be repre¬ 
sented on the Blue Shield Medical Relations 
Committee was denied, inasmuch as repre¬ 
sentation is not based on specialty. 

14. Social Security has advised that 
Montgomery and Prince George’s Coun¬ 
ties will be included under the DC Blue 
Shield plan for fiscal purposes. 

15. The Fee Schedule Guide and supple¬ 
mental information is to be distributed to 
active members as soon as possible. 

16. Blue Shield is to be commended for 
its activities in educating physicians and 
their office assistants in Medicare pro¬ 
cedures and is to be asked to coordinate 
its activities with those of the Faculty in 
the same area. 
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EXECUTIVE SECRETARY'S NEWSLETTER 


April, 1966 


All Prevailing Fee Program survey forms are 
being returned to individual physicians who sub¬ 
mitted them by Maryland Medical Service. 

The decision to take this action was reached by 
the Board of Trustees in view of the consider¬ 
able amount of misunderstanding that apparently 
existed in connection with this Survey. Blue 
Shield plans to discuss this proposal with the 
Faculty, Component Societies as well as the 
various Specialty Groups during the next few 
months . 

MEDICAL CARE Included in the Health Department's 1967 Fiscal 

FEE INCREASE Year budget, commencing July 1, 1966, are 

sufficient funds for payment of S3.00 per office 
visit for medical care patients. No other fees 
were changed. 

NEWS Rafael G arcia-Bunuel, M.D., Baltimore, has 

NOTES been installed as Fellow of the American College 

of Obstetricians and Gynecologists. 

Hak Suh Lim, M.D., Baltimore, has been 
certified as a Fellow of the American Society of 
Anesthesiology. 

Jacob H. Conn, M.D., received the Presidential 
Certificate of Merit of the Society for Clinical and 
Experimental Hypnosis; as well as the Bernard 
B. Raginsky Award for, "leadership and ad¬ 
vancement in the field of Hypnotherapy. " 

The National Tuberculosis Association is em¬ 
barking on a national educational campaign 
through ads in national magazines and periodicals. 
The principal purpose is to inform our citizens 
that chronic cough and shortness of breath may 
be early symptoms of disabling chronic obstruc¬ 
tive airway disease. Those reading these ads 
are urged, "To See Your Doctor". 


AD 

CAMPAIGN 
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Full details on the actions taken by the 19 66 
General Assembly have been mailed to all 
Faculty members via The Assemblyman. 
Additional information on specific bills may be 
obtained from the Faculty office. 

With the immense growth of legislation requiring 
physicians to report information to various 
governmental units, the need has become ap¬ 
parent that a compendium of such rules, regu¬ 
lations and requirements would be helpful to 
newly licensed physicians, as well as to others 
who have been in practice for some time. 

This is presently under preparation and, hope¬ 
fully, will be available within 2—3 months time. 

Russell S. Fisher, M.D., Baltimore, has been 
appointed chairman of the AMA*s Committee on 
Medicolegal Problems. 

A revised Communicable Disease Report form, 
as well as listing of reportable disease, has 
been mailed to all Faculty members. 

The new report forms, much simpler and easiei 
to complete than previous ones, are available 
through the local health department. 

Physicians are urged to comply with these new 
simplified regulations, as well as to cooperate in 
the national VD campaign by reporting promptly 
all cases of Venereal Disease that come to their 
attention. 

With the advent of the Medicare law, hospital 
medical staffs will be required to have a Utili¬ 
zation Committee in the hospital, or in operation 
through the local medical society. The Faculty 
office offers assistance to local groups in the 
formation of such committees by providing back¬ 
ground material, advice and other data. 
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Indications: ‘Miltown’ (meprobamate) is ef¬ 
fective in relief of anxiety and tension states. 
Also as adjunctive therapy when anxiety 
may be a causative or otherwise disturbing 
factor. Although not a hypnotic, ‘Miltown’ 
fosters normal sleep through both its anti¬ 
anxiety and muscle-relaxant properties. 
Contraindications: Previous allergic or idio¬ 
syncratic reactions to meprobamate or 
meprobamate-containing drugs. 
Precautions: Careful supervision of dose 
and amounts prescribed is advised. Consider 
possibility of dependence, particularly in pa¬ 
tients with history of drug or alcohol addic¬ 
tion; withdraw gradually after use for weeks 
or months at excessive dosage. Abrupt with¬ 
drawal may precipitate recurrence of pre¬ 
existing symptoms, or withdrawal reactions 
including, rarely, epileptiform seizures. 
Should meprobamate cause drowsiness or 
visual disturbances, the dose should be re¬ 
duced and operation of motor vehicles or 
machinery or other activity requiring alert¬ 
ness should be avoided if these symptoms 
are present. Effects of excessive alcohol may 


An eminent role in 
medical practice 

• Clinicians throughout the world con¬ 
sider meprobamate a therapeutic 
standard in the management of anxi¬ 
ety and tension. 

• The high safety-efficacy ratio of 
‘Miltown’ has been demonstrated by 
more than a decade of clinical use. 

Miltowir 

(meprobamate) 

possibly be increased by meprobamate. 
Grand mal seizures may be precipitated in 
persons suffering from both grand and petit 
mal. Prescribe cautiously and in small quan¬ 
tities to patients with suicidal tendencies. 
Side effects: Drowsiness may occur and, 
rarely, ataxia, usually controlled by decreas¬ 
ing the dose. Allergic or idiosyncratic re¬ 
actions are rare, generally developing after 
one to four doses. Mild reactions are char¬ 
acterized by an urticarial or erythematous, 
maculopapular rash. Acute nonthrombocy¬ 
topenic purpura with peripheral edema and 
fever, transient leukopenia, and a single 
case of fatal bullous dermatitis after admin¬ 
istration of meprobamate and prednisolone 
have been reported. More severe and very 


rare cases of hypersensitivity may produce 
fever, chills, fainting spells, angioneurotic 
edema, bronchial spasms, hypotensive crises 
(1 fatal case), anuria, anaphylaxis, stoma¬ 
titis and proctitis. Treatment should be 
symptomatic in such cases, and the drug 
should not be reinstituted. Isolated cases of 
agranulocytosis, thrombocytopenic purpura, 
and a single fatal instance of aplastic ane¬ 
mia have been reported, but only when other 
drugs known to elicit these conditions were 
given concomitantly. Fast EEG activity has 
been reported, usually after excessive me¬ 
probamate dosage. Suicidal attempts may 
produce lethargy, stupor, ataxia, coma, 
shock, vasomotor and respiratory collapse. 
Usual adult dosage: One or two 400 mg. 
tablets three times daily. Doses above 2400 
mg. daily are not recommended. 

Supplied: In two strengths: 400 mg. scored 
tablets and 200 mg. coated tablets. 

Before prescribing, consult package circular. 
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The Ultimate Hope 


Our ultimate hope is complete eradication of can¬ 
cer. Current research is bringing this goal ever 
nearer to attainment. Further investigations must 
be encouraged and the new knowledge put to prac¬ 
tical clinical use. 



As president of the American Cancer So¬ 
ciety, I am privileged to give the Blessed 
Elizabeth Seton Lecture at St. Agnes Hos¬ 
pital this year. It was under the guidance and 
leadership of the distinguished surgeon and 
surgical pathologist. Dr. Joseph Colt Blood- 
good, that I was first introduced to the cancer 
problem and encouraged to pursue a career 
devoted to finding the cause and cure of this 
dread disease. In the later decades of his life, 
Dr. Bloodgood did practically all of his sur¬ 
gery at this institution. It is with a sense of 
reverence and pride that I digress for a mo¬ 
ment to speak of this great man whose shadow 
still falls across the portals of this venerable 
hospital. 

History will record him as a dynamic man with 
robust physique, a contagious smile, and the in- 
bred quality of a gentleman. In the evaluation 
of his career, his role as a surgeon pales in the 
light of his accomplishment as a surgical path¬ 
ologist who brought the microscope into the 
operating room and, through the technique of 
the frozen section, had a great influence on sur¬ 
gical practice by bringing about the conservation 
of countless legs, arms, breasts, and other organs 

Blessed Elizabeth Seton Lecture, presented June 10, 
1965, at St. Agnes Hospital, Baltimore. Dr. Copeland is 
president, American Cancer Society, Associate Director 
(Education); General Surgeon, Department of Surgery; 
Professor of Surgery (Oncology) ; The University of 
Texas M.D. Anderson Hospital and Tumor Institute, 
Houston. 


MURRAY M. COPELAND, MD 

from mutilation. He will be remembered for his 
papers on tumors of bone and tumors of the 
breast and especially his interpretation of giant¬ 
cell tumors and chronic cystic mastitis as benign 
lesions and the handling of these disease proc¬ 
esses by conservative measures. In the crusade 
against cancer, he was a cornerstone in the pro¬ 
gram of advocating the importance of the follow¬ 
up study as a technique for the evaluation of 
methods of diagnosis and treatment. May the 
results of his influence continue to have impact 
on the generations to come. 

The ultimate hope of us all is to completely 
eradicate cancer through knowledge gained from 
research into the cause of the disease and its 
control which, in so many areas, remains an 
enigma. Current research in both clinical and 
basic science aptitudes is increasingly productive 
in the unremitting effort to unravel the problems 
which still confront us. 

History will record that the people of our 
generation lived in one of those miraculous flow¬ 
erings of the human intellect called a “Golden 
Age.” Even now, man probes the cosmos—the 
nearby moons and planets and the distant stars. 
Even now, he explores the frontiers of knowl¬ 
edge within a single cell, a thousand of which 
could rest upon a needlepoint; and he tests there 
the reactions from infinitesimal amounts of en- 
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zyme and nuclear material. He does all this at 
the opposite outposts of space—in the cosmos 
and in a single cell—to find further intimations 
of man’s origin, method of growth, and mor¬ 
tality. 

A keen observer of the research scene recently 
said that more has been learned about cancer 
in the past 15 years than had been learned in 
all previous history. What have we learned about 
this disease over the total span of our effective 
knowledge? Let me enumerate some of the im¬ 
portant observations: 

1. That cancer is hardly to be regarded as a 
single disease, so varied are its manifesta¬ 
tions, its rates of growth, its susceptibility 
to treatment. 

2. That more than 500 chemical compounds 
can cause it under the conditions of experi¬ 
mental control. 

3. That certain environmental circumstances of 
living and working favor its development. 

4. That heredity appears implicated in certain 
kinds of cancer. 

5. That the cancer process, essentially one of 
rapid cell division, is focused in a minute 
part of the cell which triggers the fission of 
the cell, the nucleus, the essential protein 
and enzyme complexes of which are partly 
understood. 

6. That the chemical requirements of the can¬ 
cer cell differ, at least quantitatively, from 
those of normal cells. 

7. That these specific reqirements may be frus¬ 
trated by chemical means. 

8. That hormones are evolved in the genesis 
and continued growth of some cancers and 
that hormones will restrain the growth of 
certain cancers. 

9. That viruses are the cause, or part of the 
chain of causes, of a number of animal 
tumors, and that there is increasing evidence 
that they are in some way related to human 
cancer. 

10. That there is a protective immune mecha¬ 
nism for cancer, as for bacterial invaders, 
which can be demonstrated experimentally. 

11. That human cancer can now be made to grow 
indefinitely in animal hosts and in tissue 
culture after transplantation from humans. 

12. That cancer is not an instantaneous conver¬ 
sion of a normal cell to a malignant one but 


is a developmental acquisition, a terminal 
phase of a series of changes. 

13. That half of all cases of human cancer today 
can be cured, but, in fact, only about one- 
third are being saved. 

Words familiar from long usage — viruses, 
genes, mutation, cancer—have begun to shift in 
their meanings and to take the form of oblique 
attempts to describe not separate entities but 
different manifestations of one particular and 
fairly well-defined type of chemical substance, 
DNA (deoxyribose nucleic acid). From this new 
vantage point, the argument about whether or 
not viruses “cause cancer” begins to seem out¬ 
moded, as it becomes clear to all engaged in such 
research that the link between cancer and viruses 
may be as strong as the coil of life itself. 

This decade may well be memorable for the 
opening of a new front in the war against cancer. 
Some of the events we have predicted so hope¬ 
fully and for so many years in such vague terms 
as “the foreseeable future,” “in our time,” or 
“eventually” actually seem to be coming to pass. 
Now. Today. 

Brilliant scientists tell us of new facets of their 
work. Some of their findings and techniques even 
now are beting tested or applied for the first 
time against human cancer. In most cases, it is 
too early to tell how effective these findings or 
proposed curative measures will be. 

We cannot be satisfied with present medical 
means for cancer control. We need not be. As 
T see it, these are some of the most urgent and 
practical measures we expect from science and 
medicine, some of which now are being tested 
experimentally in humans as well as in the labo¬ 
ratory: 

1. Blood, urine, and biochemical tests which 
will indicate not only the presence of early 
and hidden cancers but also an individual’s 
susceptibility to specific cancers. 

2. The detection of hidden cancer viruses of 
cancer-causing organisms and the designing 
of drugs which will inhibit their growth or 
destroy them. 

3. The development of safe and effective vac¬ 
cines to prevent specific cancers. 

4. The application of immune measures—vac¬ 
cines, antisera, antibodies, sensitized lymph 
cells, immunity stimulants, lytic enzymes, 
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interferon, and other substances—which di¬ 
rectly or indirectly may suppress cancer 
growth. 

5. Widespread public knowledge of the chem¬ 
icals which cause cancer in experimental ani¬ 
mals and their elimination, as much as pos¬ 
sible, from man’s food and environment. 

6. Exact information on the biological activity 
of x-rays for the guidance of physicians, 
dentists, and others who use this cancer- 
causing and cancer-curing medium. 

7. New and better anticancer drugs and their 
use, alone or in combination with surgery, 
radiation, and immune measures, with max¬ 
imum effectiveness and safety. 

Progress in cancer research during the past 
10 years has led to the current interest in the 
role of viruses in the development of human 
cancer. Many new viruses have been discovered 
in man, and many cancer viruses in animals, only 
to mention leukemia virus and the multipotent 
gland tumor virus of mice. 

Recently, a malignant lymphosarcoma was re¬ 
ported in children of certain regions of Africa. 
The disease affects Negro, Asian, and European 
children, alike. It is, therefore, a disease not of 
Africans but of Africa. Closer examination has 
revealed that these children with lymphosarcoma 
have other types of tumors, also, in their bodies. 
Only those children who live in certain regions 
at low altitudes and of small rainfall are affected. 
The present question is whether mosquitoes or 
tsetse flies are involved in the transmission of 
the disease, as the regions correspond with those 
where these vectors abound in Africa. Cattle in 
Africa also have been reported to be affected by 
this syndrome of tumors. Tt is not yet known 
whether this disease is virus-induced, but viral- 
like bodies have been found in the blood and 
lymph nodes of both cattle and humans with this 
disease, strongly suggesting that this may be so. 

Leukemia and lymphosarcoma in cattle have 
recently received increasing attention. Some 
herds of cattle in this country and in Scandinavia 
have an incidence of leukemia as high as 80%. 
It has been shown that the disease is 
transmitted both vertically and horizontally by 
unknown means. The question arises whether 
virus in cattle, as in leukemia of mice, may not 
be transmitted by mother’s milk. Dr. Dmochowski 
of The University of Texas M.D. Anderson 


Hospital and Tumor Institute has recently found 
viruslike particles, as yet of unknown activity, 
in the milk of leukemic cattle. This problem is 
receiving his great attention. Even if these virus¬ 
like particles are found to be the responsible 
agent, it is still a far cry from answering the 
question: can milk of such cattle be responsible 
for some cases of leukemia in man? This fact 
of the problem is being studied. 

In 1957, Dr. Dmochowski first demonstrated 
viruslike particles in a lymph node from a child 
with acute lymphatic leukemia. More extensive 
study has since been carried out on biopsy ma¬ 
terial from lymph nodes of patients with acute 
and chronic forms of leukemia, Hodgkin’s dis¬ 
ease, and lymphosarcoma. In some of the cases 
of acute leukemia, viruslike particles have been 
found in the leukemia cell cytoplasm as well as 
in one or two cases of lymphosarcoma. These 
findings have been confirmed by Dalton and 
Maloney, of the National Cancer Institute, in 
16 of 20 patients with acute leukemia. The par¬ 
ticles were not present in patients used as con¬ 
trols. While a virus has not yet been demon¬ 
strated as the cause of human leukemia, the 
abnormal particles found in these cells may prove 
to be a contributing factor. 

In papilloma of the larynx, viruses have gen¬ 
erally been suspected as being the causative agent. 
This tumor is clinically potentially serious be¬ 
cause of its location on the vocal cords or any 
other part of the larynx and because of its tend¬ 
ency to recur after removal. While most common 
in children, it also occurs in adults, frequently 
leading to squamous cell carcinoma. 

Heretofore, characteristic viruslike particles 
have been observed in human skin warts and in 
molluscum contagiosum, an infectious benign 
tumor of the skin in man. Recently, Dr. 
Dmochowski and his associates have prepared 
laryngeal papillomas from a number of cases, 
both children and adults, for electron micro¬ 
scopy. Examination of the first case of recurrent 
laryngeal papilloma in a 50-year-old man has re¬ 
vealed the presence of great numbers of charac¬ 
teristic viruslike particles in the nuclei of cells. 
Similar viruslike particles have also been found 
in a second case of laryngeal papilloma in a 2 y 2 - 
year-old girl. The viruslike particles are similar 
in size and location to virus particles of human 
skin wart, papilloma of rabbits and, in appearance 
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and location, to virus particles of polyoma of 
mice and of SV-40 virus of monkeys. Although 
this is a first demonstration of viruslike particles 
in cells of human laryngeal papilloma, further 
studies will be required to establish their causa¬ 
tive relationship to the tumor. 

Dr. Breslow, of the University of California’s 
Public Health Department, who is a member of 
the American Cancer Society’s board of directors, 
calls cancer a pre-eminently social disease and 
says that those who would understand its genesis 
and work toward its control must look upon it 
as a public health problem. He defines it is a 
social disease in at least three major respects: 
1) social conditions contribute heavily to its 
cause, 2) social measures are required for its 
control, and 3) the social and economic circum¬ 
stances and pressures that influence each case 
must be understood and respected. 

While there appear to be more than 300 dif¬ 
ferent types of cancer and probably hundreds 
of causes, few doubt any longer the statistical 
and laboratory evidence that cancer has social 
and cultural causes. Typical examples include the 
higher incidence among certain miners, the car¬ 
cinogens found in food additives and farm chem¬ 
icals, the high leukemia incidence among the 
people of Hiroshima, and the apparent cause- 
and-effect relationship between heavy cigarette 
smoking and lung cancer. 

As evidence of socioeconomic influences on 
the course of cancer, a recent survey in Cali¬ 
fornia uncovered these facts, among others: 

1. One out of every four patients had failed 
to follow through with the medical or sur¬ 
gical treatment recommended by his phys¬ 
ician. 

2. One in three had been afflicted by serious 
family or emotional problems before enter¬ 
ing the hospital. 

3. Three out of five faced even more serious 
problems after leaving the hospital. 

While the survey indicated that some patients 
failed to follow through with treatment because 
of their refusal to accept the implications of an 
apparently hopeless diagnosis, it was evident that 
most were influenced by emotional problems, 
financial worries, or the immediate problem of 
family responsibility. In view of the fact that 
the outlook for patients who follow through with 


treatment is far more hopeful, it is evident that 
we could save thousands of lives with an inten¬ 
sive effort to ease the problems, the resistances, 
and the fears that beset so many of them. 

A splendid tool for understanding the public 
health aspects of cancer is California’s Tumor 
Registry, which now contains on the tapes of 
its computers a 21-year record of the case his¬ 
tories obtained from more than 250,000 cancer 
patients. From these records, Dr. Breslow has 
extracted evidence indicating what he calls the 
“class consciousness” of cancer and its treat¬ 
ment : 

1. Cancer of the cervix is twice as frequent 
in the lowest income group as in the highest. 

2. Among men, lung and stomach cancer strike 
the lowest income group twice as frequently 
as it does those with the highest incomes. 

3. Only one-third of the cancer patients in 
county hospitals had received the benefits of 
early diagnosis. 

4. As a result of earlier diagnosis and better 
treatment, 62% of private hospital patients 
with cancer of the cervix lived five years or 
more; oidy 39% of the county hospital pa¬ 
tients lived five years. 

5. Tn California’s Alameda County, two-thirds 
of the women in the highest social class had 
received at least one Papanicolaou vaginal 
smear test; less than one-third of those in 
the lowest economic group had received such 
a test. 

It is unfortunate that those with the greatest 
need should benefit least from the most effective 
means now available for cancer control. Correct¬ 
ing the imbalance will require serious organized 
effort. Individual education must be reinforced 
by a network of responsibility. 

At best, our knowledge of how to control 
cancer is modest, if mortality statistics are a good 
index. Yet this is an unwise conclusion, because 
our knowledge of the origins, treatment, and 
possible cure of the disease is catching up with 
the challenge. 

While we must observe every caution in pro¬ 
tecting cancer patients from overt or occult ill 
effects of new medical preparations and tech¬ 
niques, no time should be lost in making new 
medical discoveries available. The medical value 
of a scientific discovery is only as great as its 
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application to human health problems. The medi¬ 
cine which for centuries has served only primitive 
tribes is of no value to populations too pre¬ 
occupied or too sophisticated to test it. This for 
a long time was the case with tranquilizers. Bio¬ 
logical principles which are buried with their 
discoverers—Mendelian genetics is an example- 
are of no value until they are rediscovered by a 
more curious, more tolerant, and more alert 
generation. 

In the present information explosion, in which 
thousands and thousands of journals inundate 
us with more or less unsorted facts, artifacts, 
figures, charts, observations, speculations, and 
logical and illogical conclusions, there is risk 
that we may be ignoring some of the biological 
keys of cancer control. This we cannot afford. 
It is incumbent upon us to devise a system for 
exploring any promising avenue against cancer 
opened by an honest and competent investigator. 
I believe that the enthusiasms of scientists for 
their work should be encouraged; cynicism will 
never cure cancer. 

Beyond the difficult job of developing new 
knowledge is the equally formidable task of ap¬ 
plying the solutions arrived from basic research 
to clinical problems. The life-saving experimental 
technique will save few lives if it is not tested 
by capable and conscientious physicians, if it is 
not shown to be reproducible, and, once found 
practical, if it is not generally adopted and made 
available to patients requiring it. 

I wish to quote the epilogue from the Sloan- 
Ivettering Institute for Cancer Research. Progress 
Report for 1962, as an expression of our hope 
for the future: 

One hundred years ago, a haphazard, seemingly mean¬ 
ingless collection of scientific data was suddenly fused 
into a synthesis that altered forever not only the course 
of biological sciences, but the entire pattern of human 
health and welfare, when Louis Pasteur delivered, at the 
Sorbonne, his famous lecture on spontaneous generation 
and announced the germ theory of disease. 

Once more we are groping in the strange twilight be¬ 
tween the living and the non-living for unifying con¬ 
cepts of a great mass of curiously related information. 
Everywhere we direct a pinpoint of light, the mind is 
confronted with events as miraculous as the formation of 
life from a shining drop of synthesized DNA. Predic¬ 
tions are not only presumptuous at such a time, but they 
appear pale and unimaginative when contrasted with the 
facets of on-rushing event. 

We have every hope that these discoveries may ulti¬ 
mately mark the end of some of mankind’s crudest dis¬ 
eases; we are permitted to hope also that they will lib¬ 
erate the mind to travel further and further into un¬ 


explored regions, at least as exciting and full of promise 
as the frontiers now beckoning beyond the distant stars. 

It must be apparent to all of you today that 
we are witnessing the beginning of a revolution 
in the biological sciences that will far surpass 
the great revolution in the physical sciences that 
culminated in the discovery of nuclear power. 

It is not expected that the problem of cancer 
will be solved in a sudden flash of discovery. 
Trained investigators all over the world are 
seeking parts of the scientific jigsaw puzzle 
which, when fitted together, should give the com¬ 
plete picture. Holding these workers together is 
the ever expanding body of knowledge in a wide 
spectrum of scientific disciplines. With our scien¬ 
tific know-how, economic strength, and profes¬ 
sional leadership, I am confident that discoveries 
extant and to come will ultimately mark the 
end of one of man’s crudest diseases. God speed 
the day! 

The University of Texas 
M. D. Anderson Hospital and 
Tumor Institute 
Houston, Texas 
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168th ANNUAL MEETING OF THE MEDICAL AND CHIRURGICAL FACULP 

April 27 and 28 at the Alcazar, Baltimore 


HOUSE OF DELEGATES MEETINGS 

Osier Hall, Faculty Building 
1211 Cathedral Street, Baltimore 

TUESDAY, APRIL 26—8 PM 
FRIDAY, APRIL 29—9 AM 

All members welcome 


WEDNESDAY, APRIL 27 
The Alcazar 

AM 

10:00 RELATIONSHIP OF VASCULAR THROM¬ 
BOSIS TO SYSTEMIC DISEASE 
Standish McCleary Fund Lecture 

Donald G. McKay, MD 

Columbia University 


2:45 MEDICINE'S RESPONSIBILITY IN THE 
POPULATION EXPLOSION 

I. Ridgeway Trimble Fund Lecture 

H. Curtis Wood, Jr M MD 

Assn, of Voluntary Sterilization 

3:30 SPLENECTOMY IN THE TREATMENT OF 
HEMATOLOGIC AND NON-HEMATOLO- 
CIC DISORDERS 

J. M. T. Finney Fund Lecture 

Robert J. Coffey, MD 

Georgetown University 

8:30 ALCOHOLISM AND THE LAW 
A Medicolegal Symposium 

Frank L. Iber, MD 
Harry E. Shelley, LLB, ThB 
Robert C. Embry, Jr., LLB 


10:30 PHAGOCYTOSIS AND DECRANULATION 
William Royal Stokes Memorial Fund 
Lecture 

James G. Hirsch, MD 

Rockefeller Institute 

11:15 FAMILIES AND PHYSICIANS 

George M. Boyer, MD Fund Lecture 

John Parks, MD 

George Washington University 
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TIONS IN FEMALE PATIENTS 
J. Mason Hundley Annual Lecture 

Houston S. Everett, MD 

The Johns Hopkins University 


THURSDAY, APRIL 28 
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AM 

10:00 TUMOR VIRUSES AND VIRUS TUMORS 
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Alan S. Rabson, MD 

National Institutes of Health 

10:30 SYPHILIS: THEN AND NOW 

Rudolph H. Kampmeier, MD 

Vanderbilt University 
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John (Sean) F. Mullan, MD 

University of Chicago 
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Amos R. Koontz, MD Memorial Lecture 
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Amos R. Koontz, MD Memorial Lecture 

Robert W. Buxton, MD 

University of Maryland 
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Harvard Medical School 



HEALTH EVALUATION TESTS 

available to 

Members of the Faculty 

WEDNESDAY and THURSDAY, 
APRIL 27 and 28 

8:30 AM—5 PM 
The Alcazar, Baltimore 


APRIL 29—MAY 4 
SS Argentina 

Bermuda Cruise Convention 

W. H. C. Masters, MD, ChB 

Bermuda Medical Associates Member of 
Parliament 

ENDOMETRIAL ASPIRATION BIOPSY 
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Frank A. Faraino, MD 
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University of Maryland 
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The Johns Hopkins University 
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The Johns Hopkins University 
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Jonas R. Rappeport, MD 

University of Maryland 

GRAND ROUND FILMS WILL BE SHOWN DAILY 
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A Presidential Address 

CRITIQUE OF THE 
MEDICAL PROFESSION 


While I realize that in some quarters praise 
is richly deserved, I am not here tonight to praise 
the medical profession. I am well aware that no 
other group of people has quietly and unselfishly 
done more than the medical profession to carry 
out its utmost reasons for existence; namely, the 
health of the people, the education of its col¬ 
leagues, students, and patients, and the basic 
research so essential to it all. 

But my message tonight is one of constructive 
criticism. Here we are—educated and presumably 
wise men; yet our horizons are so limited. Why 
are physicians so conservative—if not reaction¬ 
ary? Why do we see communism and socialism 
in every attempt at social change? Why do so 
many doctors fight to maintain the status quo 
in this rapidly changing world? Why do we not 
recognize that socio-economic problems, slums, 
problems of population explosion, political prob¬ 
lems, individual rights, crime and punishment, 
problems of the atom and nuclear devices, of 
automation, of jet propulsion—are our problems, 
too—problems that require bold and original 
solutions? Why are we so obsessed with the 
need to hold the line? What line? The line of 
an era we have outgrown? Why do we fight our 
own government instead of taking a positive, 
constructive position of leadership? It has been 
said that minds are like parachutes, they only 
function when open. 

It is comforting to know that the things which 
concern me concern many of us, such as the 

Delivered before the Baltimore City Medical Society, 
December 3, 1965. 
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urgent need for us to participate in health plan¬ 
ning under Medicare. It should not be obstructed 
by those who think that non-participation brings 
solutions. There will be a need for continuous 
study of the actual results of this great experi¬ 
ment. These studies should be undertaken by 
specially organized groups under private auspices, 
the objective being to evaluate and improve the 
laws under which we administer medical care for 
the aged and perhaps other programs which un¬ 
doubtedly will be forthcoming. 

In 1916, a committee report to the AMA 
House of Delegates contained this admonition: 

Blind opposition, indignation, repudiation, bitter de¬ 
nunciation of these (social) laws is worse than useless. 
It leads nowhere and it leaves the profession in the posi¬ 
tion of helplessness if the rising tide of social development 
sweeps over them. 

These prophetic words were not heeded then, 
nor yet in 1965, when the AMA showed no real 
willingness to compromise; made no move to 
have a part in framing the law that would 
inevitably emerge from the new Congress, though 
they must have been reminded that their own 
House of Delegates once endorsed a compulsory 
national health insurance program. “The time 
has come when we can no longer resist the social 
movement,” the Board of Trustees said in 1916, 
“and it is better that we should initiate the 
necessary changes than have them forced on us.” 

It is true that yesterday political activity gave 
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us little concern. Yesterday we were content to 
practice the art of medicine, but today we are 
being forced into the political arena, and we 
must realize that in the future many facets of 
medicine will be subject to political influence. 
Certainly we sometimes long for the “good old 
days,” when the medical society was concerned 
solely with fighting disease and protecting the 
physical and mental health of the community. 
They were easier and very pleasant, but the 
real world is about us and demands our par¬ 
ticipation. Medicine today is more than ever 
bound up with life and death, with Vietnam, 
with revolutions, with the political right and left, 
and with the many other social and political prob¬ 
lems of our nation. 

One vital problem is the spiralling cost of 
medical care. Who is to blame? Patients seem 
to have a blind spot: they demand more per¬ 
sonal care in a machine age in which they them¬ 
selves are partly responsible for the rising costs. 
They have some mistaken idea that the more 
tests which are done, the more likely the diag¬ 
nosis will appear. They do not realize how ex¬ 
pensive some of these tests are. They seem to 
think that because the tests are paid for by 
someone else, the more the better. 

Doctors, too, are to blame. They agree to the 
ordering of more and more tests. The teaching 
programs of the hospitals are expensive, some¬ 
times wasteful, and not always well organized. 
The personnel itself is expensive. According to 
a fee schedule of the American Society of Inter¬ 
nal Medicine, doctors’ charges have increased to 
a point where they must be reflected in insurance 
rates and other interrelated costs, thus adding 
to the inflationary spread. Its aims and purposes 
are documented, but one of the reasons for the 
founding of the American Society of Internal 
Medicine was to establish higher fees for in¬ 
ternists. But it is not true, as one of our col¬ 
leagues charged, that the doctor’s dominant moti¬ 
vation is money. Such an unfair accusation could 
only have been made by one who does not practice 
on a fee for service basis with his patients. 

Even the government is abetting the rise in 
medical care costs. Certainly the original con¬ 
cept of taking care of the ill who cannot afford 
care is acceptable. But some of the governmental 
programs with their unfairly low fee charges of 
$2.50 for office visits often lead to more office 


visits and more prescribing than seems proper. 
Thus, by degrees, we are being drawn into a 
system which we recognize as undesirable. 

I have neither the knowledge nor the fortitude 
to discuss all the phases of health insurance, 
what they offer, what they really give; but I can 
tell you how wrong it is to sell insurance which 
offers, for example, to pay the cost of x-rays 
only when they are done in the hospital. Our 
hospitals cannot even take care of all the sick 
promptly; yet these programs are accepted and 
patients are hospitalized for these purposes. I 
cannot approve of the policy of some hospitals— 
a policy often ignored by Blue Cross—which re¬ 
fuses to accept a patient’s Blue Cross until a 
semi-private accommodation is available. It is 
like selling something which is not available to 
the public. 

The rates in the hospitals reflect the many 
increasing costs. I believe we, the medical pro¬ 
fession, should set an example and hold down 
excessive financial demands on people at their 
worst time—when they are sick. 

Apropos of hospitals, I for one am awfully 
tired of being asked by a lay person in some of 
our admitting offices why a particular patient 
needs to be admitted. And how does one react 
to an admitting clerk who acts stunned when 
called for the admission of a patient? These prac¬ 
tices are condoned by the hospital authorities, 
I presume because the person in such a frus¬ 
trating job is doing the best that can be done. 
Yet, such a person has no right to practice 
medicine. 

To return to the matter of spiralling medical 
costs, anyone—physician, hospital administrator, 
government agency, insurance carrier, patient— 
who has anything to do with a visit not essential, 
a prescription not necessary, a test not required, 
the use of equipment and personnel in treatment 
not indicated, who condones actions which ad¬ 
versely affect the service, or who bows to de¬ 
mands which his judgment tells him are un¬ 
warranted, is contributing to the spiralling cost 
of medical service. And it is the cost of medical 
service which will, in the final analysis, determine 
the degree to which our profession will be able 
to resist the encroachments of the government 
and the measure of control we can retain over 
our own destinies. 

I have always been concerned about the lack 
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of accreditation of hospitals in our community. 
I believe that only when all the hospitals of this 
community regard lack of accreditation in any 
one of them as an obligation on all of them, 
will we have arrived at a mature attitude. 1 do 
not see why any hospital in our area should be 
unaccredited. Nor do I see any sense to partial 
accreditation, whereby, for example, the sur¬ 
gical or gynecological service is accredited but 
not the medical service. 

Community hospitals should not periodically 
fear loss of accreditation. As an example, they 
are told, “Your outpatient clinics do not have 
enough patients”; so the hospitals are compelled 
to drum up more patients. Why should chiefs 
of services, administrators, and accrediting bodies 
lay dowm rigid rules which treat us as if we are 
irresponsible and make for dodges and tricks 
which are unbecoming to mature physicians? 
The common point in these examples is sterile 
thinking. Conformity and uniformity have be¬ 
come ends in themselves. But why? Was Edison 
a conformist? 

Accrediting bodies should advise, assist, and 
promote. They should not threaten or coerce or 
punish. Are not honor, integrity, and responsi¬ 
bility part of our unwritten code? To be period¬ 
ically confronted by the spectre of accreditation 
represents a drain on energies which might be 
better expended in other directions. 

Dr. Irvine H. Page, in writing about the new 
Journal of the Reticuloendothelial Society, com¬ 
mented: 

Clearly the day of intense specialization is with us and, 
equally clearly, if specialization proceeds in a narrow 
path without relationship to other paths of knowledge, our 
great body of knowledge will end up in limbo. 

Dr. Page calls for vigilance to see that we, per¬ 
sonally, our specialty boards, and our societies 
do not demand conformity to the point of pre¬ 
venting creation of a broadly conceived and rela¬ 
tively homogeneous body of medical knowledge. 

While being specialists, we still must be generalists; 
while being physicians, we still must be scientists; and 
lastly, while being scientists we still must be men. It is 
a big order, and we can only succeed if we help each 
other, a cardinal principle of medicine and science too 
often forgotten. 

Dr. Jacob K. Berman, in an article entitled 
“Survival With Prestige,” reminds surgeons to 
treat the patient as a whole, not as a number, 
an experimental problem, or an illness. Pie recalls 


that almost a century ago, Jonathan Hutchinson 
said, “It is more important to know the patient 
than his disease.” It may become more important, 
I add, to know our society. 

Basically I have great affection for my col¬ 
leagues, and I am sure that they have as much 
sentiment as I. I would like to see a little more 
humor, a few well meant smiles. This is what 
helps to make men great. I would like to see 
less moral indignation among certain groups of 
physicians. What concerns me about indignation 
is that it should not be so cynically selective. 

I do not see among my colleagues a display 
of emotional response such as that shown by 
Sir Winston Churchill, when he said, “In war, 
resolution; in defeat, defiance; in victory, mag¬ 
nanimity; in peace, good will.” 

In contrast, Americans have been accused of 
spending too much time in competitive enter¬ 
prise, in bettering last year’s effort, in com¬ 
mercializing everything they touch. But The 
Almighty would not wish it this way. There 
is so much compulsion, dogged determination, 
perseverance, and persistence on an issue such 
as corporate medicine, when all of us know how 
we stand, and we know how well this symbiotic 
relationship has worked over the years. 

Two hundred years ago the poet Robert Burns 
wrote, “Oh wad some Pow’r the giftie gie us, 
to see oursel’s as ithers see us.” And Lincoln, 
in his last inaugural address, said, “With malice 
toward none, with charity for all, let us try 
to bind up the nation’s wounds.” Perhaps we 
need a period during which we should bind up 
our own wounds. 

It is true that sometimes we have no choice 
in our enemies, but have we as many enemies 
as we imagine? Ts, for example, the govern¬ 
ment our enemy? We decry governmental in¬ 
terference in medical care programs and en¬ 
forcement of drug standards, yet we clamor 
for federal funds for research and hospital 
construction. We fear big government, yet the 
upsurge of crime and violence make us demand 
federal action. Expedience should never come 
before humanity, and I am sure the test of 
conscience will not find us wanting. 

In the Johns Hopkins Magazine for March, 
1965, James Reston asks if we are ready for 
the Great Society. We should behave toward 
our country, lie said, quoting J. B. Priestly, 
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as women behave toward the men they love: 
a loving wife will do anything for her husband 
except to stop criticizing and trying to improve 
him. This should be the attitude of a citizen, 
suggests Mr. Reston. He raises such provoca¬ 
tive questions as, “Which is more important, 
the conquest of the moon at $5 billion a year 
or the education and housing of the poor?” 
And he ends on the optimistic note of Justice 
Holmes: “Beyond the vision of battling races 
and an impoverished earth, I catch a dreaming 
glimpse of peace.” 

Let me address myself to the all-important 
point. How broad is our horizon? Wake up, 
profession! Wake up, MD’s! So often we win 
a battle and lose the war; we win a point and 
lose the issue. One of our troubles is that 
between the young geniuses in high positions 
and the older ones who wish to live in the past, 
we fail to make use of the fertile minds of 
many mature, wise, and experienced men in the 
middle group, men who know when to com¬ 
promise, men who know that step by step 
progress leads to the desired objective. Man 
was never meant to be one dimensional. Prog¬ 
ress lies not only in conformity but in the 
development of new ideas. 

Excluding those who do not even participate, 
there are so many who talk but never listen, 
who look but never see. Yet the world is crying 
for intelligent interaction between human beings. 
Let us talk sense amongst ourselves and to our 
patients and hope that they in turn will talk 
sense to us. It is not right for us to stay above 
the battle; to remain aloft is to die before life 
begins, and it is when good men do nothing that 
others take over. We must be mindful of the 
lessons of the past; we must be alert and re¬ 
sponsible in facing the problems of the present; 
we must be creative and courageous in meeting 
the challenges of the future, and we must not 
let the pressures of our troubled times swerve us 
from these objectives. 

Dr. Howard P. Lewis, in an article entitled 
“Reflections From Our Mirror,” in the Annals 
of Internal Medicine, said, 

We must recognize that today we are less close to our 
patients than we should be and that we have not taken 
into full account, as individual physicians, that we and 
our times have changed. 

There is no question that the physician, busy as 
he is, must find time to participate to a greater 


degree in many important and demanding civic 
and professional activities because these have 
become expected of him. Community leadership 
as a whole has a tremendous role to play in re¬ 
directing and reorienting basic thinking to 
encourage a little less negativism, a little more 
positive approach, a little less emotionalism, and 
a little more common sense. 

Amidst great material well-being, our culture 
stands in danger of losing its very soul. The 
state of the humanities today creates a crisis for 
national leadership. Mankind is nothing without 
individual men whose minds are able to take part 
in a revolution and to make their contribution 
for all. 

This is so different from a recent note I read 
about television, which concluded that it makes 
the most money by catering to the biggest 
audiences, that culture does not pay, so the heck 
with it. 

Medicine’s limitless horizons are before us. 
They are inspirational. The monolithic society is 
no more. Motivation and responsibility are basic 
to progress. Might we not aspire to having a 
medical man in the cabinet, one who enjoys both 
the confidence of the President and the confi¬ 
dence of his colleagues? One who would take 
part in policy-making rather than obstructing it, 
or coming up too late with too little? 

In an address titled, “Time Does Not Permit,” 
Dr. Ingelfinger made some interesting comments, 
among which was that he had many ideas that 
impressed him as most important which he could, 
unfortunately, not impart to his listeners because 
time did not permit. I know this feeling. 

I have indulged myself in your valuable time. 
I have undoubtedly stunned many of you, angered 
more; but I, too, have been stunned and angered 
during this year as president. I have been hurt. 
No casts are visible, but I have aged, and my 
brain tells me that the wounds have seared deep 
into my soul. I am worried about our future in 
terms much broader than the medical profession 
has allowed itself to envision. I implore each of 
you to ask yourself the profound question: Do 
we want leadership in this amazing century, or 
do we want to hold the line? Do we wish to be 
above or below or in the battle? We have a 
choice. I have made mine. 

11 East Chase Street 

Baltimore, Md. 21202 
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ECONOMY 


When you prescribe or recommend Allbee with C, you can be sure 
your patient is getting a rational, specific multivitamin formulation at 
an economical price. The potent formula is sensible and simple. It 
contains therapeutic amounts of the water-soluble B and C vitamins. 
These vitamins are expended rapidly in the body and need to be 
replenished frequently. There are no extraneous factors, no frills in 
Allbee with C. It’s the no-nonsense vitamin in the yellow and green 
capsule that always gives your patient his money’s worth. 


Each capsule contains: Thiamine mon¬ 
onitrate (B t ), 15 mg.; Riboflavin (B 2 ), 
10 mg.; Pyridoxine hydrochloride (B 6 ), 
5 mg.; Nicotinamide, 50 mg.; Calcium 
pantothenate, 10 mg.; Ascorbic acid 
(vitamin C), 300 mg. 
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IN EACH TABLET, CAPSULE, OR 
(5 cc.) OF ELIXIR 


NOTHING, THAT IS, 

EXCEPT THE SEDATIVE-ANTISPASMODIC 
BENEFITS OF 


DON NATAL 


There’s nothing quite like a vacation to ease the pressures of 
the modern, “workingday” world. And for the patient who can’t 
get away from it all, there’s nothing quite like Donnatal to relax 
stress-induced smooth muscle spasm. For 31 years it has been 
the antispasmodic-sedative most often prescribed for relieving 
functional disturbances of tone and motility of the gastrointes¬ 
tinal tract. 

belladonna alkaloids in optimally balanced ratio 

In Donnatal, natural belladonna alkaloids are rationally balanced 
in a specific, fixed ratio that provides “the greatest efficacy with 
the smallest possible dose.” 1 They avoid the clinical uncertain¬ 
ties of the variable tincture and extract of belladonna, and are 
considered superior in range of action to atropine alone. 2 
Furthermore, they are generally recognized as being more effec¬ 
tive than the synthetics for relieving visceral spasm. 

phenobarbital for sedation 

Years of clinical use have established phenobarbital as one of 
the most efficient and highly regarded sedatives. In fact, for 
general sedation it is the drug of choice.'* In Donnatal, pheno¬ 
barbital potentiates the spasmolytic effects of the belladonna 
alkaloids, lessening emotional tensions and checking the neuro¬ 
genic impulses that trigger Gl disorders. 

more than 24 indications in PDR 

Donnatal has withstood the test of time to become the classic 
sedative-antispasmodic because of its unsurpassed effective¬ 
ness, safety, economy, uniformity of composition, and dosage 
convenience. Its widespread acceptance and usage by the pro¬ 
fession can also be attributed to its versatility in treating dis¬ 
orders characterized by smooth muscle spasm. There are more 
than two dozen distinct and separate indications for Donnatal 
listed in the current PDR. 


hyoscyamine sulfate. 0.1037 mg. 

atropine sulfate. 0.0194 mg. 

hyoscine hydrobromide ... 0.0065 mg. 

phenobarbital . ('A gr.) 16.2 mg. 

(warning: may be habit forming) 

IN EACH EXTENTAB 

hyoscyamine sulfate. 0.3111 mg. 

atropine sulfate. 0.0582 mg. 

hyoscine hydrobromide ... 0.0195 mg. 

phenobarbital.( 3 A gr.) 48.6 mg. 

(warning: may be habit forming) 


BRIEF SUMMARY: Blurring of vision, 
dry mouth, difficult urination, and flush¬ 
ing or dryness of the skin may occur 
on higher dosage levels, rarely on 
usual dosage. Administer with caution 
to patients with incipient glaucoma, 
or urinary bladder neck obstruction. 
Contraindicated in acute glaucoma, 
advanced renal or hepatic disease, or 
a hypersensitivity to any of the ingre¬ 
dients. 

REFERENCES: 1. Vollmer, H.: Arch. Neurol, 
and Psychiat., 43:1057, 1940. 2. Morrissey, 
J.H.: J. Urology, 57:635, 1947. 3. Krantz, J.C., 
Jr., and Carr, C.J.: Pharmacological Prin¬ 
ciples of Medical Practice, 2nd ed., Balti¬ 
more (1954), 552. 

‘This one at Westover, elegant Colonial Vir¬ 
ginia plantation, located on the James River 
near Richmond. Built in the early 1730’s by 
William Byrd II, founder of Richmond, it is 
now the home of Mrs. Bruce Crane Fisher. 
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Despite the lack of proof, the consensus of informed persons 
has tended more and more to the view that it is better 
to have a normal cholesterol level than an elevated one.” 1 




THE DRUG TO LOWER CHOLESTEROL... 

NICALEX 


[ALUMINUM NICOTINATE) 


□ Reduces cholesterol by 15-30% in most patients 2 

□ Matches nicotinic acid in effective reduction of elevated 
serum lipids—but with minimized tendency to cause flushing 3 

□ Simpler, more practical than diet 1 


WALKE 




Division of Richardson-Merrell Inc., Mount Vernon, New York 10551 


NICALEX Prescribing Information: COMPOSITION: Each tab¬ 
let contains: Aluminum Nicotinate 625 mg.—a complex con¬ 
sisting of (approx.): Aluminum Hydroxydinicotinate 450 mg. 
and Nicotinic Acid 155 mg. (Equivalent in activity to Nico¬ 
tinic Acid 500 mg.) INDICATIONS: The primary indications 
for NICALEX (Aluminum Nicotinate) are to reduce the serum 
cholesterol and total lipid levels in hypercholesteremia and 
hyperlipemia. It may also be useful in reducing xanthomatous 
tissue cholesterol deposits. PRECAUTIONS AND WARNINGS: 
Patients with peptic ulcer, liver, or gallbladder disease 
should be observed closely while taking the medication. 
Diabetic patients may require adjustment of diet and in¬ 
sulin dosage in the event of decreased tolerance. Patients 
receiving anti-hypertensive drugs of the adrenal-blocking 
type should be watched for signs of postural hypotension. 
Occasional side effects of Nicotinic Acid in large dosage 
are decreased glucose tolerance (resembling diabetic-type 
curve) sometimes with glycosuria, temporary activation of 
peptic ulcer, transient jaundice, and metabolic disturbance 
of liver function without definite hepatic pathology. These 
side effects were found to be reversible upon discontinuing 
nicotinic acid therapy. Certain transitory skin changes have 
been observed with nicotinic acid therapy. These include: 
dryness of the skin and keratosis nigricans, particularly in 
axillae. SIDE EFFECTS: Administration of NICALEX (Alumi¬ 
num Nicotinate) may produce temporary flushing and pruri¬ 
tus, also mild gastrointestinal distress, but these reactions 
are transient and apparently not serious. DOSAGE: The adult 
dose is 2 to 4 tablets t.i.d. with meals. HOW SUPPLIED: In 
bottles of 100 and 1000. CAUTION: Federal law prohibits 
dispensing without prescription. REFERENCES: 1. Parsons, 
W.B., Jr., Mayo Clin. Proc., 40:822, 1965. 2. Goldsmith, 
G.A., Amer. J. Dig. Dis., 9:651, 1964. 3. Boyle, E., Jr.. J. 
Amer. Geriat. Soc., 10:822, 1962. U.S. Patent 2,970,082 


38 


Maryland State Medical Journal 

















BREAST CANCER 

Current Concepts in Clinical Management 



The breast is the number one site of cancer in women; in the l nited States 
it is the leading site of cancer incidence regardless of sex. Four aspects of 
the problems and management of breast cancer are considered here: history 
taking, mammography, castration , and treatment. 


Among the many polished phrases and pub¬ 
lished wit of the late and great President Ken¬ 
nedy is the remark. “When things are non- 
controversial, beautifully coordinated and all the 
rest, it must be that there is not much going 
on." This certainly can't be the case for the 
polemics and problems of breast cancer, where 
contradiction and controversy are rampant and 
so often regarded as stubborness versus stupidity. 
I wen men of moderation who are unwilling to ac¬ 
cept the comfortable cliche and traditional tech¬ 
niques and teachings of our predecessors are fre¬ 
quently considered the devil’s allies in this disease 

those who doubt are damned! However, these 
nonconformists are often the martyrs of science 
consecrated to the cause of truth. By challenging 
our current dogma they enrich the science of 
surgery and enhance the progress of our medical 
profession. As noted by Sir William Ogilvie, 11 
“It is an ancient and fundamental problem of all 
institutions to combine security with progress, 
tradition with discovery” — and surgical ortho¬ 
doxy with heterodoxy. 

Before considering specific subjects pertaining 
to the practical problems of breast cancer and its 
clinical management, I would like to define the 
magnitude of this disease in broad general terms. 
Cancer of the breast has a worthwhile distribution 

Presented before the Baltimore City Medical Society, 
October 1, 1965. 


EDWARD F. LEW I SOS, MD 
Breast Clinic, Joints Hopkins Hospital 


and is in truth an arrant ’’world citizen” whose 
cellular turmoil shows little predilection for race, 
country, or geographic distribution. Morbidity 
studies in the United States indicate that the in¬ 
cidence of cancer in the breast is higher than 
that for any other single site in either sex. In 
women the breast is the number one site of can¬ 
cer, the most frequent organ to be attacked by 
this malign and monstrously destructive disease. 
Between five and six per cent of all women— 
more than one in 20—is destined to develop 
breast cancer, and the risk of this possibility 
increases steadily with each decade of life (fig. 1). 
Breast cancer is the leading cause of death from 
malignancy for women between 40 and 60 years 
of age. This disease has a long and painful his¬ 
tory, a dire present, and, thus far, a devastating 
future. 


History Taking 

I shall discuss briefly four topics pertaining 
to the practical problems of breast cancer and 
its clinical management. The first is history 

taking. 

The differential diagnosis of a lump in the 
breast often depends upon a detailed medical 
history and a careful physical examination sup- 
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Fig 1 

Breast cancer incidence 
rates, by marital status. In¬ 
cidence is ever-increasing 
with each decade of life. * 
Single women have a higher “ 
incidence of breast cancer => 
than married women. 
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plemented by meaningful diagnostic instrumenta¬ 
tion. Since the classic and cardinal concept of 
breast cancer and its successful treatment is based 
upon early diagnosis and early treatment, time 
is of the utmost importance. Although early 
breast cancer is not necessarily measured in min¬ 
utes or months, but rather in malignancy and 
metastases, there can be little doubt that breast 
cancer is more curable when the diagnosis is 
early, the lesion local, the growth rate low, and 
the host resistance high. 

In taking a detailed family history, past his¬ 
tory, and present illness, one often finds a rich 
reservoir of medical information. There are ante¬ 
cedent factors of striking significance, such as 
a strong family history of cancer in certain kin¬ 
dred or family groups. The marital-pregnancy 
status of patients is important in view of the 
known increased prevalence of breast cancer in 
women who have never married or have never 
borne or breast-fed children (fig. 1). 

Today, history taking must include a careful 
inquiry into the use of newer drugs, cosmetic 
preparations, and certain oral contraceptives. 
Within the past few years a convincing array of 
medical articles have pointed to the phenothiazine 
derivatives, tranquilizers which are in such 


common use, as the major cause of spontaneous 
and unexplained nipple secretion. Cosmetics con¬ 
taining hormones are usually costly creams which 
embody estrogens and are liberally anointed as 
a nocturnal ritual by many of our ageless females 
in their quest to remain “a thing of beauty and 
a joy forever.” However, these hormones may 
cause mastodynia, breast engorgement, and ag¬ 
gravation of chronic cystic mastitis. Roth corti¬ 
sone and digitalis have been reported to have a 
growth stimulating potential upon both the male 
and female breast. Digitalis has several estrogen¬ 
like activities, 10 including cornification of the 
vaginal epithelium in postmenopausal women. Oral 
contraceptives contain a hormone combination of 
progestogens and estrogens. These cause breast 
pain, engorgement, and an increase in nodularity 
in some, but not all, patients with benign breast 
disease. The oral contraceptives are certainly 
contraindicated in women who have been oper¬ 
ated upon for cancer of one breast, and I would 
hesitate to recommend them in other high risk 
population groups where the danger of breast 
cancer is increased. 

Among our modern medical miracles there ap¬ 
pears to be a passion for panaceas which perma¬ 
nently perpetuate youth. Although I have heard 
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it said with sadness that “wrinkles are the fur¬ 
rows wherein women bury their illusions,” I am 
gravely concerned about this growing tendency 
toward medicinal rejuvenation. The indiscrimi¬ 
nate use of estroegns from the “womb to the 
tomb” may be a serious source of danger. These 
growth stimulants are not necessarily the elixir 
of life; if taken over a long period of time, they 
may cause harmful changes, particularly in the 
breast and female organs. Randall 12 has noted a 
significantly lower incidence of deaths from ma¬ 
lignant diseases among women whose preclimac¬ 
teric menorrhagia was managed by the removal 
of the estrogenic influence by oophorectomy—a 
decrease in the estrogenic environment. I, for 
one, am not convinced that hormones are an 
unmixed blessing and that this “fountain of 
youth” is required for the salvation of all post¬ 
menopausal women in their “rendezvous with 
destiny.” 

Mondor’s disease is a superficial thrombophle¬ 
bitis of the veins of the breast. Once an un¬ 
common and little known clinical entity, it is being- 
recognized more often because it is easily con¬ 
fused with breast cancer. 4 Its cause is unknown, 
but it is frequently associated with a history of 
either severe or trifling breast trauma. If the dic¬ 
tates of the House of Dior prevail in popularizing 
the plunging neckline with the heavily underwired 
bra, the menace of the “merry widow” and the 
wired bra as a unique cause of Mondor’s disease 
may become a malady of major magnitude. 

Mammography 

The second subject of practical importance in 
the clinical management of breast cancer con¬ 
cerns the mirage or millenium of mammary diag¬ 
nosis by mammography. The widespread and 
exaggerated interest in this method of x-ray 
diagnosis has been propagated by a few enthusi¬ 
asts with extravagant and persuasive claims. 
Although mammography is at best a gross diag¬ 
nostic procedure, its merit lies in its new and 
objective approach to the difficult problem of 
differential diagnosis by clinical examination 
alone. 

The precept that periodic examination—and by 
this I mean breast self-examination by the patient 
and regular physical examination by a physician 
—is important in the early detection of breast 
cancer must be considered imperative for the 


public but imperfect for the patient. Like many 
maxims, this one is tempting in theory but thorny 
in practice. The diagnosis of breast cancer at the 
earliest possible time leaves something to be de¬ 
sired, even if examination is carefully carried out 
by an experienced physician with a high index of 
suspicion. Thus, there is a favorable opportunity 
for mammography—a hope in diagnosis which 
“springs eternal in the human breast.” 

Recently a newspaper notice appeared which 
read, “The volunteer fire department will blow 
the siren 15 minutes before the start of each 
fire.” While awaiting the prospect of such a 
prophetic siren, either for firefighting or cancer¬ 
fighting, I have great expectations that the tech¬ 
nique and precision of mammography soon will 
be improved to the point where it will help us 
detect small and silent breast cancers before they 
cast their shadows beyond us. We must make 
use of every available means to discover today 
what would be all too obvious tomorrow! 

I am personally grateful to the special interest 
of my coworker and very good friend, Dr. Hugh 
Morrish, of the Radiology Department of the 
Johns Hopkins Hospital, for the opportunity of 
correlating and comparing our respective accuracy 
rates in the diagnosis of difficult breast diseases. 
This small series comprised only those women 
with difficult and deceptive diagnostic problems 
and excluded the run-of-the-clinic patient with a 
readily recognizable fibroadenoma, cyst, or obvi¬ 
ous cancer. 

The diagnostic accuracy of clinical examination 
alone (by a specialist) was compared with the 
diagnostic accuracy of mammography plus clin¬ 
ical examination (by a non-specialist). The re¬ 
sults revealed a high degree of diagnostic ac¬ 
curacy by both methods. 

In this particular series, I cannot say that the 
addition of mammography modified to any major 
extent my surgical management of these patients 
or the ultimate biopsy of their breast lesions. In 
my own opinion mammography will find its place 
as an important diagnostic adjunct, particularly 
in those high risk patients who have been oper¬ 
ated upon for cancer of one breast (survey of 
the opposite breast after mastectomy), patients 
with a strong family history of cancer, women 
with multiple recurrent benign breast tumors, and 
in certain cases when it is expedient and prudent 
to “beware of the ample bosom.” 
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I have had no personal experience with ther¬ 
mography. The premature publicity and extiava- 
gant claims which have appeared in the lay press 
have seriously impaired the reputation of the 
procedure. This ill-advised notoriety has caused 
a great deal of embarrassment and concern to 
clinicians whose patients are clamoring for the 
miracle of this nonexistent divining rod. It is 
difficult to persuade some patients that thermo¬ 
graphy is not yet generally available nor is it 
likely to be the “cure-of-the-month.” 

Mammography, on the other hand, has excel¬ 
lent prospects for more accurate definition by im¬ 
proved instrumentation. This intriguing image is 
not infallible but will find an increasingly im¬ 
portant place in our diagnostic armamentarium 
as an adjunct to physical examination. Until then, 
however, we must continue to place our faith in 
surgical biopsy and accept the shadow for the 
substance with considerable restraint and reser¬ 
vation. In a recent editorial in the American 
Journal of Radiology, McDonald and Thomas 8 
state, “There are still many breast cancers, some 
of which are easily palpable and clinically evi¬ 
dent, that cannot be diagnosed by mammographic 
examination on present criteria.” 

Castration 

The third topic of timely importance in the 
total treatment of breast cancer is that of pro¬ 
phylactic versus therapeutic castration. In pre¬ 
menopausal patients with primary breast cancer, 
is it wise to perform “prophylactic” castration 
at the time of mastectomy, or is it wiser to post¬ 
pone this procedure for a later time when you 
may need it most? This is indeed the doctor’s 
dilemma! 

It is obvious that ovarian hormones have a 
profound effect upon the natural history of some 
hormone-sensitive breast cancers. A comprehen¬ 
sive review 7 of the medical literature reveals that 
about 25-35% of premenopausal patients benefit 
from therapeutic castration. This palliative bene¬ 
fit is unpredictable and time-limited. The wide 
range of difference in reported results depends 
to some extent upon the personal optimism of 
each investigator (there is a natural, built-in bias 
in all of us which inclines us toward labeling 
some geese as swans). 

Therapeutic castration may greatly reduce es¬ 
trogen excretion in premenopausal patients, but 


this is not always associated with an objective or 
subjective clinical remission. Conversely, clinical 
improvement may occur with oidy a minimal 
change in measurable estrogen levels. There arc 
no prophets of prognosis to foretell which pa¬ 
tients will respond to therapeutic castration and 
which patients will not. The caprice of this re¬ 
sponse is unpredictable—easy to see, but hard to 
foresee. 

In the dogma of cancer education there is the 
proverbial dictum that delay breeds danger. I here- 
fore, prophylactic castration done as an ancillary 
procedure at the time of mastectomy should in¬ 
stinctively enhance the survival time and increase 
the survival rate. A controlled clinical trial of 
prophylactic castration (by means of radiation) 
in patients selected at random was started some 
years ago in England by Paterson and Russel. 
The results have recently been reported by Cole. 1 
The trend in survival rates favors an artificial 
menopause at the time of initial breast surgery, 
but the figures fall short of statistical significance. 
On the other hand, the cooperative clinical trial 
of the Surgical Adjuvant Breast Project of the 
National Cancer Institute, U. S. Public Health 
Service, has observed a rigidly controlled, ran¬ 
dom series of patients castrated by means of 
surgical oophorectomy. Tn this study group, fol¬ 
lowed thus far over a one- to four-year period, 
the preliminary results indicate NO significant 
trend in the recurrence rate between women re¬ 
ceiving prophylactic castration and the control 
group of women who were not castrated at the 
time of radical mastectomy. 

The decision in this dilemma of therapeutic 
versus prophylactic castration is difficult. No 
prudent person would venture to be dogmatic 
regarding the best treatment policy with the evi¬ 
dence presently available. 

Yet, “When desperate ills demand a cure, dis¬ 
trust is cowardice and prudence folly” (Johnson). 
Decisions must be made daily and treatment can¬ 
not be dissipated by delay. 1 would recommend 
that prophylactic castration be used only in those 
premenopausal patients having an advanced stage 
II breast cancer at the time of radical mastectomy. 
In prognosis the “iceberg effect” of numerous 
axillary node metastases strongly suggests the 
possibility of more widespread subliminal cancer 
dissemination even though it is not clinically 
discernible. This is, in effect, therapeutic castra- 
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FIVE YEAR SURVIVAL RATE FOR BREAST CANCER 
TREATED AT THE JOHNS HOPKINS HOSPITAL BY 
THE HALSTED RADICAL MASTECTOMY 

STAGE 1935-40 1941-45 1946-50 1951-56 


LOCALIZED 64% 71% 66% 84% 

Fig 2 

Five-year survival rate 
(crude) showing improve¬ 
ment in results over sequen¬ 
tial time periods. 


REGIONAL 32% 34% 41% 42% 


TOTAL 44% 46% 52% 62% 


tion at an early time. With careful clinical con¬ 
sideration of the emotional stability and psycho¬ 
logic status of the patient, I would favor oopho¬ 
rectomy for those women with stage II disease 
under 40 and radiation castration for those women 
over 40, as well as for those postmenopausal 
women having a high estrogenic index on the 
vaginal cytogram. For all other patients I would 
reserve castration for therapeutic purposes. How¬ 
ever, I would carefully caution all premenopausal 
patients to avoid pregnancy for a three-year 
period after mastectomy, and I would warn them 
against the use of oral contraceptives which con¬ 
tain estrogens. 

The pleasant irony of Joseph Hilaire Pierre 
Belloc may be paraphrased to sum up our current 
confusion and concepts concerning castration in 
the treatment of breast cancer: 

The Doctors, who ought to know, 

Assure us that this might he so . . . 

Oh! let us never, never doubt 
What nobody is sure about. 

Treatment 

The fourth facet of this subject concerns the 
continuing controversy over the best surgical 
treatment of breast cancer. There are fierce per¬ 
sonal passions which are “strongly prejudiced in 
favor of whatever is countenanced by antiquity, 
enforced by authority, and recommended by 
custom.” Thus, although radical mastectomy has 
been our rampart of preservation for more than 
70 years, there are equally strong convictions in 
favor of simple mastectomy on the one hand and 


super-radical or extended radical mastectomy on 
the other. It is quite obvious that although the 
routine Halsted radical mastectomy is still re¬ 
garded as our treatment of choice in operable 
breast cancer, the omnipotence of this procedure 
over simple mastectomy (with or without radio¬ 
therapy) or super-radical mastectomy remains to 
be decisively demonstrated. Statistical proof of 
this superiority is still entirely lacking. 

There is no doubt, of course, that earlier diag¬ 
nosis and earlier treatment tend to increase the 
survival span in breast cancer merely by begin¬ 
ning the count-down at an earlier time. Thus, as 
long as cancer education, breast self-examination, 
and cancer detection continue to result in earlier 
and still earlier diagnosis, then that study which 
reports the most recent series usually will show 
the best survival rate (fig. 2). This may account 
for the paradox of breast cancer whereby the 
more recent survival rates show improvement 
over successive and sequential time periods de¬ 
spite the uniform and level trend of national and 
international mortality rates. The number of 
breast cancer deaths per 100,000 women has not 
declined in this country during the past 30 years. 
Although there may be varying trends in each 
age group 6 the total age-adjusted mortality from 
breast cancer (in females) in the United States 
was 23.8 per 100,000 population in 1930 and 24.3 
per 100,000 population in 1959-61. 

A careful and critical review of recent 10-year 
survival rates, instead of five-year survival rates, 
may give us a more reliable index with which to 
compare the effectiveness of various treatment 
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SURVIVAL RATES FOR RADICAL MASTECTOMY BY EXTENT OF DISEASE 


Negative Nodes Positive Nodes Unknown 


Treatment 

No.Pts. 

Surv 

5 yrs 

val % 

10 yrs 

No.Pts. 

Surv 

5 yrs 

val % 

10 yrs 

No.Pts. 

Surv 

5 yrs 

val % 

lOyrs 

To 

5 yrs 

tal 

10 yrs. 

Radical 

Mastectomy 

177 

84 

64 

192 

42 

30 

1 

100 

100 

62.3 

48.7 


Fig 3 

Crude five- and 10-year survival rate for breast cancer treated by radical mastectomy 
at the Johns Hopkins Hospital. 


methods. Kaae and Johansen 5 have reported the 
results of two random and comparable series, in¬ 
cluding all new cases of breast cancer admitted 
to the Radium Center in Copenhagen since 1951. 
One group was treated by simple mastectomy 
and postoperative radiotherapy; the other 
group was treated by extended radical mastec¬ 
tomy. The comparative crude 10-year survival 
rates were 44% and 42%, respectively. Despite 
these widely differing treatment techniques, the 
10-year results were almost identical. 

The most recent report of McWhirter 9 from 
the Royal Infirmary of Edinburgh indicates a 
crude 10-year survival rate of 46% for 1,429 
operable patients treated by a simple mastectomy 
and x-ray therapy. During this same period, the 
relative 10-year survival rate for radical mas¬ 
tectomy at the well-known M. D. Anderson Hos¬ 
pital 2 was 46.9%, and at the Johns Hopkins 
Hospital, the most recent (1951-56) crude 10- 
year survival rate for radical mastectomy was 
48.7% (fig. 3). Devitt and Beattie 3 have recently 
reported the results of treatment of breast can¬ 
cer at Civic Hospital Division, Ottawa Clinic of 
the Ontario Cancer Foundation in Canada be¬ 
tween 1946 and 1957. The crude 10-year survival 
rate for radical surgery was 41% and for con¬ 
servative surgery 38%. Conservative and radical 
surgery seemed to be equally effective when the 
crude survival rates and local recurrences are 
considered. 

Thus, “though all things differ, all agree.” 
There certainly seems to be a striking similarity 
and surprising uniformity of survival rates in 
most comparable series regardless of type of 
treatment or method of mastectomy. In cele¬ 
brating our therapeutic triumphs are we merely 


measuring those “curable” cancers which grow 
locally or grow slowly without early spread of 
distant metastases? Whereas the five-year sur¬ 
vival rates are generally similar, the 10-year sur¬ 
vival rates are surprisingly uniform and almost 
identical when the extent of disease is compar¬ 
able. 

It is quite obvious that further comparisons 
between individual series of patients differing in 
time of treatment, case selection, and extent of 
disease will never resolve our basic differences of 
clinical opinion. The most effective method of 
evaluating different methods of treatment is by 
the organization of a large scale clinical trial. 
We owe a debt of gratitude to our British col¬ 
leagues for their pioneer efforts in initiating these 
suitable studies. A carefully controlled clinical 
trial is currently underway in southeast Scotland. 
Participation is in accord with a very precise 
protocol, and patients are randomly allocated for 
1) radical mastectomy or 2) simple mastectomy 
and radiotherapy. Ultimately these results should 
permit a valid comparison between two vastly 
different treatment methods for operable breast 
cancer. 

In the design of a clinical trial there must be 
no conflict of moral or ethical conduct on either 
side of the study. If the consensus of existing 
knowledge indicates that the methods of treat¬ 
ment that are being clinically compared are equiv¬ 
alent, then our professional ethics are justifiable 
and the therapeutic trial morally proper. 

There is an urgent need for a large and care¬ 
fully controlled clinical trial to compare the ef¬ 
fects and results of alternative methods of treat¬ 
ment for breast cancer. The protocol of this 
clinical trial should include comparisons between 
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radical mastectomy, simple mastectomy, supei 
radical mastectomy, as well as such adjuncts as 
castration therapy, radiotherapy, and chemother¬ 
apy. Only by a carefully designed clinical trial 
of this kind can we determine the best treatment 
policy for each patient. In this critical matter 
we can no longer afford to be “sheep in credulity, 
but wolves for conformity.” 

Clinical opinion varies widely as to the best 
treatment policy for each patient, ranging from to¬ 
tal surgical nihilism to the heroic efforts of super¬ 
radical surgery including supraclavicular dissec¬ 
tion and simple mastectomy on the contralateral 
side. While recognizing the need for orthodoxy 
in our accepted practice, we must be receptive 
to the proposals of surgical heterodoxy. The wis¬ 
dom of St. Paul combines progress with tradition 
—prove all things and hold fast that which is 
good. 

550 N. Broadv/ay 
Baltimore, Md. 21205 
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patients need a mattress which gives the 
right kind of firm, comfortable support. To 
hospitals across the country, this means the 
Serta Perfect Sleeper “Hospital” mattress. 

It provides restful, healthful sleep, because 
the patient sleeps on it, not in it. And just 
as important to you, the Serta Perfect Sleeper 
retains its firmness for years and years of 
service. 

Interested? There’s a Serta contract bed¬ 
ding expert near you. Let him help you choose 
from the comprehensive range of specifica¬ 
tions on Serta quality bedding. 
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Because new Tetrex-F (tetracycline 
phosphate complex-nystatin) is the most 
economical therapy of its kind that you 
can prescribe, it is a sound choice whenever 
tetracycline therapy is indicated in 
patients predisposed to mondial infections. 
Who are these “candidates for Candida '? 
i diabetic patients 

nonpregnant women with a history of 
recent or recurrent mondial vaginitis 

elderly or debilitated patients 
1 patients with a past history of moniliasis 
5 patients on long-term tetracycline or 
corticosteroid therapy. 

For these patients, Tetrex-F (tetracycline 
phosphate complex-nystatin) provides 
efficient tetracycline therapy against 
a broad range of infections plus protection 
against superinfection associated with the 
overgrowth of C . albicans in the G.I. tract. 
Priced fo r savings 

Tetrex-F (tetracycline phosphate complex- 
nystatin) is lowest in cost—priced 20% 
lower than most tetracycline/antifungal 
products. 
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For complete information consult Official Package Circular. 
Indications: Infections of respiratory, gastrointestinal and 
genitourinary tracts and skin and soft tissues due to tetracycline- 
sensitive organisms, in patients with increased susceptibility to 
monilial infections. 

Contraindications: The drug is contraindicated in patients hyper¬ 
sensitive to its components. 

Warnings: Photodynamic reactions have been produced by tetra¬ 
cyclines. Natural and artificial sunlight should be avoided during 
therapy. Stop treatment if skin discomfort occurs. No cases 
of photosensitivity have been reported with Tetrex (tetracycline 
phosphate complex). With renal impairment, systemic accumulation 
and hepatotoxicity may occur. In this situation, lower doses 
should be used. Tooth staining and enamel hypoplasia may be induced 
during tooth development (last trimester of pregnancy, 
neonatal period and childhood). 

Precautions: Bacterial superinfection may occur. Infants may 
develop increased intracranial pressure with bulging fontanels. 

In gonorrheal therapy, serologic tests for syphilis should be 
conducted initially and monthly for 3 months. 

Adverse Reactions: Glossitis, stomatitis, nausea, diarrhea, flatulence, 
proctitis, vaginitis, dermatitis, and allergic reactions may occur. 

Usual Adult Dosage: 1 capsule q.i.d. Continue therapy for 10 days in 
beta-hemolytic streptococcal infections. Administer one hour 
before or 2 hours after meals. 

Supply: Capsules, bottles of 16. Each capsule contains tetracycline 
phosphate complex equivalent to 250 mg. tetracycline HC1 activity and 
250,000 units of nystatin. Oral Suspension, 60-ml. bottle. 

Each 5 ml. contains tetracycline equivalent to 125 mg. tetracycline 
hydrochloride and nystatin, 125,000 units. 
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Division of Bristol-Myers Co. 

Syracuse, New York 
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Fig. I. Average plasma levels of C-14 radioactivity following oral administration of C-14 nicotinic acid tablets. Key: ■■■ Group 
A, one sustained-release tablet containing 150 mg. C-14 nicotinic acid, === Group B, one nonsustained-release tablet 
containing 50 mg. nicotinic acid, mmmmmmmmet Group C, one nonsustained-release tablet containing 50 mg. C-14 nicotinic acid 
at 0, 4 and 8 hours. 
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(fewer absent doses by 
absent-minded patients) 


Human volunteer subjects were administered Geroni- 
azol TT tablets with the nicotinic acid component 
made radioactive with C-14. Plasma and urine sam¬ 
ples were analyzed. (See Figures I and II) The radio¬ 
active tracer study substantiated the previous clinical 
evidence that the release of nicotinic acid from the 
Geroniazol TT tablet produced a gradual rise in 
plasma levels to a plateau for a total of 12 hours and 
more. 

Such proven sustained activity makes the manage¬ 
ment of geriatric patients much easier by minimizing 
the possibility of neglected doses through absent¬ 


mindedness or senile confusion. Therapy can be con¬ 
tinuous on a daily dose of only one Geroniazol TT tab¬ 
let every 12 hours. 

The gradual release of nicotinic acid in Geroniazol 
TT will provide the well-known peripheral vasodilata¬ 
tion needed in patients with deficient circulation and 
with a minimum amount (if any) of “flushing.” Also, 
cerebrovascular circulation is complemented by pen¬ 
tylenetetrazol, long-established as a cerebral and res¬ 
piratory stimulant. 

Geroniazol TT improves the typical, unfortunate, 
signs of senile confusion. Fatients become more alert, 






















iged and debilitated 



TIME AFTER ADMINISTRATION (Hours) 


less confused and moody. Personal care, memory, 
emotional stability, social attention improve. Fatigue, 
apathy and irritability are reduced. 

A prescription for 100 tablets of Geroniazol TT will 
permit your patients to enjoy the benefits of time- 
prolonged nicotinic acid/pentylenetetrazol therapy, 
at an economical price. Dosage is only one tablet every 
12 hours. 

Contraindications: There are no known contraindica¬ 
tions. 

Precautions: Exercise caution when treating patients 
with a low convulsive threshold. 


Side Effects: Side effects are rarely encountered, how¬ 
ever due to the vasodilatation effect of nicotinic acid, 
transitory mild nausea, flushing, tingling and pru¬ 
ritus are possible. 

Dosage: One tablet every 12 hours. 

Supplied: Prescribe bottles of 100 tablets, to take ad¬ 
vantage of recent price reduction. 

References: 1. Report by Nuclear Science & Engi¬ 
neering Corp., Pittsburgh, Pa., in files of Philips 
Roxane Laboratories. 2. Connolly, R.: W. Virginia Med. 
J. 56 :263 (Aug.) 1960. 3. Curran, T. R., and Phelps, 
D. K.: Am. Pract. & Digest Treat. 11 :617 (July) 1960. 
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Use of the Physical Examination 
in a Psychiatric Clinic 


What happens when an outpatient psychiatric clinic establishes a policy 

requiring each new patient to have a physical examination? 

The Mental Health Study Center, in Prince George's County, instituted 
such a policy and then investigated its effects on the patients, on the clinic, 
and on the physicians in the community. The clinic found that the new 
requirement did not deter patients seeking help, that the delay in rendering 
clinic services was slight, that 45% of the examinations revealed positive 
findings, and that it created better communication with the physicians in 
the community. 


The Mental Health Study Center, a branch of 
the National Institute of Mental Health, was 
established in Prince George’s County, Maryland, 
in 1948 as a mental health clinic. One of its 
major functions has been the operation of a psy¬ 
chiatric outpatient unit, which has served the 
residents of Prince George’s County for 15 years. 
While continuing to maintain its clinical functions, 
the Center has in more recent years placed in¬ 
creasing emphasis upon research and demonstra¬ 
tion activities. 

Several years ago the professional staff became 
concerned that in many instances there was little 
or no knowledge about the physical status of 

From the Mental Health Study Center, Adelphi, Md. 


FORTUNE V. MANN I NO. PhD 
HAROLD W. W YLIE, JR., MD 

patients who were referred to us by various 
professional persons in the county. Since we 
believe knowledge of a patient’s physical condition 
to be a necessary part of a full and complete 
psychiatric evaluation, we decided to include a 
physical examination as a routine part of clinic 
admission procedure. The director of the Study 
Center, along with other physician members of 
the staff, designed a brief physical examination 
form to be completed for all patients accepted by 
the Study Center for psychiatric service. 

The following procedure was established: 
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When a patient, having already been accepted 
for service through referral from a professional 
source in the county, calls the Study Center to 
discuss arrangements for his initial appointment, 
he is told of the necessity for a physical examina¬ 
tion. He is told that the form will be sent to him, 
along with a letter addressed to the physician 
explaining the necessity of the examination, and 
a self-addressed, stamped envelope. The form 
is to be taken to the patient’s physician of choice, 
completed, and returned to the Center, where¬ 
upon the clinic’s receptionist contacts the patient 
for his first appointment. 

This basic procedure has continued unchanged 
since its adoption. Exceptions to its use are rare. 
It has been waived for emergencies, for brief 
psychiatric examinations as part of consultation, 
and occasionally when the referring source is a 
physician or medical agency which already is 
familiar with the patient’s physical condition. Few 
patients have objected to having the examination. 
In general, we have found the policy to operate 
efficiently. 

This does not mean that we did not have cer¬ 
tain questions which we wondered about, in spite 
of the apparent efficiency with which the pro¬ 
cedure worked. Four particular areas concerned 
us, which we decided to investigate: 

1. The first had to do with the effect of the 
physical examination requirement on our patients. 
Did some patients tend to regard it as an obstacle, 
ie, one additional hurdle to overcome before re¬ 
ceiving help? If so, did many patients who might 
otherwise have availed themselves of our services 
fail to do so because of this requirement? 

2. The second question was whether or not the 
physical examination further delayed the patient 
in receiving clinic services. Since we had no idea 
of the time interval between a patient’s call to us 
and the return of the completed examination form, 
we did not know to what extent the requirement 
caused a delay in the services offered. 

3. Next, we were curious as to how often phys¬ 
ical examinations revealed other than negative 
findings on our patients. Negative findings in 
and of themselves are of sufficient value to war¬ 
rant their use, but we also wanted to know how 
often clinically significant findings came to light. 

4. Finally, we wondered how the physicians 
in the community reacted to the physical examina¬ 
tion form. We had hoped that the form would 


inform them about the Study Center as a 
medically-oriented psychiatric agency and would 
provide the Center staff with an opportunity to 
communicate with the physicians about specific 
situations whenever appropriate; however, the 
extent to which this actually occurred was not 
known. 

Method 

To answer these questions, several related in¬ 
vestigations were undertaken. First, to explore 
questions 1 and 2, we compared a group of 
patients which had not been exposed to the phys¬ 
ical examination requirement with a group 
which had been so exposed. The first group com¬ 
prised all patients who had been accepted for 
service during the 21-month period immediately 
prior to instituting the physical examination re¬ 
quirement, and the second group comprised those 
patients accepted during the 21-month period 
after institution of the new policy. 

To find out how often information useful to 
the psychiatric staff was obtained from completed 
physical examinations (question 3), all completed 
examinations obtained during the 21-month period 
after the requirement was established were re¬ 
viewed by a staff psychiatrist. 

Finally, to learn whether this arrangement of 
obtaining physical examinations stimulated or in¬ 
creased contacts or perhaps reduced contacts 
between the Study Center staff and the commun¬ 
ity physicians, we checked the names of all physi¬ 
cians who returned completed physical examina¬ 
tion forms to us with the names of physicians 
who had previously used the Center to request 
referrals or consultations. The primary intent 
here was to determine the number of physicians 
who began to contact the Center, ie, called about 
referrals or consultations,* after they had per¬ 
formed one or more physical examinations on our 
patients, and the number who either increased or 
decreased their use of the Center in this manner 
after having completed one or more physical 
examinations. 

Findings 

We found, first, that the physical examination 

*Consultation as used here refers not to the customary 
practice of a physician reviewing and examining a 
patient for a fellow physician and then making specific, 
recommendations, but rather to the much broader prac¬ 
tice of discussing psychiatric issues as they may pertain 
to medical practice or a particular patient problem. 
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requirement did not increase the number of pa¬ 
tient admission failures. The difference in the 
percentage of patients who called for service and 
then failed to follow through, before and after 
the physical examination requirement was placed 
in effect, was insignificant (1 7% before and 19% 
after). Hence, it appeared that patients did not 
view the requirement as an obstacle to help. 

Second, we found that the average length of 
time which it took for patients to receive the 
physical examination form from us, have the 
examination completed, and the form returned 
was slightly less than tw T o weeks. 1 his surprised 
us; we had somehow believed that it took con¬ 
siderably longer to accomplish this procedure. 
Therefore, the physical examination requirement 
itself did not cause an unreasonable delay in the 
receipt of clinical services from the Center. 

To our third question, a review of 99 completed 
physical examinations showed that 45% reported 
physical or historical findings with clinical signif¬ 
icance. The study included only those findings of 
physical problems which could affect the clinical 
course of the patient as revealed by a report of 
physical abnormalities and/or report of diagnostic 
studies or medical treatment. For example, 
knowledge of physical abnormalities such as a 
femoral hernia, an enlarged thyroid, or active 
cervicitis was considered important to the pro¬ 
fessional staff. Similarly, descriptions of previous 
diagnostic studies, such as a bronchoscopy or an 
upper gastrointestinal series, and the history of 
previous medical and/or surgical treatment, such 
as a treated duodenal ulcer or a bilateral oopho¬ 
rectomy, were held to be of clinical significance. 

This finding would appear to attest to the im¬ 
portance with which local physicians viewed the 
physical examination, as well as to the thorough¬ 
ness of their work. Considering this along with 
the relatively short time in which patients com¬ 
pleted the examination, one is impressed by the 
spirit of cooperation demonstrated by the physi¬ 
cians. 

Finally, upon reviewing all physical examina¬ 
tions completed during the first 21 months of the 
new policy, we found that 69 physicians in the 
metropolitan Washington area had completed ex¬ 
aminations on our patients. Of these, 34 had not 
had prior contact with the Center, while 35 did 
have previous contacts with the Center concerning 
consultation and/or referrals. Of those who had 


had no prior contact, 12 subsequently instituted 
one or more contacts concerning referrals or 
consultation. Of the physicians who had previous 
contacts with the Center, seven began contacting 
the Center more frequently after submitting one 
or more physical examination forms. Contacts 
by the remainder of this group continued with no 
noticeable change except in two cases in which 
the frequency of contact appeared to decrease. 
Therefore, of the total 69 cooperating physicians, 
19, or 28%, either initiated or increased their 
contact with the Center after establishment of 
the physical examination requirement. 

Conclusions 

The experience at the Mental Health Study 
Center has shown that the physical examination 
requirement has not had an adverse effect on the 
patients applying for clinic services but has pro¬ 
vided a method for better communication between 
the Center and the medical community. Although 
the examination requirement caused some delay 
in the patient’s receipt of clinic service, this 
delay was relatively slight when compared with 
other factors which usually enter into the patient’s 
waiting period. Moreover, in spite of this delay, 
there was no evidence to suggest that the physical 
examination requirement was an obstacle between 
the patient and the Center. 

The policy requiring physical examination 
created a liaison between the mental health clinic 
and the physicians in the community. The im¬ 
portance of this liaison cannot be overstressed, 
since it acts to the mutual benefit of the clinic, the 
physician, and the patient. For the clinic, an op- 
portunity to confer with the physician, who in 
many instances has a long acquaintance with the 
patient and his family, can provide valuable in¬ 
formation and give us a better understanding of 
the patient’s problem. The physician, who often 
maintains care of the patient during and after his 
clinic contact, gains an added understanding of 
the emotional implications of the patient’s medical 
problem. Finally, the patient receives the benefit 
of cooperative medical care through receiving 
psychiatric treatment from a professional who is 
alert to his physical problems and through being 
cared for by a physician who is attuned to the 
emotional implications of his medical problems. 

2340 University Boulevard East 

Adelphi, Md. 20783 
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makes sleep irresistible 

nidar- 


EACH TABLET CONTAINS: 


Pentobarbital Sodium. 25 mg. 

Secobarbital Sodium. 25 mg. 

Butabarbital Sodium. 7.5 mg. 

Phenobarbital. 7.5 mg. 


(WARNING: MAY BE HABIT FORMING) 


ARMOUR PHARMACEUTICAL COMPANY 
Chicago, Illinois, U.S.A. 
















radar- 


Sleep comes easy...lingers...departs naturally 
Gentle doses of 4 barbiturates assure uninterrupted sleep 
2 barbiturates act fast...in 20 to 30 minutes 


2 long-range barbiturates come into play 
to sustain sleep for up to 8 hours 

Tiny amounts of individual barbiturates 
means Nidar is well tolerated 


Patients enjoy a refreshing, clear-headed wake-up 


makes 


IN BRIEF: 



sleep irresistible 


EACH TABLET CONTAINS: 


Pentobarbital Sodium. 25 mg. 

Secobarbital Sodium. 25 mg. 

Butabarbital Sodium. 7.5 mg. 

Phenobarbital. 7.5 mg. 


(WARNING: MAY BE HABIT FORMING) 

Dosage: One or two tablets, one-half hour 
before bedtime. 


Indications: For night-time sedation and refreshing 
sleep up to eight hours. 

Contraindications: Patients sensitive to barbiturates. 
Use with caution in the presence of moderate to severe 
hepatic disease. 

Supplied: Bottles of 100 tablets. 

CAUTION: Federal law prohibits dispensing without 
a prescription. 




ARMOUR PHARMACEUTICAL COMPANY 
Chicago, Illinois, U.S.A. 



























Massive Doses of Ethamivan in Severe 


Phenobarbital and Tranquilizer Intoxication 


Ethamivan (vanillic acid diethylamide), a rela¬ 
tively new respiratory analeptic agent, has been 
reported to be useful in the treatment of respira¬ 
tory insufficiency 1 ' 9 in chronic or acute respira¬ 
tory disease and in combatting central and res¬ 
piratory depression from excessive barbiturate 
administration. 9-15 

It is a restorative agent with a prime site of ac¬ 
tion at the medullary center, effecting respiratory 
stimulation and arousal. Secondary influ¬ 
ences have been demonstrated by the restoration 
of heart rate and blood pressure to prede¬ 
pressed levels. In a dose-related manner, stimu¬ 
lation of the brain stem can ascend to reach cor¬ 
tical levels and produce generalized cortical 
excitation. By monitoring dose and rate of admin¬ 
istration, selective respiratory stimulation may be 
activated, stimulated, and maintained in central¬ 
ly depressed states. 

Toxicity of sedative, narcotic, and hypnotic 
drugs is directly related to the degree of respira¬ 
tory insufficiency or failure ultimately resulting 
in terminal vasomotor collapse, asphyxia, and 
death. Intensive efforts, in the absence of specific 
pharmacologic antagonists to the barbiturates, are 
directed toward maintaining adequate renal func¬ 
tion. This report describes the management of a 
patient severely intoxicated with barbiturates 
solely by continued administration of the respira¬ 
tory analeptic ethamivan. Once a patent airway 
was assured, this agent satisfactorily controlled 


A. A. SILVER, MD 

respiratory activity, circulatory dynamics, and 
renal output. 

CASE REPORT 

A 65-year-old diabetic, white man was admit¬ 
ted to the Sinai Hospital on August 17, 1963. He 
had been unconscious for about 14 hours before 
admission. Three hours before admission, his 
business associate had found him in his office, 
unconscious, lying beside his desk. He had him 
removed to a nearby hospital emergency room, 
where the diagnosis of cerebrovascular accident 
had been proposed. The attending house officer 


This is a case of a diabetic man with 
severe phenobarbital and meprobamate 
intoxication. Respiration was successfully 
maintained during six days of uncon¬ 
sciousness with massive intravenous doses 
of ethamivan. A total of 40.5gm was ad¬ 
ministered. The only side effect noted 
was the appearance of bullae secondary 
to induration at the site of intravenous 
injection. Follow-up studies of renal 
and hepatic function showed no evidence 
of toxicity from either the depressant or 
stimulant drugs. 
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had received erroneous information that the pa¬ 
tient had left his home to go to his office earlier 
that day. 

The patient’s breathing was described as shal¬ 
low, and he was reported to be deeply cyanosed 
upon arrival at the emergency room. Blood pres¬ 
sure was 108/60; pulse was rapid and weak. 
Oxygen was delivered via nasal catheter at a rate 
of 4-6 liters/min for 48 hours, and an intra¬ 
venous infusion of 5% dextrose in water was 
given. Three hours after first being seen in the 
emergency room, he was transferred to the Sinai 
Hospital. Oxygen and TV fluids were continued 
during the transfer. 

Upon arrival at the Sinai Hospital, the pa¬ 
tient was comatose; he showed Cheyne- 
Stokes respirations, and the blood pressure 
was 110/60, falling rapidly to 80/60. There 
was no evidence of trauma; the DTR were de¬ 
pressed in all extremities; and the EKG showed 
left ventricular strain. He was given gastric lav¬ 
age, tracheal suction, and nasal oxygen. Lumbar 
puncture revealed the spinal fluid to be clear and 
under normal pressure; chemical and microscopic 
examination of this fluid was normal. Hematocrit 
was 42.5; WBC, 12,000 with normal differential. 
Initial blood chemistries included: blood glucose, 
210mg/100cc blood; blood urea, 32mg/100cc 
blood; COo, 26mEq/l, and electrolytes normal. 

Fours hours after admission to the Sinai Hos¬ 
pital it was learned that the patient had left his 
home 13 hours before being found unconscious. 
This information, together with the spinal fluid 
findings and the clinical picture, led us to suspect 
barbiturate poisoning. Blood and urine were im¬ 
mediately obtained, and it was ascertained that 
the blood serum barbiturate level was 6mg/100cc 
blood, and the urine (by catheterization) showed 
a barbiturate level greater than lOOmg/lOOcc 
urine, together with traces of meprobamate. 

Ethamivan therapy was started immediately up¬ 
on suspicion of barbiturate poisoning. On the 
first day of hospitalization, 5.5 gm of ethamivan 
was administered in the following manner: 500mg 
was given directly intravenously, and a continu¬ 
ous infusion of 5% dextrose in water was started 
with lOOOmg of ethamivan added to lOOOcc fluid, 
plus regular insulin to cover the dextrose. Im¬ 
mediately upon injection of the compound in the 
concentrated state (lOcc ampul containing 500mg 


of ethamivan in 5% aqueous diethanolamine), 
respirations became deeper and the patient re¬ 
sponded to pain stimulae. In the next six hours 
he received three doses of ethamivan by direct in¬ 
travenous injection of 1000, 1500, and 1500mg 
each, to restore normal respirations. At this point 
the hospital’s supply of ethamivan was depleted 
and approximately three hours elapsed before an 
additional supply was obtained. During the pe¬ 
riod without treatment, Cheyne-Stokes respiration 
reappeared and the patient did not respond to 
pain stimulae. When ethamivan was resumed, 
breathing again became normal and the patient 
again responded to pain stimulae. 

On the second day of hospitalization, beginning 
at 1 am, he received llgm of ethamivan; 2000mg 
was given every six hours by continuous infusion 
in lOOOcc of dextrose in water. He also received 
two doses of 1500mg directly IV when Cheyne- 
Stokes respiration reappeared. At 10 pm of the sec¬ 
ond day of hospitalization, several bullae, 1 to 2cm, 
appeared at the site of infusion. Temperature 
rose, and 500mg oxytetracycline was added to 
each lOOOcc IV fluids every six hours for 24 
hours. 

On the third day the patient received an addi¬ 
tional 12gm of ethamivan similarly administered. 
He began to react more to pain stimulae; he 
opened his eyes and became somewhat restless. 
On the fourth day adequate control was main¬ 
tained with 4gm of ethamivan divided in doses 
of 2000mg each by continuous infusion with 
lOOOcc of dextrose in water. On the fifth day he 
began talking incoherently; again two doses of 
2000mg were given by continuous intravenous 
infusion. On the sixth day he was able to swal¬ 
low liquids; breathing became normal, and he 
was maintained on the continuous IV 5% dex¬ 
trose in water with lOOOmg ethamivan every six 
hours. On the seventh day he was able to eat the 
full diabetic diet; IV fluids and ethamivan were 
discontinued. He was coherent and was able to re¬ 
late the full details of his attempted suicide. He 
disclosed that he had taken 30 1.5 grain tablets 
of phenobarbital and an undetermined amount of 
meprobamate (more than 100, 400mg tablets, ap¬ 
proximately 48,000mg). On the eighth day psychi¬ 
atric treatment was started, and on the seven¬ 
teenth day he was discharged to his home and 
outpatient psychiatric care. 
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p/ffiltl Amount of Ethamivan by direct i.v. injection 
| | Amount of Ethamivan by infusion 

—— MABP— Mean Arterial Blood Pressure 


DISCUSSION 

In this case of severe barbiturate and mepro¬ 
bamate intoxication, the patient was first seen in 
coma and was managed through to complete re¬ 
covery. A patent airway, supplemental oxygen 
administration, and ethamivan constituted the 
therapeutic regimen. At least in this case, the 
need for ancillary measures never arose. In fig 1 
doses of ethamivan on a daily basis are recorded 
and divided into modes of administration. The 
duration of supplemental oxygen administration 
is not shown; this was administered continuously 
for the first and second hospital day at 4-6 liters/ 
min via nasal catheter. Of vital significance is 
the level of mean arterial blood pressure and the 
urinary output maintained as a response solely to 
the administration of this respiratory stimulant 


and, therefore, plotted in fig 2. Observations of 
respiratory activity are reported in the text. Ex¬ 
cept for rate which was deemed adequate, no 
other monitoring of this parameter was per¬ 
formed; clinical estimates seemed valid and are 
supported by the outcome. 

CONCLUSION 

Ethamivan is safe and effective when given in¬ 
travenously in massive doses over an extended pe¬ 
riod of time. It may be used concomitantly with 
glucose, insulin, tetracycline, and oxygen in the 
management of barbiturate and tranquilizer in¬ 
toxication. One must use extreme caution to pre¬ 
vent extravasation of infusion material at the 
site of injection, since the induration which we 
encountered produced severe pain for several 
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2000 cc 
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Intake 

1000 cc 
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Urinary 
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2000 cc 


days. Although unusually high doses of etharai- 
van were used to support respiration in this case, 
we encountered none of the side effects previ¬ 
ously reported (sneezing, itching, muscular 
twitching, coughing, etc.), and its administration 
was continued until no longer required. 

Temple Garden Apartments 
Baltimore, Md. 21217 


GENERIC AND TRADE NAMES OF DRUGS 

Ethamivan —Emivan 
Meprobamate— Equanil, Miltozvn 
Oxytetracycline —T erramycin 
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The human spine is not engineered for 
prolonged sitting at desks, pianos, type¬ 
writers and drafting boards. The stresses 
set up by the heavy, forward-tilted head 
and trunk, balanced precariously on an 
insufficient base, result in strain of the 
dorsal musculature, particularly at the 
low lumbar level. 

The unusual muscle-relaxant and anal¬ 
gesic properties of ‘Soma ' make it espe¬ 
cially useful in the treatment of low back 
sprains and strains. ‘Soma’ is widely 
prescribed □ to relieve pain □ to relax 
muscles □ to restore mobility. 

Indications: ‘Soma’ is useful for management of 
muscle spasm, pain, and stiffness in a variety of 
inflammatory, traumatic, and degenerative muscu¬ 
loskeletal conditions. It also may act to normalize 
motor activity in certain neurologic disturbances. 

Contraindications: Allergic or idiosyncratic reac¬ 
tions to carisoprodol. 

Precautions: ‘Soma’, like other central nervous 
system depressants, should be used with caution 
in patients with known propensity for taking ex¬ 
cessive quantities of drugs and in patients with 
known sensitivity to compounds of similar chemi¬ 
cal structure, e.g., meprobamate. 

Side Effects: The only side effect reported with any 
frequency is sleepiness, usually on higher than 
recommended doses. An occasional patient may 
not tolerate carisoprodol because of an individual 
reaction, such as a sensation of weakness. Other 
rarely observed reactions have included dizziness, 
ataxia, tremor, agitation, irritability, headache, in¬ 
crease in eosinophil count, flushing of face, and 
gastrointestinal symptoms. 

One instance each of pancytopenia and leuko¬ 
penia, occurring when carisoprodol was admin¬ 
istered with other drugs, has been reported, as has 
an instance of fixed drug eruption with carisoprodol 
and subsequent cross reaction to meprobamate. 
Rare allergic reactions, usually mild, have included 
one case each of anaphylactoid reaction with mild 
shock and angioneurotic edema with respiratory 
difficulty, both reversed with appropriate therapy. 
In cases of allergic or hypersensitivity reactions, 
carisoprodol should be discontinued and appropri¬ 
ate therapy initiated. Suicidal attempts may pro¬ 
duce coma and/or mild shock and respiratory 
depression. 

Dosage: Usual adult dose is one 350 mg. tablet 
three times daily and at bedtime. 

Supplied: Two Strengths : 350 mg. white tablets 
and 250 mg. orange, two-piece capsules. 

Before prescribing, consult package circular. 

for the relief 
of low back 
sprains and strains 

SOMA 

(CARISOPRODOL) 


» Wallace Laboratories, Cranbury, N.J. 
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EATING PATTERNS OF OBESITY 


A study of recorded diets of obese patients in an out-patient clinic. 


The dangers and complications of obesity are 
almost as well known and as frequently heralded 
as are the dangers of excessive smoking or drink¬ 
ing. Obesity decreases life expectancy. Even rats 
of normal weight outlive those who are over¬ 
weight. 1 In humans, life expectancy decreases as 
the degree of overweight increases. 2,3 Because 
epidemic obesity appears to be related to eco¬ 
nomic stability and overabundance, the United 
States has been beseiged, both in the lay press and 
in medical journals, with diets, drugs, and com¬ 
binations of each designed to reduce the more 
corpulent members of our society. 

In this struggle for an answer to obesity and 
its many-faceted problems, there has been a re¬ 
cent upsurge of investigations into weight reducing 
through lower caloric intake. Other investigations 
have sought the reasons why an individual is 
and remains obese as related to his basic eating 
patterns. Recent work with rats has shown that 
when rodents are allowed to eat ad lib (as is 
their usual habit) they will retain their normal 
weight; however, when they are exposed to food 
for a limited number of hours a day and must 
consume their total daily intake during this arti¬ 
ficial period, there is initially a weight loss fol¬ 
lowed by a rapid gain to levels above their 
normal weight. There appears to be a rather in¬ 
triguing resultant metabolic error produced in 
these studies with an increase in lipogenesis dur¬ 
ing the “stuff and starve” program which, teleo¬ 
logically, may be interpreted as an attempt to 
store, during the limited eating period, sufficient 
calories for 24 hours by converting glucose and 
carbohydrates into fatty acids for more eco¬ 
nomical storage of calories for future use. 4 This 
apparent metabolic defect has been postulated to 
lie either in a rearrangement or derangement of 
the satiety center in the ventrolateral hypo¬ 
thalamus or a possible change in the enzyme sys¬ 
tems responsible for adipose tissue deposition 


JAN R. ANDERSON, MD 
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Co-directors, Anti-calory Clinic 

and fatty acid metabolism, or even in a combina¬ 
tion of these. 5 

This work on rats has been interpolated to 
humans and is demonstrated by patient eating 
patterns. The obese person supposedly is one 
who often eats no breakfast or lunch and sub¬ 
sequently eats a rather large dinner with con¬ 
tinual snacks after the evening meal. These people 
also may manifest the “night-eating syndrome” 
with apparent loss of satiety and associated in- 
somia. 4 

In our clinic, we have found some data which 
may fail to substantiate some of the aforemen¬ 
tioned theories and their conclusions. 

METHODS 

The Anti-calory Clinic was established in Sep¬ 
tember, 1962. It is an out-patient clinic which 
is open to the citizens of Baltimore between the 
ages of 17 and 50 regardless of sex or socio¬ 
economic conditions. We have processed more 
than 100 patients thus far with gratifying re¬ 
sults in 80%.'The clinic meets weekly, and the 
initial testing period for weight reduction is three 
months. After this three-month period is com¬ 
pleted, the patient may continue to attend the 
clinic if he wishes to do so. Each patient is 
weighed in and his actual recorded diet is re¬ 
viewed by one of the two clinic physicians. A 
complete history and physical examination is 
obtained on each patient. Laboratory studies in¬ 
clude a complete blood count, a fasting blood 
sugar, a protein-bound iodine, and several hepatic 
function tests. Each patient is instructed to faith¬ 
fully record, as ingested, each portion of food 
consumed. This actual diet is reviewed each week 
with a physician who points out the nutritional 
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errors and suggests methods of taking in less 
calories while attempting to improve nutritional 
content. It is with these personally-recorded diets 
that this paper deals. 

RESULTS 

From the patients processed so far, we have 
been unable to find any who would fit into the 
“stuff and starve” concept. From our analysis 
of the initial diets handed in and from subse¬ 
quent diets which are kept continuously through¬ 
out the clinic program, we have found that prac¬ 
tically all the patients eat at least two meals a 
day. If an entire meal is skipped, a snack is often 
consumed two hours later. 

Eighty-two per cent of the patients eat break¬ 
fast, with 54% of this number eating more than 
700 calories. Most of the patients (72%) eat 
lunch, with occasional exceptions who attempt 
to lose weight by skipping this meal. The last 
scheduled meal of the day is usually the largest; 
however, between-meal snacks begin some time 
after breakfast and gain full force after lunch, 
with 54% having had the first snack before 
lunch and 76% having had at least one snack 
after lunch. Ninety per cent of the patients con¬ 
tinue to eat after dinner, but only 38% of the 
patients give a history of insomnia and the 
“night-eating syndrome” in its mildest form. 

In subsequent diets which are recorded and 
reviewed, we have found that the between-meal 
snack usually does not disappear but rather 
changes in character as the patient receives more 
nutritional guidance. Since the patients are en¬ 
couraged to increase their intake of protein, we 
find snacks consisting of meat products replacing 
cake and candy. Some patients use unflavored 
gelatin in a fresh fruit juice or skim milk. The 
most difficult snack patterns to break are the 
after-dinner snack the “company” type of snack, 
when one must be a good hostess or guest and 
accept the customary offerings; however, even 
these snacks gradually diminish or are altered 
for less calories and more nutritious items. 

SUMMARY 

After one year and more than 100 patients, 
we believe that the clinic population of our Anti¬ 
calory Clinic has much to offer in the investiga¬ 
tion of human eating patterns of obesity as 
opposed to those of rats. Our patients 96% of 


whom are women between the ages of 20 and 50, 
have faithfully (we hope) recorded their actual 
and, at the beginning of the program, customary 
dietary intake. All such diets have an overabun¬ 
dance of calories and more carbohydrates and 
fats than recommended for proper nutrition; 
however, in contrast to the popular idea that the 
obese patient skips meals during the day and 
eats mainly at night, most of our clinic popula¬ 
tion eats three meals a day with frequent snacks 
between meals and the heaviest intake at night. 
In most cases, this evening eating pattern appears 
to be a manifestation of our social climate, with 
television and other sedentary activities as con¬ 
tributing factors, rather than some hypothalamic 
or enzymatic abnormality. Our study suggests 
that the obese person does not indulge in a “stuff 
and starve” program but rather in a one-meal- 
all-day-long pattern which not only produces but 
maintains the corpulent state. 

It would appear that the overweight person 
must still depend on the usual methods of losing 
weight; ie, 1) take in less calories, 2) change 
his eating habits to include more nutritious foods, 
and 3) be motivated enough to lose weight to 
seek help through an out-patient clinic or other 
medically-supervised program. We believe that 
our clinic population is typical of the corpulent 
population in this country who seek medical 
advice. This is not to dispute the possibility that 
some obese patients may have a metabolic defect 
in their lipogenesis or in their hypothalamic ap¬ 
paratus, but whether this is cause or effect is yet 
to be proven. 

University Hospital 
Baltimore, Md. 21201 
(Dr. Berman) 
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When uncontrolled 
diarrhea brings 
a call for help 



When the diarrhea sufferer has run the 
gamut of home remedies without success, 
pleasant-tasting cremomycin can answer 
the call for help. It can be counted on to 
consolidate fluid stools, soothe intestinal 
inflammation, inhibit enteric pathogens, 
and detoxify putrefactive materials —usu¬ 
ally within a few hours. 


cremomycin combines the bacteriostatic 
agents, succinylsulfathiazole and neomy¬ 
cin, with the adsorbent and protective de¬ 
mulcents, kaolin and pectin, for compre¬ 
hensive control of diarrhea. 


Indications: Diarrhea. Contraindications: Kaolin 
Withhold if diverticulosis is present or suspected ’ 
Precautions: Sulfonamide: Continued use require? I 
supplementary administration of thiamine and vita 






your for 
Cremomycin 
can provide relief 




.min K. Neomycin: Patient should be observed for 
new infections due to bacteria or fungi. Side Effects: 
Sulfonamide: Sensitivity reactions may occur (e.g., 
skin rashes, anemia, polyneuritis, fever; agranulo¬ 
cytosis with a fatal outcome has been reported). 
Reduction of thiamine output in the feces and of 
vitamin K synthesis has been observed. Neomycin: 
Nausea, loose stools possible. 

Before prescribing or administering, read product 
j circular with package or available on request. 


promptly relieves diarrheal distress 

Cremomycin 


ANTIDIARRHEAL 


Composition: Each 30 cc. contains neomycin sulfate 
; 300 mg. (equivalent to 210 mg. of neomycin base), 
succinylsulfathiazole 3.0 Gm., colloidal kaolin 3.0 
Gm., pectin 0.27 Gm. 

f$MERCK SHARP &D0HME Division of Merck & Co., Inc., West Point, Pa. 


where today’s theory is tomorrow’s therapy 









RECEPTION ROOM LOOK 
LIKE A DRAWING ROOM? 



Modernizing your 
office interior 
is worthy of 
executive thinking. 
The Lucas Design 
Group creates 
special plans for 
attractive work 
time. With proper 
planning you 
will be surprised 
at the additional 
space and pleasant 
atmosphere to be 
gained. Have your 
secretary make an 
appointment for 
you, soon, with one 
of our designers. 
MU 5-3000 


LUCAS DESION OROUP 


Contract Interior Planning Division of Lucas Brothers, Inc . 
221 E. Baltimore Street • Attractive Purchase or Lease Plans 




MOTEL 


On the Boardwalk at Baltimore Ave. 

REHOBOTH BEACH, DELAWARE 


ULTRA-MODERN 


• RESTAURANT ON 
PREMISES 

• ALL ROOMS HEATED 

• AIR CONDITIONED 

• TELEVISION 


• PRIVATE HEATED 
POOL 

• TELEPHONE SERVICE 

• ELEVATOR SERVICE 

• OPEN YEAR ROUND 


PHONE: 227-2511 


60 YEARS OF FRIENDLY SERVICE 



avings and Loan Association 

ORGANIZED 1906 



WHERE YOU SAVE DOES MAKE A DIFFERENCE 
DIRECT REDUCTION HOME LOANS 

Hours 9 A.M. to 2 P.M. Doily 
Tuesday Evenings 7 to 9 

355-9300 

PATAPSCO AVENUE & FOURTH STREET 

Baltimore, Maryland, 21225 


Prescription Service for the 
Community 

• Skilled pharmacists. 

• Convenient locations. 

• Special phones for Doctors. 

• Complete stocks of pharmaceuticals. 

• New prescription products. 

• Professional services available: 


Appointment Books 
Courtesy Cards 
Prescription Blanks 
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Chapter 4.—The Almshouse at Calverton: 

Contemporary Pictures and Comment (1822-1865) 


A number of charming drawings of the Alms¬ 
house at Calverton have come down to us. Fig¬ 
ure 1 shows the Almshouse and inmates. Figure 
2 is the ground plan of the Almshouse showing 
the ice house, the dead house, and the male privy 
lined up along the back wall with open sewage 
passing out into the meadows. Figure 3 shows 
the medical records of patients admitted in June 
of 1823. 

Three contemporary descriptions of the Alms¬ 
house at Calverton follow. The third, published 
in 1844, goes beyond description to draw the 
conclusion that life at the Almshouse is too easy 
on vagrants. The fact that the Almshouse had 
only 600 inmates is attributed to the easy access 
to the west and the presence of slaves. 

1. LATROBE, JOHN HAZLEHURST B.: 

Picture of Baltimore, p 150-153, 1832. 

The centre building of this establishment, originally 
the dwelling of a private gentleman, is very large, and 
was erected after a design of R. C. Long, esq. It is now 
occupied by the overseer, physicians, & c. The front is 
55 feet, and the depth 53. There are two wings, 130 by 
40 feet each, of two stories, and a basement occupied by 
the paupers, and connected with the centre building by 
covered galleries. The whole front 375. A bath-house, 
wash-house, bake-house, and spacious court yard, are in 
the rear. 

To this important institution is attached a good body 
of land on high ground and having a stream of water 
running through it. The poor of the county and city are 
sent to this establishment, and such as are able are made 
to work and receive credit for their labour as an offset 
against the cost of maintaining them. For this purpose, 
the farm on which the Almshouse is situated affords 
admirable opportunity. Few places in the neighborhood 
of Baltimore are more worthy of notice than the Alms¬ 
house. 


There are twelve ward managers for the poor, and 
four trustees, under the care of the last of whom, is the 
Almshouse more immediately placed. 

The following extract from the report of the Trustees 
of the Poor for 1831, exhibits the situation and character 
of the institution at this time: 

“There were admitted into the house during the year, 
ending the 30th April, 1831, including 21 births, 1160 
paupers; discharged, 387; bound, 30; deceased, 237; 
eloped, 447; leaving, 567 paupers, including those before 
in the house. 

“Although the number of admissions, into the Alms¬ 
house, from the increase of population and other causes, 
has been gradually augmenting, the trustees are gratified 
to find, on referring to their reports for several years 
past, the demand for the ensuing year, upon the funds 
of the Mayor and City Council, to be less than that of 
preceding years. 

“The expenditure per head, for supporting the poor, 
for the year ending the 30th April, 1826, was 37 dollars 
63 cents, and same has been gradually reduced, until, for 
the year ending the 30th April, 1831, it amounted only 
to 25 dollars 72 cents per head. In this estimate are in¬ 
cluded all charges for farming expenses, permanent im¬ 
provements on the estate, repairs, salaries, and contingen¬ 
cies, excepting only the interest on the Calverton debt. 

“The reduction of expenditure is principally to be at¬ 
tributed to the increased productiveness of the farm, and 
to the quantity and value of the articles made up, or 
manufactured, in the house, furnishing not only supplies 
of food, clothing, & c., for the use of the institution, 
which would otherwise be purchased, but affording a con¬ 
siderable quantity for sale. The carpenter’s and other 
mechanical work done by the paupers, forms also a large 
item in the avails of the establishment, which serve to 
lessen the demand upon the public funds. 

“Besides reducing the cost of maintaining the paupers, 
the requisition of some sort of labour from such as are 
able to work, has a still more beneficial and important 
effect, as it tends to prevent an increase in the house, 
of the idle and lazy, who are able to maintain themselves. 

“The trustees have frequently adverted to the fruitful 
source of nearly all the pauperism that comes under their 
notice, the intemperate use of ardent spirits. They have 
now the satisfaction, however, to say, that the rule of 
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Fig 1 

Alms House, Calverton, from 
Latrobe, J.H.B.: Picture of 
Baltimore, 1832. 
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the institution forbidding the use of any vinous, spiritous, 
or fermented liquor, as an article of diet, has been strictly 
enforced, and the late harvest at the farm, which em¬ 
ployed several hands, was secured without any such allow¬ 
ance.” 

2. VARLE, CHARLES: A Complete View of 
Baltimore, 3:90, 1833. 

The trustees of the poor of Baltimore county, were 
incorporated in the year 1773. They formerly occupied, 
for the accommodation of the poor of the city and county, 
a neat shewy building, situate in the upper part of North 


Howard Street, but about ten years past, finding this 
building was too small, they purchased “Calverton,” the 
county seat of Dennis A. Smith, with its splendid man¬ 
sion, to which they added two wings of 130 by 40 feet 
each, and other necessary out-buildings, and thereby 
formed the present large and elegant Almshouse, which, 
in point of extent, convenience, and beauty of location, 
certainly is not surpassed by any similar establishment 
in the United States. It is situated about 2£ miles from 
the court-house, in a north-western direction, on the 
Franklin M’Adamized road, and is well worthy of being 
visited by strangers. The expense of the purchase and 
improvement of this place amounted to $100,000. Its con- 



Fig 2 

Ground Plan of Baltimore 
City and County Almshouse 
at Calverton, from T. H. 
Buckler: A History of Epi¬ 
demic Cholera. Baltimore, 
1851. 
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Fig 3 

Almshouse admission book 
for June, 1823, showing age, 
reason for admission, place 
of birth, religion, past work 
record, diagnosis, and dispo¬ 
sition. 
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cerns are managed by five trustees, who at present are 
Joseph Cushing, John Kelso, Frederick Schaeffer, Joshua 
Hutchins, and Archd. Sterling. 

To convey some idea of this institution, I have ex¬ 
tracted the following statements and table from the rec¬ 
ords of the mayor’s office, viz. 

There were in the house April 30, 1830, paupers 558 
And there were admitted during the year ending 


April 30, 1831, including 21 births, paupers .... 1,160 


Making 1,718 

Of which, in the same period, there were: 

discharged . 387 

bound out . 30 

deceased . 287 

eloped . 447 1,151 


Leaving in the house 567 


Statement of the habits of the paupers ad¬ 
mitted into the house in the year ending 


April 30, 1831, to wit: 

Adults of temperate habits . 27 

Of intemperate habits . 960 

Whose habits in respect to temperance were 
unkown . 19 


1,006 

Children of temperate parents . 18 

Of intemperate parents . 119 

The habits of parents unknown. 17 154 


1160 


Places of birth of 

the paupers admitted during the 

said 

period, viz. 

Almshouse . 

... 21 

Rhode Island. 

3 

Baltimore County 

... 86 

Connecticut . 

2 

Baltimore City .. 

... 200 

New York . 

17 

Eastern Shore of 


New Jersev . 

4 

Maryland . 

... 107 

Pennsylvania . 

53 

Other parts of 


Delaware . 

5 

Maryland . 

... 120 

District of Columbia 

S 

Canada . 

1 

Virginia. 

30 

Maine . 

... 12 

Spain . 

1 

2 

Massachusetts ... 

3 

Portugal . 

North Carolina . . 

1 

Germany . 

44 

South Carolina . . 

2 

Holland . 

1 

West Indies. 

4 

South America . 

2 

East Indies. 

2 

Africa . 

2 

England. 

... 51 

Unknown . 

9 

Ireland . 

... 349 



Scotland . 

.. . 15 


1160 


France . 5 

3. GODLEY, JOHN ROBERT: Letters from 
America, 2:177-178, 1844. 

I have paid a visit to the Baltimore Almshouse, a 
large building, in a beautiful situation, about three miles 
from the town, surrounded by 300 acres of land, prin¬ 
cipally under cultivation, the labourers on which are all 
paupers. It seems very well conducted, presenting, in this 
respect, a favourable contrast to similar institutions in 
some of the other large towns: the house is clean, or¬ 
derly and comfortable; and really, with plenty of good 
food and clothing, occupation, either on the farm, or at 
any trade which he may be acquainted with, care taken 
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Effective Convalescent Care . . . 
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CHESAPEAKE 

MANOR 

NURSING HOME 




Your Visit to our comfortable home will assure you that Chesapeake Manor 
is an excellent partner for your program of professional care. 

A New Standard of dignity and pride for convalescents. 

• 24 Hour exceptional care • Distinctive atmosphere 

• Devoted Registered Nurses • Warm hospitality 

• The cost is moderate 

CHESAPEAKE MANOR 

NURSING HOME 

509 East Joppa Road, Towson, Md. 21204—Phone 828-9494 



THE ENGLE FAMILY, OWNERS-MANAGERS 
RESERVATIONS, CALL 289-6401 
OCEAN CITY, MARYLAND 


o 



The Sun and Fun Spot 
For The Entire Family 


Right on the ocean front at 24fh 
Street. Ultra-modern unit with indi¬ 
vidually controlled heat and air-con¬ 
ditioning . . . private balconies . . . 
room telephones . . . heated pool. 
Free off-street parking; coffee shop; 
guarded beach. 


of him when he is sick, and the power to go away when 
he pleases, the inmate must lead a very satisfactory life; 
indeed those to whom I spoke admitted it, and said dis¬ 
tinctly that they were far better off in point of physical 
comforts than the generality of labourers in the neighbour¬ 
hood at this moment (a period of distress, be it recol¬ 
lected), not to speak of the slaves. Now this must be 
wrong. Without any wish for harsh tests of destitution, 
it is surely not too much to say that the industrious 
labourer, who struggles to maintain himself and his 
family independently, ought not to see his next-door 


neighbour, equally able-bodied and capable in every re¬ 
spect, but who prefers the comparative idleness of an 
almshouse, better off than himself. The principle is false, 
and in a crowded state of society would be fatal. As it 
is, though applicants are never rejected, I was surprised 
to find that the average number of inmates does not quite 
amount to 600; but the easy access to the West, and the 
fact that a large proportion of the lowest class are slaves 
(who of course are not admitted), accounts for this: 
about two-thirds of the paupers are native Americans, 
the rest almost entirely Irish and Germans. 
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NURSING AND CONVALESCENT CENTER 


BALTIMORE’S ONLY HEALTH FACILITY 
FEATURING SINGLE OCCUPANCY 


ACCOMODATIONS 

■ Registered Nurses — 24 Hr. Nursing Care 

■ Open Medical Staff — Your Doctor Continues 
to care for you. 

■ Special diets under Supervision of Accredited 
Dietician 

■ Most modern hospital equipment — Oxygen, 
intravenous, suction therapy. 

■ Fully equipped and staffed Physical Therapy 
Department 

■ Air Conditioning 

■ Brand new fire resistive building — with auto¬ 
matic sprinkler protection as well. 


IN ADDITION TO 

■ Social hostess — Supervision, games, parties 
and recreation. 

■ Religious Services. 

■ Intimate Lounges and Solarium. 

■ Indoor and outdoor patios. 

■ Separate units provide separation of con¬ 
valescent from the sicker patient-intensive 
Care Unit. 

■ True Convalescent Section. 

■ And best of all . . . Attractive and sensible 
rates . . . 



I 
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MEMBER OF 





Fully licensed by State of Maryland and accredited by National Council For The 
Accreditation of Nursing Homes and Joint Commission on the 
Accreditation of Hospitals. 

Located in Garrison, Maryland, 2 Miles above Pikesville. 

At intersection of Reisterstown and Valley Road. 

Take Beltway Exit 20 North. HU. 6-4436. 






































In Cardiovascular 



METAMUCIL 


Increased 

intrathoracic 

and 

intra-abdominal 

pressure 

from 

straining 


brand of psyllium hydrophilic mucilloid 


Metamucil Powder: 4, 8 and 16-ounce 
containers. Instant Mix Metamucil: car¬ 
tons of 16 and 30 single-dose packets. 
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Patients 


Metamucil 

...to prevent straining at stool 
and its adverse effect on 
blood pressure, 
cardiac output and 
pulmonary circulation. 


Average Adult Dosage: 

One rounded teaspoonful of Metamucil (or one 
packet of Instant Mix Metamucil) in a glass 
of cool liquid one to three times daily. 


SEARLE 


Research in the Service of Medicine 
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COMPONENT MEDICAL SOCIETIES 


Harford county 

The Harford County Medical Society, meet¬ 
ing at the Bayou Restaurant, Havre de Grace, 
on December 16, elected the following officers 
for 1966: Alfred W. Grigoleit, MD, president; 
John A. Carriere, MD, vice president; W. H. 
Sadowsky, MD, secretary; Edward J. Simon, 
MD, treasurer. Delegates to the Medical and 
Chirurgical Faculty are: Philip W. Heuman, 


MD, and James McC. Finney, MD, with Wil¬ 
lard P. Hudson, MD, and Charles J. Foley, 
Jr., MD, as alternates. 

Speaker of the evening was John H. Janney, 
MD, MPH, chief epidemiologist of the State 
Health Department, who described Health De¬ 
partment activities in the field of venereal 
disease. Mr. James Mastrey, USPHS field 
worker in Harford County, was also intro¬ 
duced. 

James McC. Finney, MD 


MEN’S PROFESSIONAL JACKETS 34 to 46 



FRANKLIN UNIFORM CO. 

SOUTH'S LARGEST UNIFORM HOUSE 

235 Park Avenue MU 5-7222 

BALTIMORE, MARYLAND 21201 

900 NTH STREET N. W. 710 E. GRACE STREET 

WASHINGTON, D.C. 20001 RICHMOND, VIRGINIA 232 
EX 3-8200 Ml 4-2685 

123 W. FREEMASON STREET 
NORFOLK, VIRGINIA 23510 
MA 7-3639 


901 — 100% DACRON 
SHANTUNG $7.99 
902—DACRON AND 
COTTON . $8.99 

701 — 1 x I COMBED 
POPLIN.$5.99 


304—DACRON AND 
COTTON .... $8.99 
204—100% DACRON 
SHANTUNG $8.99 
604—100% COTTON 

DRIP-DRI.$5.99 

colors—white, aqua, blue 


811 — 100% DACRON 
HERRING¬ 
BONE . $12.99 

414—SANFORIZED 

TWILL. $5.99 

124—SANFORIZED 
DUCK .$4.99 


400—2 x I COMBED 

POPLIN . $3.99 

401 — 1 x I POPLIN 
WASH & WEAR $3.99 
800—100% NYLON 
TAFFETA .... $6.99 
805—100% DACRON 
SHANTUNG . $8.99 
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When Professional Experience Counts 

The House In The Pines Staff Is Able and Ready To Serve! 



BEL AIRE . . . 5837 Beiair Road ‘ CL 4-8800 




BELVEDERE . . . 2525 W. Belvedere Ave. • F0 7-9100 

Conveniently located 1 block from Sinai Hospital. 


CATONSVILLE ... 16 Fusting Avenue • Rl 7-1800 



EASTON, Md_Rt. 50 & Dutchman’s Lane • TA 2-4000 


H OUSE IN THE PINES Nurs¬ 
ing and Convalescent Homes 
offer efficient, round the clock care 
under the direct supervision of 
registered nurses, 24 hours a day. 

The aged, convalescent and the 
chronically ill guests enjoy a mod¬ 
ern, home-like atmosphere with the 
most up-to-date medical and therapy 
equipment at their side. 

Complete physical and occupational 
therapy programs are available. 
The recreational programs are de¬ 
signed to full-fill the needs and 
desires of our guests. 

Excellent food is served, and special 
diets catered to, under the direct 
supervision of our licensed staff 
dietician. 

Physicians orders are followed ex¬ 
plicitly! 



Accredited by the Joint Commission for the Accreditation of Hospitals. Your Inspection Invited 

Participating in the Maryland Blue Cross Senior Citizens Program. Brochure Upon Request 
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For Physicians 
Offices 

... the perfect building 
... the perfect location 


r 


Ten-Ten is a new building which has already 
established itself as a prestige address. As a 
professional office location it is ideal. Ten-Ten is 
situated in the very midst of an already 
professional neighborhood and is outstanding in both 
appearance and facility. It offers your patients 
nearby convenient parking facilities and bus 
transportation stops at the door. No wonder it has 
been judged by many as the “perfect professional 
location” for physicians. Your personal 
investigation will bear this out to your 
complete satisfaction. 

FEATURING: 

• One of downtown’s most attrac- • Attractive lobby with reception 

tive rental prices. desk. 

• Individually designed office • 24-hours-a-day switchboard 

suites, 400 sq. ft. and up. secretarial service. 

• Private lavatory in each suite. • Convenient parking, eating 

• Modern automatic elevator places and other personal 

service. services. 

EDWARD A. MYERBERG CO. 

335 N. Charles St., Baltimore, Md. 21202 

Main office: VE 7-2900 24 hour phone: SA 7-3888 




w 

WWicomico county 

At the February meeting, members of the Wi¬ 
comico County Medical Society heard the State 
Commissioner of Health, William J. Peeples, 
MD, describe requirements for the home health 
services provided under the new Medicare law. 

Dr. Peeples outlined the organizational struc¬ 
ture which would be required to provide these 
services, the anticipated cost, and sources of pos¬ 
sible financing to cover the deficit expected from 
federal payments. 

After the presentation and a question and an¬ 
swer period, the medical society voted to ask 
the nominating agency to consider appointment 


of three medical society members to the health 
services advisory board, and endorsed health de¬ 
partment administration of the program. 

Among other actions taken at the same meet¬ 
ing, a motion was passed in support of the “im¬ 
plied consent” bill introduced by Senator Mary 
L. Nock at the current session of the Maryland 
Legislature. This bill provides for chemical test¬ 
ing of drivers suspected of being under the in¬ 
fluence of alcohol. 

Other special guests at the February meeting 
included Edward Davens, MD, deputy health com¬ 
missioner, DeWitt Boyd, MD, health department 
liaison officer, Mrs. Margraff, also of the State 
Department of Health. Ivory U. Sully, MD, 
president of the Worcester County Medical So¬ 
ciety, and C. G. Rawley, MD, president of the 
Somerset County Medical Society. 

Mrs. Kit Hargreaves 
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one mid-morning 


New300 mg tablet 
It’s made for b.i.d. 


ForAduits-2tablets provide a full 24 hours oftherapy...with all the extra 
benefits of DECLOMYCIN...lower mg intake per day...proven potency... 
1-2 days’ “extra" activity to protect against relapse or secondary infection. 


BECLOMYCIN 

DEMETHYLCHLORTETRACYCLINE 
300mg' FILM COATED TABLETS 

and dermatitis. If adverse reaction or idiosyn¬ 
crasy occurs, discontinue medication and insti¬ 
tute appropriate therapy. Anaphylactoid reac¬ 
tions have been reported. 

Contraindication—History of hypersensitivity to 
demethylchlortetracycline. 

Average Adult Daily Dosage: 150 mg q.i.d. or 
300 mg b.i.d. Should be given 1 hour before or 
2 hours after meals, since absorption is 
impaired by the concomitant administration of 
high calcium content drugs, foods and some 
dairy products. 

Capsules: 150 mg of demethylchlortetracycline 
HCI. 

Tablets: film coated, 300 mg, 150 mg, and 
75 mg of demethylchlortetracycline HCI. 


Effective in a wide range of everyday infections 
—respiratory, urinary tract and others—in the 
young and aged—the acutely or chronically ill— 
when the offending organisms are tetracycline- 
sensitive. 

Warning— In renal impairment, usual doses 
may lead to excessive systemic accumulation 
and liver toxicity. Under such conditions, lower 
than usual doses are indicated and, if therapy 
is prolonged, serum level determinations may 
be advisable. A photodynamic reaction to nat¬ 
ural or artificial sunlight has been observed. 
Small amounts of drug and short exposure 
may produce an exaggerated sunburn reaction 
which may range from erythema to severe skin 
manifestations. In a smaller proportion, photo- 
allergic reactions have been reported. Patients 
should avoid direct exposure to sunlight and 


discontinue drug at the first evidence of dis¬ 
comfort. 

Precautions and Side Effects — Overgrowth of 
nonsusceptible organisms may occur. Constant 
observation is essential. If new infections 
appear, appropriate measures should be taken. 
Use of demethylchlortetracycline during tooth 
development (last trimester of pregnancy, 
neonatal period and early childhood) may 
cause discoloration of the teeth (yellow-grey- 
brownish). This effect occurs mostly during 
long-term use but has also been observed in 
short treatment courses. In infants, increased 
intracranial pressure with bulging fontanels 
has been observed. All signs and symptoms 
have disappeared rapidly upon cessation of 
treatment. Side reactions include glossitis, 
stomatitis, proctitis, nausea, diarrhea, vaginitis 


LEDERLE LABORATORIES, A Division of American Cyanamid Company, Pearl River, New York 
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Georgia Ave. Extended, 


Route 97 



The Science of Communication 
as practiced at Monumental Printing 

It’s more than a science: it’s an Art, the precise translitera¬ 
tion in print of an intangible idea for a heterogeneous group 
of critical readers. 

Here, at Monumental Printing, we learned to handle the tools 
of intelligent communication by the empirical method: work¬ 
ing with them. The brush and palette of our art, the chisel, 
the score, the script are simply words on paper. We learned 
their proper use over 50 years of practice by being per¬ 
mitted to print such Journals as: 

Clinical Chemistry 
Digestive Diseases 
Fertility & Sterility 
Occupational Medicine 
Leprosy 

Mental Hospitals 
Psychiatric Studies and Projects 
Psychosomatic Medicine 

We speak your language. We know the difference between 
edema and enema; syndrome and symptom; sewage and 
sewerage. And when and why we should use 12 point 
Caslon Bold instead of 10 point Stymie. 

If you, too, need a good printer, let's communicate! 

Monumental Printing Co. 

3110 Elm Avenue Baltimore, Md. 21211 

BEImont 5-9141 

Washington and New York offices, also 


EDGEWOOD NURSING HOME 

LICENSED BY MD. STATE DEPT. OF HEALTH 

AGED - CHRONIC - CONVALESCENT 

24 HOUR NURSING CARE 
EFFICIENT STAFF OF NURSES AND ATTENDANTS 
MODERATE RATES 


Large Private & Semi-Private Rooms, Halls and Easy Stairs 



FULLY EQUIPPED WITH AUTOMATIC 
SPRINKLER SYSTEM 

Wide Porches and 3 Acres of Beautiful Grounds 
Consistently Modernized Since 1898 

INSPECTED & APPROVED BY BALTO. CITY HEALTH DEPT. 
0000 BELLONA AVE. at Belvedere Ave.—Balto. 12, Md. 
#8, 11, 44 & 56 Busses 
ROBERT FUSSELBAUGH, III.—DIRECTOR. 

IDIewood 5-7977 

CHARTER MEMBER - MD. NURSING HOME ASSN. 
MEMBER - AMERICAN NURSING HOME ASSN. 



AUTO AIR-CONDITIONER 

SALES—SERVICE—PARTS 

Easy Terms 



FAST DRIVE-IN SERVICE 

Open 9:00 fo 6:00 Member of NAC 

ana Charge-it 

914-916 Cathedral St. LE 9-0662 

Baltimore, Md. SA 7-9157 
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SOCIETY OF PATHOLOGISTS INC, 



Robert G. Lancaster, MD, President W. Bradley King, Jr., MD, Secretary 

Mitchell Rosenholtz, MD, Chairman, Editorial Committee 



Medicine—The Outward Look From Within A Specialty 


Societies and other groups of individuals with 
common interests often find themselves existing 
for their own purposes. This tendency, tempting 
though it may be, must be resisted if that par¬ 
ticular body of men is to create a durable and 
useful tool for mankind. Specialty groups in 
medicine have been accused, often with some 
element of truth, of existing only for their own 
aggrandizement. 

The Maryland Society of Pathologists, Inc., 
is one such specialty group which has been so 
charged. As the outgoing president of this or¬ 
ganization, I feel a duty to make note of the 
outward-directed activities of the organization 
during 1965. It is with a comfortable feeling that 
I can detail several activities completely devoted 
to the broad aspects of medicine and not to the 
narrow realm of pathology. 

1. The Medical and Chirurgical Faculty of 
Maryland, pleased with the health evaluation 
tests for physicians at the annual meeting, again 
requested the Maryland Society of Pathologists, 
Inc., to chair and to implement this program. 
In 1965, a dozen or more pathologists, all mem¬ 
bers of this Society, directed the analysis of 
blood and urine specimens and the statistical 
evaluation of results derived from the nearly 
250 physicians who took the opportunity to check 
their own health status. The Maryland Society 
of Medical Technologists, the Heart Association 
of Maryland, the Maryland Ophthalmological 
Society, and the Maryland Radiological Society 
shared in offering this screening program to 
physicians. This project was brought to com¬ 
pletion by a specialty group working toward the 
goal of better medicine in its broadest sense. 

2. The Maryland Society of Pathologists, Inc., 
has contributed members active in the proper 
interpretation and, hopefully, the proper instru- 


CHARLES S. PETTY, MD 

Past President, Maryland Society of Pathologists, Inc. 

mentation of the controversial Medicare legisla¬ 
tion. This activity of the Society is directed 
toward the progress of American medicine in its 
broadest aspects, not simply to the furtherance 
of a specialty group. 

3. The educational program, begun years ago 
as a joint activity wtih the Maryland Society of 
Medical Technologists, was continued during 
1965. Under the auspices of this program, work¬ 
shops, seminars, discussions, and other forms of 
education have been carried out. During the past 
year, seminars in renal function, hematology, and 
clinical enzymology were held and were well 
attended, primarily by the medical technologists 
from the state. 

4. A page is published monthly in the Mary¬ 
land State Medical Journal by the Mary¬ 
land Society of Pathologists, Inc. This provides 
information of interest and value to all physicians. 
During 1965, topics such as “Preservation of 
Medical Evidence,” “The Medical Case in the 
Court of Law,” “Exfoliative Cytopathology,” 
“Administration of Blood and Other Intravenous 
Fluids in the Baltimore Area,” were presented 
for the benefit of physicians in fields other than 
pathology. 

These efforts do not comprise the entire out¬ 
ward look from within the specialty nor the 
entire outward directed program from within 
the Maryland Society of Pathologists, Inc. How¬ 
ever, these four activities, emphasizing better 
health for physicians, education for physicians and 
technicians, and the broad aspect of the social im¬ 
pact of Medicare, are part of a small specialty’s 
contribution to the betterment of medicine as a 
whole. 
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Look, Doctor, what he needs is a shot of penicillin. 


Maybe. Maybe not. In any case, he needs something to control his cough. 

If it’s the useless, exhausting type of cough that often accompanies respiratory infection nr 
allergy, you can provide prompt relief with Novahistine DH. Its decongestant-antitussUe 
action controls frequency and intensity of cough spasms without abolishing cough reflex. 
And the fresh grape flavor of Novahistine DH appeals to children and adults alike. 

When your diagnosis is bronchitis, complicated by thick tenacious exudates, Novahistine 
Expectorant is particularly useful. It not only provides decongestive action and controls 
the cough, but also encourages expectoration, thus easing bronchial obstruction. 

Use with caution in patients with severe hypertension, diabetes mellitus, hyperthyroidism 
or urinary retention. Ambulatory patients should be advised that drowsiness may result. 
Continuous dosage over an extended period is contraindicated since codeine phosphate 
may cause addiction. 

Each 5 ml. teaspoonful of Novahistine DH contains codeine phosphate, 10 mg. (Warning: 
may be habit forming); phenylephrine hydrochloride, 10 mg.; chlorpheniramine maleate, 
2 mg.; chloroform (approx.), 13.5 mg.; l-menthol, 1 mg. (Alcohol 5%). Each 5 ml. of 
Novahistine Expectorant contains the above ingredients and, in addition, glyceryl 
guaiacolate, 100 mg. 


NOVAHISTINE EXPECTORANT 

PITMAN-MOORE Division of The Dow Chemical Company, Indianspc'is 
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Blueprint for dealing with tension due to stress —Prolixin—once-a-day 

For the patient who must be on the job mentally as well as physically, prescribe 
Prolixin. The prolonged tranquilizing action of as little as one or two mg. helps 
him cope with tension all day long. Markedly low in toxicity and virtually free 
from usual sedative effects, Prolixin is effective in controlling both anxiety 
associated with somatic disorders and anxiety due to environmental 
or emotional stress. Patient acceptance is good — because Prolixin 
is low in cost, low in dosage and low in sedative activity. Prescribe 
Prolixin. 


Side Effects, Precautions, Contraindications: As used for anxiety and tension, side 
effects are unlikely. Reversible extrapyramidal reactions may develop occasionally. In 
higher doses for psychotic disorders, patients may experience excessive drowsiness, visual 
blurring, dizziness, insomnia (rare), allergic skin reactions, nausea, anorexia, salivation, 
edema, perspiration, dry mouth, polyuria, hypotension. Jaundice has been exceedingly rare. 
Photosensitivity has not been reported. Blood dyscrasias occur with phenothiazines; routine 
blood counts are recommended. If symptoms of upper respiratory infection occur, discon¬ 
tinue the drug and institute appropriate treatment. Do not use epinephrine for hypotension 
which may appear in patients on large doses undergoing surgery. Effects of atropine may 
be potentiated. Do not use with high doses of hypnotics or in patients with subcortical 
brain damage. Use cautiously in convulsive disorders. Available: 1 mg. tablets. Bottles of 
50 and 500. For full information, see Product Brief. 
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Heart Page 

Joseph C. Fitzgerald, MD —Editor 


A SERVICE OF 

THE HEART ASSOCIATION OF MARYLAND 


Evaluation of the Hypertensive Patient 


Successful treatment of the hypertensive pa¬ 
tient depends on an accurate diagnosis. The eval¬ 
uation has three major objectives: 1) to estab¬ 
lish the consistency of the blood pressure 
elevation, 2) to determine the extent of target 
organ involvement, 3) to determine if there is 
an underlying specific cause for the hypertension. 
The last objective is extremely important since 
it may be surgically correctable. 

The history should establish the time of onset 
and the familial prevalence, since these factors 
may vary between essential and secondary hyper¬ 
tension. Symptoms directly attributable to blood 
pressure elevation are not common early. Their 
presence may indicate significant underlying tar¬ 
get organ involvement. A history of diabetes, 
motor lability, muscle weakness, and physical 
stress should be noted. 

Physical examination should include evaluation 
of the optic fundi and a neurologic examination. 
Blood pressure determinations should be done 
repeatedly to determine the basal level. If the 
patient is hospitalized, the basal pressure may be 
obtained by sodium amytal sedation. Auscultation 
of the blood pressure in the lower extremities 
may be used to rule out aortic coarctation. Hy¬ 
pertension is assumed to be associated with 
accelerated atherosclerosis, and the manifesta¬ 
tions should be considered. The pulsations in the 
extremities, carotid arteries, and the abdominal 
aorta should be palpated. Abdominal aortic 
aneurysms are more common with blood pres- 

Dr. Clifford is a former chief of the Hypertension 
Section of the Heart Disease Control Program of the 
United States Public Health Service. 


JAMES L. CLIFFORD, MD 

sure elevation. Auscultation of the carotid and 
femoral arteries, the abdomen, and the flank may 
reveal a significant bruit. 

The purpose of the basic laboratory investiga¬ 
tion is to indicate what further diagnostic pro¬ 
cedures are needed and to assess the degree of 
involvement of the organs tested. In addition to 
the CBC and urinalysis, a BUN, PSP, urine col¬ 
ony count, and serum sodium, potassium, chloride, 
and CO 2 should be obtained. An ECG may show 
evidence of cardiac enlargement. X-ray studies 
should include a postero-anterior and lateral chest 
film and a timed I VP with films taken at one, 
three, and five minutes. In unilateral renal dis¬ 
ease the dye may appear earlier in the unaffected 
side. A discrepancy of lcm or more in length 
of the kidneys suggests that the smaller kidney 
may be involved. 

The following specific causes of blood pressure 
elevation should be further studied, if suspected: 

1. Bilateral renal disease. Indications are 
anemia, azotemia, proteinuria, abnormal urin¬ 
ary sediment, or a history of previous renal 
disease. Useful studies are quantitative pro¬ 
tein determinations, retrograde urogram, 
urinary sediment examination, and renal 
biopsy. 

2. Unilateral renal disease. There may be 
sudden or early onset of hypertension or 
acceleration of a pre-existing hypertension. 
History may indicate abdominal pain, trauma, 
or evidence of thrombotic or embolic phe- 
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nomenon. Auscultation may reveal a bruit 
over the abdomen or flank. The 1VP should 
be noted for discrepancy in renal filling time 
or size. Renal arteriograms, the radioisotope 
renogram, and split renal function studies 
allow complete evaluation. 

3. Pheochromocytoma. The blood pressure 
elevation may be sustained or paroxysmal. 
If the diastolic pressure is above 110 mm 
Hg, a regitine test may be used. A diastolic 
pressure below this calls for histamine stim¬ 
ulation. Specific information is obtained 
from the collection of a 24-hour urine speci¬ 
men for catecholamines. 

4. Cushing’s syndrome. Physical findings are 
moon face, obesity, hirsutism, and abdominal 
striae. There may be leukocytosis, polycy¬ 
themia, diabetes mellitus, and kidney dis¬ 
placement by x-ray. The specific diagnosis 
is obtained by 24-hour urine collection for 


17-keto and 17-hydroxy corticosteroids and 
their reaction to dexamethasone suppression. 

5. Primary aldosteronism. Clinical manifes¬ 
tations are periodic muscle weakness or 
paralysis, paresthesias, polyuria, and noc¬ 
turia. Laboratory studies may indicate serum 
potassium depression with elevation of the 
CO 2 and sodium. Current studies indicate 
that the condition is present long before elec¬ 
trolyte changes occur. A 24-hour urine col¬ 
lection for aldosterone should be obtained. 
Secondary aldosteronism frequently is as¬ 
sociated with accelerated hypertension or 
hypertension of renal vascular origin. 

6. Coarctation of the aorta. The blood pres¬ 
sure is lower in the legs than in the arms 
in this condition. Rib notching or a small 
aortic knob may be seen on x-ray film. 
Angiography will definitely establish this 
diagnosis. 
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THE BURDEN OF CHRONIC DISEASE 


Survey of 556 Serial Admissions to the Acute Medical Service at the 

Baltimore City Hospitals 


The medical care of patients with chronic dis¬ 
eases is a major public health problem. This sur¬ 
vey attempts to identify the diseases which cause 
the most prolonged disability, use up the most 
hospital time, how much they are benefited by 
hospitalization, and what their disposition may 
be. 

Between November 1, 1961, and March 1, 
1962, 556 patients were admitted to the acute 
medical wards at the Baltimore City Hospitals. 
Sixty per cent were white, and 58% were male. 
Three per cent were under 20 years (15 is the 
lowest age on the medical wards); 8% were in 
the third decade, 10% in the fourth, 11% in the 
fifth, 17% in the sixth, 21% in the seventh, 19% 
in the eighth, 10% in the ninth, and 1% was 
over 90. Half of the patients were over 60. 

Many patients had more than one disease, and 
it was often difficult to specify the principle 
disease. It was usually possible, however, to 
identify the disease causing immediate admission 
to the hospital; this was called “major disabling 
diagnosis.” 

Diagnosis and Age 

Table 1 shows the major disabling diagnosis 


DOUGLAS CARROLL, MD 

in relation to age, sex, and race. Arteriosclerotic 
and hypertensive cardiovascular diseases were 
the most common causes of admission. Pulmonary 
tuberculosis, pneumonia, and emphysema were 
the leading pulmonary diseases (excluding neo¬ 
plasms of the lung). The most common psychi¬ 
atric diseases were acute and chronic alcoholism, 
suicidal attempts, and chronic brain syndrome. 
Bronchogenic carcinoma was at least three times 
more frequent than any other neoplasm. Of the 
gastrointestinal diseases, liver disease, upper 
gastrointestinal hemorrhage, and acute gastro¬ 
enteritis were the most common diagnoses (many 
being complications of alcoholism). Diabetes 
mellitus was five times as common as all other 
endocrine and metabolic diseases combined. 

Duration of Major Disability 

Table 2 shows the impact of the major dis¬ 
abling diagnosis in terms of duration of disability 
and length of hospital stay. The time of onset 
of disability was that point at which the patient 
no longer contributed to the community in terms 
of work, self-support, or self-care appropriate to 
his age, sex, and disability and began to depend 
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Table 1 

Major Disabling Diagnosis Causing Admission 
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92 

48 

44 

68 
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8 

9 

16 

20 

17 

12 

7 

2 
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2 

4 

13 

22 

29 

30 

18 
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45 

34 

11 

19 
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2 
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0 
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64 
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55 
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Table 2 

Duration of Disability Prior to Hospital Admission and Duration 
of Hospital Stay 
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Table 3 

Disposition of Patients and Status at Discharge 
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10 


39 

1 

75 
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11 

2 
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0 

19 
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39 

0 
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8 

6 

44 

17 


5 
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16 

0 
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2 

2 
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5 
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2 

7 
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1 
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37 

0 

12 
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27 
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22 
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1 
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9 

0 
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10 
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39 
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11 
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Total 
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5 

73 


147 

25 
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88 


on social agencies, hospital, or family because of lar disease and neoplasm still in the hospital at 

his disease. Since this determination was not the end of six months. The high mortality in 

always accurate, many of the figures for dura- patients with cerebrovascular disease is explained 
tion of disability are approximate. by the multiple diseases (hypertension, arterio- 

Forty-two per cent of the patients had been sclerotic heart disease, diabetes mellitus, and 

disabled for more than a year before admission, renal failure) so frequently associated. 

25% for one week, and the remaining 33% from A large number of patients with respiratory, 
one week to one year. cardiovascular or cerebrovascular, psychiatric, and 

The following percentages of the diagnostic musculoskeletal disorders were transferred to a 

groups had been disabled for more than a year: subacute hospital to await final transfer to a 

neurologic, 55%; psychiatric, 54%; musculo- nursing home (Table 3). These represent the 

skeletal, 53%; neoplasms, 50%; cardiovascular, long term patients generally cared for by nursing 

50%; cerebrovascular, 41%; hemic and lymph, homes. 

38%; respiratory, 31%. 

Summary 

Diagnosis in Relation to Time in Hospital This survey demonstrates the toll of chronic 

Table 3 shows that a high death rate within disease in terms of the prolonged dependence 

six months after hospitalization partially accounts before hospitalization, the long hospital stay with 

for the small number of patients with cardiovascu- little improvement (particularly in patients with 
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Unique semi-flexible aluminum 
construction permits either 
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able Plastisol. Maximum relief 
and comfort. 


3-point Pressure 
Support 
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adjustment 
Precise Fitting 
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DONALD 0. FEDDER, orthotist 


Horizon House Dundalk Office 

1101 N. Calverf St. 201 Wise Ave. 

MU 5-3848 AT 4-0700 

BALTIMORE, MD. 


cardiovascular disease, uremia, respiratory fail¬ 
ure, and neoplasms), and the overwhelming mor¬ 
bidity caused by alcoholism, diabetes mellitus, 
and arteriosclerosis (and their complications). 

Most patients admitted to the Baltimore City 
Hospitals are elderly welfare patients and there¬ 
fore are a selected group with a high incidence 
of disabling chronic diseases. Probably the ad¬ 
vent of Medicare will shift some of this popula¬ 
tion to other hospitals now treating mostly pri¬ 
vate patients. 

In dealing with these patients, there are five 
primary requirements for good medical care: 1) 
no curable or treatable disease should be missed 
in the diagnosis; 2) a comprehensive survey of 
the patient’s potential for self-help and inde¬ 
pendence must be made; 3) every effort must be 
made to establish each patient at his maximal 
medical, psychological, physical, domiciliary, 
financial, familial, and vocational potential; 4) 
when all resources for the patient’s benefit have 
been fully exploited, the patient must be placed 
promptly in a facility most appropriate for his 
needs; 5) he must be followed with adequate 
medical and social care. 
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Doctor, 

Here is the Abbott anorectic 
program designed to meet 
the individual needs of your 
overweight patients. 









mood elevation 


Abbott 

Anorectic 

Program 


IIESOXYN® Gradumet (metham- 
hetamine hydrochloride) 

mooth appetite control plus mood elevation. 


If she can’t take plain amphetamine, 
put her on DESBUTAL! Gradumet 

Calms anxieties; controls compulsive eating. 


ihe obese patient on a diet often has to battle 
epression as well as overweight. Desoxyn Grad- 
met helps the dieter in both battles by elevating 
le mood while it curbs the appetite. Thanks to 
ie Gradumet, medication is smoothly released 
ll-day from a single oral dose. 


Desbutal Gradumet provides 2 drugs in 2 tablet 
sections, combined back to back to form a single 
tablet. One section contains Desoxyn to curb the 
appetite and lift the mood; the other contains 
Nembutal® (pentobarbital) to calm the patient and 
counteract any excessive stimulation. 

Both drugs are released in an effective dosage 
ratio throughout the day. 
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Not all long-release vehicles are 
the same. Here is why the Gradumet 
is different and what it means 
for your overweight patients. 


The release action is purely physical and relies on 
only one factor common to every patient: gastro¬ 
intestinal fluid. There is no dependence on enteric 
coatings, enzymes, motility, or an “ideal" ion con¬ 
centration in the gastrointestinal tract. 

Your patients get a measured amount of medi¬ 
cation, moment b y moment, throughout the da y. 

They are not subjected to ups and downs of 
drug release ... or to erratic release from patient 
to patient ... or to erratic release in the same 
patient from day to day. 


That's why the Gradumet provides 
controlled-release as well as 
long release. 


Perhaps you saw the Gradumet model demon¬ 
stration which shows that the release is entirely 
physical. When fluid is added, the drug in the outer 
ends of the channels dissolves. As fluid pene¬ 
trates deeper into the channels, there is a con¬ 
tinuous release of medication. The rate of release 
is rigidly controlled by the size and number of 
channels. 







choice of 5 strengths “= 


DESOXYN Gradumet 

Methamphetamine Hydro¬ 
chloride in Long-Release 
Dose Form 



5 mg. 10 mg. 15 mg. 


DESBUTAL 10 Gradumet 

10 mg. Methamphetamine 
Hydrochloride, 

60 mg. Pentobarbital Sodium 



Front Side 


DESBUTAL 15 Gradumet 

15 mg. Methamphetamine 
Hydrochloride, 

90 mg. Pentobarbital Sodium 
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Desbutal 15 Gradumet 

Product of choice for patients who 
overreact to plain amphetamine 

;N»iCATlONi *1 »R lIXttotK > 1 ) treatment of 
oiwsify; »Sse to counteract society end mild depression. 

Desbutal « conttamdicated m pa¬ 
tients taking a monoamine oxidase inhibitor Nervousness 
or excessive sedation have occasionally been observed; 
often these affects wit! disappear after a few days. Use 
with caution in patients with hypertension, cardiovascular 
disease, hyperthyroidism or who are sensitive to syrups 
tbomimetic drugs. Careful supervision is advisable with 
maladjusted individuals. 

DOSASSf: A single Gradumet tablet in the morning 
provides all-day appetite control. 

' r 0 Desbutal 18 contains 18 mg. of meth- 
amphetamine hydrochloride and 60 mg. of pentobarbital 
sodium. Desbutal 15contains 15 mg, of methamphetamine 
hydrochloride and 90 mg. ol pentobarbital sodium. In 
homes ol 106 and 500 
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ot low and non-caloric sweeteners 


Each sample contains 6 tablets and a filled 
Sucaryi® Sweetener dispenser. Fora supply, write 
Abbott Laboratories or ask your Abbott man. 


Press out tablets from this side. 



For: 

Direction#: 



economy 

Patients, in many cases, save 
enough to get five weeks of 
medication for the price of 
four, compared to other leading 
long-release anorectics. 


CONTRAINDICATION: Desoxyn and Desbutal are 
contraindicated in patients taking a monoamine 
oxidase inhibitor. 

PRECAUTIONS: Use with caution in patients with 
hypertension, cardiovascular disease, hyperthy¬ 
roidism, old age, or those sensitive to sympatho¬ 
mimetic drugs or ephedrine and its 
derivatives. Careful supervision is ad¬ 
visable with maladjusted individuals. 
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Gradumet—long-release dose form, Abbott: U.S. Pat. No. 2,987,445. 
Sucaryi—Abbott brand of low and non-caloric sweeteners. 




















at Merck Sharp & Dohme... 


understanding... precedes development 


The development of chlorothiazide and probene¬ 
cid were events of major importance, but perhaps 
even more important for the future was the Renal 
Research Program by which they were developed. 
When Merck Sharp & Dohme organized this pro¬ 
gram in 1943, it was expressing in action some of 
its basic beliefs about research: 

• Many problems connected with renal structure 
and function were still undefined or unsolved. The 
Renal Research Program would begin its basic 
research in some of these problem areas. 

• From knowledgethus acquired might come clues 
to the development of new therapeutic agents of 
significant value to the physician. 


For example, the Renal Research Program put 
fifteen years into this search before chlorothiazide 
became available. But because these years had 
first led to a greater understanding of basic 
problems, the desired criteria for chlorothiazide 
existed before the drug was developed. 

Along with other research teams at Merck Sharp 
& Dohme, the Renal Research Program continues 
to add new understanding of basic problems — 
understanding which will lead to important new 
therapeutic agents. 

f$MERCK SHARP & DOHME Division of Merck & Co . Inc . West Point. Pa. 

where today’s theory is tomorrow's therapy 
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IA. 44 WM. Admitted to hospital for IB. Right kidney is not visualized, but 1C. Right posterior oblique view projects 
evaluation of right lower quadrant mass, terminal ureter on right is seen and its calyceal system away from bony pelvis 
Non-visualization of right kidney. proximal portion is displaced medially. allowing visualization of a right pelvic 

kidney. 


RADIOGRAPHIC DIAGNOSIS OF PELVIC KIDNEY 

HUGH F. MORRISH, MD 

Absence of a functioning kidney in the normal 
position, as shown by intravenous pyelogram, 
should suggest the possibility of an ectopic kid¬ 
ney. Ectopic kidneys usually are located in the 
pelvis and may be extremely difficult to visualize 
by routine intravenous pyelography. Oblique 
views frequently project the calyceal structures 
of the pelvic kidney away from the bony struc¬ 
tures of the pelvis, enabling correct interpreta¬ 
tion. 

Ectopic pelvic kidney is found in one in 700- 
BOO autopsies. 1 Its cause is failure of the kidney 
to ascend to its normal position during fetal life, 
being held in abnormal position by vascular at¬ 
tachments which are characteristically aberrant. 

From the Department of Radiology, The Johns Hop¬ 
kins Hospital, Baltimore. This work was supported in routine employment physical examination, 

part by USPHS Grant No. 5TI GM 1328. Non-visualization of the right kidney. 



2A. 24 WM Abdominal mass detected on 
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The ectopic kidney derives its blood supply from 
adjacent major vessels, usually the iliac or hypo¬ 
gastric arteries. Frequently smaller and more 
lobulated than normal, it is commonly associated 
with malrotation and anterior position of the 
renal pelvis. This configuration may have a 
bizarre appearance on the pyelogram. The length 
of the ureter corresponds to the position of the 
kidney and is short. The short ureter helps dif¬ 
ferentiate the congenital ectopic kidney from the 
ptotic kidney which has a normal ureter. Pelvic 
kidney is more common in males than in females 
and more often involves the left kidney. 

The patient may present with a pelvic mass. 
Occasionally this mass may obstruct labor. In¬ 
flammatory disease within the ectopic kidney may 
simulate appendicitis or other intra-abdominal 
disease. Ectopic kidneys may exert pressure on 
the bladder or bowel. 

The proper radiographic diagnosis requires a 
high degree of suspicion and keen observation. 
Failure to demonstrate a functioning kidney in 
the normal position demands a persistent search 
for a possible ectopic kidney. Fragmentary filling 
of the calyceal system may be almost impossible 
to identify when superimposed upon the bony 
pelvis. The use of oblique views frequently allows 
excellent visualization of the collecting system of 
the pelvic kidney by projecting it free of the 
bony pelvis (figs 1C and 2C). Visualization of 
the terminal ureter without recognition of the 


kidney itself indicates ectopic kidney (figs IB 
and 2B). 

Routine oblique views in intravenous pyelo¬ 
graphy are recommended not only because they 
provide the diagnosis of pelvic kidney but also 
because they are useful in evaluating ureteral 
stones, renal and nonrenal calcifications, and the 
calyceal systems themselves. Often oblique views 
give excellent visualization of the renal contour. 

The relative frequency of pelvic kidney calls 
for caution in the routine use of pelvic pressure 
as a means of obtaining better filling of the 
upper urinary tracts during excretory urography. 
Pressure should not be applied until the kidneys 
have been located, either by an adequate pre¬ 
liminary examination or, preferably, after the 
first excretory radiograph. 

Summary 

The most important feature in the radiographic 
diagnosis of pelvic kidney is a high index of 
suspicion followed by a careful search for the 
ectopic kidney. This search is motivated by fail¬ 
ure to visualize the kidney in the normal position 
or by visualization of the distal ureter without 
appreciation of the kidney itself. 

REFERENCES 

1. Campbell, M.: Urology, W. B. Saunders Co., Philadel¬ 
phia, 1957. 

2. Emmett, J. L.: Clinical Urology, W. B. Saunders Co., 
Philadelphia, 1964. 



2B. Right terminal ureter visualized but 2C. Oblique view demonstrating a right 2D. Right retrograde pyelogram con- 
calyceal structures not well seen overlying pelvic kidney. firming presence of right pelvic kidney, 

the sacrum. 
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„ bamadkx , 
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*"H *U PKOKAMAtt 

SEQUELS 


By providing combined anorexigenic-tranquilizing action, 
BAMADEX SEQUELS Capsules help your nonshrinking 
patients to establish new patterns of eating less. The am¬ 
phetamine component suppresses the appetite, while the 
meprobamate helps allay nervousness and tension. And for 
most patients, the sustained release of the active ingredients 
provides convenient one-capsule-a-day dosage. 

Side Effects commonly associated with either compo¬ 
nent are possible but, to the extent these are dose-related, 
they should normally be mild and infrequent, since the 
total dosage of each component on the usual one-capsule- 
daily regimen is quite low. Also, the sedating effect of 
meprobamate and the stimulating effect of d-amphetamine 
sulfate tend, to some extent, to cancel each other out. Ad¬ 
verse effects not peculiar to either component have not 
been reported. Side effects associated with d-amphetamine 
isulfate include: insomnia, excitability, increased motor 
i activity, confusion, anxiety, aggressiveness, increased li¬ 
bido, hallucinations, rebound fatigue, depression, dry 
mouth, anorexia, nausea, vomiting, diarrhea and increased 
cardiovascular reactivity. Effects associated with meproba¬ 


mate include: skin rash, nonthrombocytopenic purpura 
with petechiae, ecchymoses, peripheral edema, fever and 
transient leukopenia; also, very rarely, fainting spells, angi¬ 
oneurotic edema, bronchial spasm, hypotensive crisis, 
anuria, stomatitis, proctitis and anaphylaxis. Other serious 
effects have occurred after concomitant administration of 
meprobamate and other drugs. Massive overdosage may 
produce grave effects. 

Precautions: BAMADEX SEQUELS should be given 
only under close supervision to patients hypersensitive to 
sympathomimetic drugs, with cardiovascular or coronary 
disease or who are severely hypertensive; to emotionally 
unstable persons and to epileptics. Patients should be 
cautioned not to drink alcoholic beverages while on the 
drug, and not to drive vehicles if they become drowsy. In 
all patients kept on the drug for long periods, the drug 
should be withdrawn gradually to avoid possible serious 
reactions. 

Contraindications: Hyperexcitability, agitated prepsy- 
chotic states and a history of previous reactions to mepro¬ 
bamate. 


Bamadex Sequels 

d-amphetamine sulfate (15 mg.) Sustained Release Capsules 
and meprobamate (300 mg.) 

LEDERLE LABORATORIES • A Division of American Cyanamid Company, Pearl River, New York 
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Harundale Mall 

Glen Burnie, Md. 
SO 6-9365 

Longmeadow 

Hagerstown, Md. 
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UNIFORMS and SHOES 


100% Cotton 
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100% Dacron Polyester 
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Connecticut Avenue. 
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From the Subcommittee on Alcoholism of the Medical and Chirurgical Faculty of the State of Maryland 


Broad Attack on Alcoholism Urged 


Philadelphia— A comprehensive public health 
approach to alcoholism, instead of current “piece¬ 
meal” methods of research and treatment, was 
urged here at the 19th Clinical Convention of 
the American Medical Association. 

Calling on the states to build “strong, efficient 
local health dqiartments” to cope with alcoholism, 
Dr. Ralph E. Dwork, Pennsylvania Deputy Sec¬ 
retary of Plealth, declared that the field is cur¬ 
rently “dominated by the clinician and the 
“alcohologist,” although, “like geriatrics, alco¬ 
holism requires the concerted effort of medicine, 
public health, mental hygiene, welfare, housing 
authorities, education, etc., if any effective prog¬ 
ress is to come.” 

Dr. Dwork told a session on alcoholism that 
current studies have failed to produce reliable 
morbidity and mortality rates, an acceptable con¬ 
cept of etiology, or even a clear profile of the 
alcoholic. 

The health official said that the answer must 
be sought not only in studies of the individual 
alcoholic, but in the nature of the community 
that he comes from. Neither the number of pa¬ 
tients nor the economic losses caused by alco¬ 
holism, he said are “the only aspects that make 
this a public health problem. Its interrelationships 
with highway accidents, delinquency and crime, 
use of narcotics, disruption of the family, and 
elevated suicide rates are other social manifes¬ 
tations,” he added. 

In arguing for the public health agency as 
the logical focus for handling the problem, Dr. 
Dwork asserted that only a multi-disciplined 

Reprinted from Medical Tribune, December 27, 1965. 

April, 1966 


approach, based on a concept of, multiple causa¬ 
tion and able to use a variety of public health 
techniques, could cope with a problem as complex 
as alcoholism. What is needed, at the very outset, 
he said, is to develop a “workable epidemiology 
of alcoholism.” 

“Reliable and valid mortality and morbidity 
rates are virtually nonexistent,” Dr. Dwork 
charged. “We have had to rely on various para¬ 
meters of estimation, such as the sale of alcoholic 
beverages or deaths wdth underlying cirrhosis. 
While these have served and are still serving a use¬ 
ful purpose, it is essential for us to develop a 
greater degree of sophistication.” 

Similarly, he said, research has developed on 
a piecemeal basis. “We have bits and pieces of 
information on alcohol use in Italians, Jews, 
Chinese, and in the Irish. We have studied the 
phenomenon in high schools and colleges, in in¬ 
dustry and elsewhere. We have, in our efforts 
to delineate the profile of the alcoholic, sub¬ 
jected both alcoholics and nonalcoholic controls 
to a barrage of psychologic tests. No clear dis¬ 
cernible pattern has emerged—at least, one we 
can test for. 

No Definitive Explanation 

“Analytical psychiatric probing,” he went on, 
“has offered various explanations such as latent 
homosexuality, oral fixation, and self-destruction. 
None of these has been sufficiently definitive to 
be really helpful ... At any rate, there is grow¬ 
ing unhappiness with our research efforts in the 
field of alcoholism. There is growing impatience 
at its piecemeal approach.” 
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BETTER NURSING HOME CARE 


Is Appreciated! 

In little more than a year, the Convalesarinm has become Baltimore’s busiest 
and best known nursing home . . . because it has lived up to its promise of 
providing the best nursing home care. “Luxury care at economy rates.” 



Visit the Convalesarium and see for 
yourself the comfort and beauty of its 
appointments, the ultra-modern facili¬ 
ties—best proof of all, the many con¬ 
tented guests. 

Registered Nurses 
24 Hours a Day 


if Rates Begin as 
low as S10 a Day 


The Gould Convalesarium 

6116 BELAIR ROAD PHONE 426-1424 

BALTIMORE, MD. 21206 



Call or write 
for information 


Plan that DREAM VACATION now 

Dreaming of a trip to far-away places? or an interesting holiday nearer 
home? Do it the easy way ... let us assume the responsibility for your 
tickets, reservations, accommodations. 

★ SUMMER & FALL BOOKINGS NOW if 

TRAVEL SERVICES, Inc. 

306 North Charles St. Baltimore, Md. 

PL 2-2122 
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Dr. Dwork pointed out that the public health 
agency could launch newer statistical sampling 
techniques, examine the longitudinal and long¬ 
term aspects of alcoholism, and utilize teams who 
would be “working together, not just at some 
laboratory bench, but in the community and 
natural environment in which our patient is found 
and exists. Indeed, it may well be that here, too, 
our patient will be the ‘community itself’—not 
just the alcoholic as an individual.” 

While arguing for the public health agency, 
Dr. Dwork asserted that far too many such 


agencies are still living in “the horse-and-buggy 
age.” “More than one health department in this 
country is directed by a nonphysician,” he de¬ 
clared. “More than one is headed up by a phys¬ 
ician who has had no training in public health. 
Too many of these are refugees from unsuccess¬ 
ful practices or those who are seeking refuge 
and comfort after a cardiac accident.” 

In making these points, he called on the pro¬ 
fession and on individual physicians to help 
strengthen the public health agency within the 
community. 
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"In 40 of 44 cases of irritable or spastic 
colon, Cantil [mepenzolate bromide] or 
Cantil with Phenobarbital reduced or 
abolished abdominal pain, diarrhea and 
distention and promoted restoration of 
normal bowel function ... Cantil 
[mepenzolate bromide] proved to be 
singularly free of anticholinergic 
side-effects .. . Urinary retention, 
noted in two cases was eliminated in 
one by reducing dosage."' 



CHARMS THE 

HYPERACTIVE 

COLON 


CANTIL® 

(mepenzolate bromide) 

helps restore normal motility and tone 


IN BRIEF: 


One or two tablets three times a day and 
one or two at bedtime usually provide 
prompt relief. Cantil with Phenobarbital 
may be prescribed if sedation is required. 

Dryness of the mouth or blurring of vision 
may occur but it is usually mild and 
transitory. Urinary retention is rare. 
Caution should be observed in prostatic 
hypertrophy—withhold in glaucoma. Cantil 
with Phenobarbital is contraindicated in 
patients sensitive to phenobarbital. 

Supplied: CANTIL (mepenzolate bromide) 
—25 mg. per scored tablet. Bottles of 100 
and 250. CANTIL with PHENOBARBITAL 
—containing in each scored tablet 16 mg. 
phenobarbital (warning: may be habit 
forming) and 25 mg. mepenzolate bromide. 
Bottles of 100 and 250. 

1. Riese, J.A.: Amer. J. Gastroent. 28:541 (Nov.) 1957 
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Instructive case histories 
submitted by Subcommittee on 
Maternal Welfare 



Case 11 —Postpartum Hemorrhage 


The patient was 37 years old, para 6. She 
was admitted to the labor floor at 3 pm, 
August 10, after an uneventful and normal 
antepartum course. She reported spontaneous 
rupture of the membranes 15 minutes before 
admission. Admission physical examination 
revealed moderate bloody show, the cervix 
2 cm dilated and 50% effaced, vertex present¬ 
ing. Contractions were occurring every three 
minutes, blood pressure was 130/90, pulse rate 
was 80 per minute and regular, and tempera¬ 
ture was normal. 

She was complaining bitterly of severe back 
pain and 30 minutes after admission received 
l^gr seconal by mouth, and 5mgm Trilafon 
intramuscularly. She continued to complain 
of abdominal and back discomfort and became 
all but unmanageable. At 5 pm she was given 
lOOmgm Demerol and .4mgm Scopolamine. 
The cervix was 4cm dilated. 

At 5:30 dilatation was 8cm, and the patient 
was taken to the delivery room. Saddle block 
anesthesia with Xylocaine was administered 
at 5 :50 pm. At this time the fetal heart rate 
was noted to have slowed to 80 per minute 
and was somewhat irregular, and oxygen was 
administered by mask. At 6 pm, after per¬ 
formance of central episiotomy, she was de¬ 
livered by low forceps of a full-term living 
boy. 

The placenta was expressed easily soon 
afterward. No lacerations were found in the 
uterus, cervix, and vagina. One ampoule of 
Syntocin was administered intravenously and 
one ampoule of Methergine intramuscularly. A 
vaginal pack was inserted. Routine repair of 
the episiotomy was completed at 6:20 pm. 


Some bleeding through the vaginal pack was 
noted, and an additional ampoule of Syntocin 
was given intramuscularly. 

Upon completion of the episiotomy repair, 
the vaginal pack was removed and excessive, 
heavy, bright red bleeding was noted. Intra¬ 
venous 5% dextrose in 0.2% saline had already 
been begun, and two ampoules of Pitocin were 
added to the intravenous fluids. 

At 6:40 pm, blood was drawn and sent 
to the laboratory for typing and cross-match¬ 
ing. The report indicated the hemoglobin to 
be 12.2gm and hematocrit 37%. At this time 
the blood pressure was 115/80, pulse rate 96, 
and the patient continued to bleed. At 7:15 
the blood pressure had fallen to 80/60 and 
the patient became unmanageable, making it 
difficult to maintain the administration of in¬ 
travenous fluids. The first unit of blood was 
received from the blood bank at 8:10 pm but 
could not be started until 8:30 because of the 
patient’s unmanageable behavior. Ultimately 
a cut-down was accomplished, and one unit of 
whole blood was administered by pump. The 
patient, however, was pronounced dead at 
8:45 pm. 

Permission for autopsy was obtained. No 
lacerations or perforations of the uterus or 
birth canal were found, nor was there any re¬ 
tained placental tissue. The cause of death is 
listed as postpartum hemorrhage due to uter¬ 
ine atony. 

Comment 

The committee voted that this death was 
preventable on the basis of delay in the ad¬ 
ministration of blood. The total elapsed time 
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DACTILASE® 

Each tablet contains: 

Dactil® (piperidolate hydrochloride), 50 mg.; 
Standardized cellulolytic* enzyme, 2 mg.; 
Standardized amylolytic enzyme, 15 mg.; 
Standardized proteolytic enzyme, 10 mg.; 
Pancreatin 3X** (source of lipolytic activity), 

100 mg.; Taurocholic acid, 15 mg. 

•Need in human nutrition not established. 

**As acid resistant granules equivalent in activity to 300 mg. Pancreatin N.F. 



In chronic or acute indigestion, fluttery, 
gassy stomachs obtain prompt, gratifying 
relief through the antispasmodic, surface 
anesthetic and enzymatic activity of 
Dactilase. Dactilase decreases hypermotility 
and pain and reduces the production of 
gas. Dactilase does not induce stasis, but 
helps restore normal tone. It has little or no 
effect on enzyme secretions, but adds 
enzymes, thus contributing to the digestive 
efficiency of the patient. 

Side Effects and Contraindications: 

Dactilase is almost entirely free of side 
effects. However, it should be withheld 
in glaucoma and in jaundice due to 
complete biliary obstruction. 

Administration and Dosage: One tablet 
with, or immediately following, each meal. 
Tablets should be swallowed whole. 

Supplied: Bottles of 60 and 250. 

LAKESIDE LABORATORIES, INC., Milwaukee, Wisconsin 53201 
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ENJOY 

1966 TAX SAVINGS 

Don't wait until it's too 
> late. Let Federated's 
Bookkeeping Tax Staff 
advise you on allowable 
professional deductions 
and set up your book¬ 
keeping and tax pro¬ 
gram NOW. 

For a personal discus¬ 
sion of Federated's out- 
of-office Bookkeeping 
and Tax services to fit 

your needs,. 

call 655-2552 to arrange 
a cost-free consultation. 

FEDERATED BUSINESS 
SERVICES, INC. 

Box 580 

Randallstown, Maryland Tel. 655-2552 

K. Merrill Sumey, Resident Manager 


between delivery and death was two hours 
and 45 minutes. An essential part of any mod¬ 
ern obstetric service is that of providing 
prompt and massive blood replacement in 
cases of unusual blood loss. Had one or two 
units of GroPp O, Rh negative blood been 
immediately available a n d administered 
promptly while routine cross-matching was 
being performed, the committee members be¬ 
lieved that the > outcome of this case would 
have been different. 


BALTIMORE OXYGEN 
SUPPLY CO.. INC. 

OHIO CHEMICAL DISTRIBUTORS 
Therapy and Medical Gases 
Oxygen Tents 

Resuscitators and Apparatus 

PHONES: 789-8100 727-4748 

Main Office and Plant 

LINTHICUM, MARYLAND 


MILFORD E. JEFFERSON 

Catering Service 

SPECIALTIES 

t WEDDINGS RECEPTIONS 
LUNCHEONS DINNERS 
BANQUETS TERRAPIN 
HORS D' OEUVRES 
PARTY SANDWICHES 
COCKTAIL SERVICE 

OPEN: 9 A.M.-5:30 P.M.' DAY: NO 9-4513 

\ DAILY EXCEPT SUNDAY NIGHT: LA 3-4340 

1 534 GOLD STREET BALTIMORE, MD. 21217 
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LIGHTING 
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, LIGHTING FIXTURES 

"** OF BEAUTY 

We Repair and make Lam| 

"Lamps make the home Beautiful" 

IE 9-0222 403 N. Charles Street 

Baltimore, Md. 21201 
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For cold hands and feet, nothing 
beats hot stoves—but they are 
awkward to carry around. Now 
Gerilid, in good-tasting take-along 
chewable tablets can provide 
rapid vasodilation of peripheral 
circulation, bringing real warmth 
to the extremities and decreasing 
sensitivity to sudden temperature 
change. Patients like Gerilid and 
know they are getting relief. 



GERILID 


Each chewable tablet contains: 
nicotinic acid (niacin) 75 mg. and 
aminoacetic acid (glycine) 750 mg. 

Administration and Dosage: One or two 

chewable tablets 3 times a day before 
meals. If flushing is objectionable, dosage 
may be lowered. However, tolerance to 
flushing usually develops without loss of 
efficacy in regard to vasodilation. The 
recommended dosage should not 
be exceeded. 

Side effects: Occasional lightheadedness 
or transient itching which may disappear 
with continued use. There are no known 
contraindications: however, caution is 
advised when there is a concomitant 
administration of a coronary vasodilator. 

Supplied: Packages of 50 chewable tablets. 

Also available in liquid form as 
Geriliquid®, in bottles of 8 and 16 ounces. 

LAKESIDE LABORATORIES, INC., Milwaukee,Wisconsin 53201 
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PHYSICAL ACTIVITIES FOR 
SCHOOL CHILDREN WITH HEART DISEASE 


Physicians are often asked to advise parents on 
the amount and kind of physical activity for 
children with heart disease. When a cardiac child 
is symptomatic, the answer is easy: the patient 
is told to avoid, insofar as is possible, those 
exertions which cause symptoms. But most chil¬ 
dren with heart disease are asymptomatic, and 
the physician finds it difficult to determine the 
amount of permissible physical activity. 

Often when the physician is uncertain or when 
he is confronted by anxious parents, he excludes 
the child entirely from physical education, regard¬ 
less of the nature of the cardiac lesion. School 
nurses and physical educators are also wary of 
allowing patients with any kind of heart disease 
to exercise. Often the school medical report is 
not explicit, and restrictions which may have 
been intended for a limited period only are car¬ 
ried on for many years. Consequently, many 
asymptomatic patients are needlessly restricted 
in their school and extracurricular activities. 

Many other children with loud functional or 
questionably organic murmurs are often restricted 
from a full program of normal activities. Some 
of these children become increasingly concerned 
over their health and become cardiac-conscious, 
neurotic adults. Others, recognizing that they can 
do more than their medical advisors appreciate, 

From the Harriet Lane Home Cardiac Clinic, the Chil¬ 
dren’s Medical and Surgical Center, Johns Hopkins Hos¬ 
pital, and the Departments of Pediatrics, Sinai Hospital 
of Baltimore and the Johns Hopkins School of Medicine. 


MILTON MARKOWITZ . MD 
CATHERINE A. NEILL, MD 

are frustrated by sitting on the sidelines. They 
exercise with even greater vigor outside of school 
and give considerable concern to their parents. 

Most pediatric cardiologists agree that most 
children with heart disease are able to participate 
in physical education with few restrictions. This 
report discusses the indications for limiting phys¬ 
ical exercise for childhood cardiac conditions. 

Rheumatic Fever and Rheumatic Heart Disease 

In the past, children were arbitrarily restricted 
from strenuous physical activity for at least one 
year after an attack of rheumatic fever, regard¬ 
less of its severity. This practice may have been 
wise when severe attacks of rheumatic carditis 
were the rule rather than the exception; but there 
has been a sharp decline in the severity of rheu¬ 
matic fever, especially in the number of dam¬ 
aging recurrent attacks, making the above dictum 
obsolete. The physician’s recommendations should 
be based on the severity of the attack and the 
extent of residual heart disease. 

No Valvular Disease.—Approximately 40% 
of patients with rheumatic fever today have 
either polyarthritis or chorea as their only major 
manifestation. The illness usually runs its course 
within three months. If at the end of this period 
there is no evidence of cardiac involvement, there 
is no need for any physical restriction. The 
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Obstetrical or post—surgical patients 
requiring a dependable increase in 
hemoglobin will receive as much iron 
(250 mg. in a 5 cc. ampul) as in one 
pint of blood. Imferon (iron dextran 
injection) is less expensive and it avoids 
the well-recognized hazards of whole 
blood transfusion. When patients 
cannot—or cannot be relied upon to— 
take oral iron, Imferon (iron dextran 
injection) will rapidly supply needed 
iron for reserve stores. 


ONE PINT 
OF BLOOD 
PROVIDES 
NO MORE 
IRON 


THAN ONE 5 CC. 
AMPUL OF 



IMFERON 0 

(iron dextran injection) 


IN BRIEF: ACTION AND USES: A single dose of Imferon 

(iron dextran injection) will measurably begin to raise hemo¬ 
globin and a complete course of therapy will effectively rebuild 
iron reserves. The drug is indicated only for specifically- 
diagnosed cases of iron deficiency anemia and then only when 
oral administration of iron is ineffective or impractical. Such 
iron deficiency may include: patients in the last trimester of 
pregnancy; patients with gastrointestinal disease or those re¬ 
covering from gastrointestinal surgery; patients with chronic 
bleeding with continual and extensive iron losses not rapidly 
replenishable with oral iron; patients intolerant of blood trans¬ 
fusion as a source of iron; infants with hypochromic anemia; 
patients who cannot be relied upon to take oral iron. 
COMPOSITION: Imferon (iron dextran injection) is a well- 
tolerated solution of iron dextran complex providing an equiva¬ 
lent of 50 mg. in each cc. The solution contains 0.9% sodium 
chloride and has a pH of 5.2-6.0. The 10 cc. vial contains 0.5% 
phenol as a preservative. 

ADMINISTRATION AND DOSAGE: Dosage, based upon 
body weight and Gm, Hb./lOO cc. of blood, ranges from 0.5 cc. 
in infants to 5.0 cc. in adults, daily, every other day, or weekly. 
The total iron requirement for the individual patient is readily 
obtainable from the dosage chart in the package insert. Deep 
intramuscular injection in the upper outer quadrant of the 
buttock, using a Z-track technique, (with displacement of the 
skin laterally prior to injection), insures absorption and will 
help avoid staining of the skin. A 2-inch needle is recommended 
for the adult of average size. 

SIDE EFFECTS: Local and systemic side effects are few. 
Staining of the skin may occur. Excessive dosage, beyond the 
calculated need, may cause hemosiderosis. Although allergic 
or anaphylactoid reactions are not common, occasional severe 
reactions have been observed, including three fatal reactions 
which may have been due to Imferon (iron dextran injection). 
Urticaria, arthralgia, lymphadenopathy, nausea, headache and 
fever have occasionally been reported. Initial test doses of 
0.5 cc. are advisable. 

PRECAUTIONS: If sensitivity to test doses is manifested, the 
drug should not be given. Imferon (iron dextran injection) must 
be administered by deep intramuscular injection only. Inject 
only in the upper outer quadrant of the buttock, not in the arm 
or other exposed area. 

CONTRAINDICATIONS: Imferon (iron dextran injection) is 
contraindicated in patients sensitive to iron dextran complex. 
Since its use is intended for the treatment of iron deficiency 
anemia only it is contraindicated in other anemias. 
CARCINOGENICITY POTENTIAL: Using relatively massive 
doses, Imferon (iron dextran injection) has been shown to 
produce sarcoma in rats, mice and rabbits and possibly in 
hamsters, but not in guinea pigs. The risk of carcinogenesis, 
if any in man, following recommended therapy with Imferon 
(iron dextran injection) appears to be extremely small. 
SUPPLIED: 2 cc. ampuls, boxes of 10; 5 cc. ampuls, boxes 
of 4; 10 cc. multiple dose vials. 
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physician must emphasize to the parents that 
the child has no heart disease, yet he must stress 
the need to prevent recurrences. He must empha¬ 
size in his medical report to the school that the 
child is free of heart disease and that no re¬ 
strictions in physical exercise are justified. School 
physicians and nurses sometimes still indiscrimi¬ 
nately restrict all patients with a history of rheu¬ 
matic fever. 

Valvular Disease Without Enlargement.— 

Patients who are left with valvular damage with 
no or minimal cardiac enlargement are almost 
invariably asymptomatic and in general have an 
excellent prognosis. Nevertheless, the physician 
often needlessly restricts them from all competi¬ 
tive sports and other strenuous activities. The 
most common valvular lesion is mitral regurgita¬ 
tion. In approximately 25% of these patients, 
who remain free of recurrent attacks of rheu¬ 
matic fever, the murmur disappears within five 
years. The murmurs of aortic regurgitation are 
more likely to persist; however, there is no evi¬ 
dence that restriction of physical activity improves 
the prognosis in patients with either mitral or 
aortic regurgitation. As long as these children 
are under medical supervision and follow the 
prophylactic regimen, restriction of physical ac¬ 
tivity is not necessary. During the first year after 
an attack, they should be examined at three- 
month intervals to make sure that cardiomegaly 
has not developed. 

Valvular Disease With Enlargement.—Pa¬ 
tients with a severe single episode of rheumatic 
fever or after recurrent attacks often have resid¬ 
ual valvular disease with some degree of per¬ 
sistent cardiac enlargement. When the myocar¬ 
ditis has subsided and the cardiac findings have 
stabilized, most of these children tolerate ordinary 
physical activity quite well. They should be en¬ 
couraged to participate in regular physical edu¬ 
cation classes, avoiding those activities that are 
known to produce symptoms. Strenuous com¬ 
petitive sports should be excluded, especially for 
adolescent boys, who are particularly prone to 
continue team activities despite discomfort 
rather than admit their disability. 

Congenital Heart Disease 

From the practical point of view, congenital 
cardiac lesions can be divided into (I) a hemo- 
dynamically minor group not requiring surgery, 


(II) a moderate group which may at some time 
require surgery, (III) a severe but potentially 
operable group, and (IV) an inoperable group. 
This type of classification is more important to 
the patient than the specific anatomic diagnosis. 

Group I includes small left-to-right shunts, 
whether ventricular or atrial, mild degrees of 
aortic or pulmonic stenosis, coarctation of the 
aorta, and all lesions in which the x-ray and 
electrocardiogram is normal and the only evi¬ 
dence of heart disease is a murmur. ALL THIS 
GROUP SHOULD BE ALLOWED ABSO¬ 
LUTELY NORMAL SCHOOL ACTIVITIES, 
including FULL participation in all the usual 
sports. We used to advise these children not to 
take part in competitive sports, but we now be¬ 
lieve that such restrictions cause unnecessary con¬ 
fusion and distress. The only precaution is to 
advise the parents when the child is about 8 or 9, 
that he is unlikely ever to be eligible for a pro¬ 
fessional career in sports. Though only a small 
number of normal males ever actually embark 
on such a career, many boys may dream of it, 
and most parents can accept this philosophically. 

Group II.—Many of these children with 
operable lesions have surgery about 5 or 6 years 
of age and, on entering school, are able to take 
part in all normal activities. The child who has 
had a patent ductus ligated or a ventricular or 
atrial defect satisfactorily repaired should be 
treated as a normal child. If he is awaiting re¬ 
pair of his defect or a decision regarding surgery 
has not been reached, we usually allow full ac¬ 
tivity if the child has little or no cardiac en¬ 
largement. If cardiac enlargement or symptoms 
are present, he should be excused from strenuous 
competition, racing, etc., but allowed to play 
games with his friends. 

Group III includes all cyanotic patients with 
operable lesions and all severe cases of pulmonic 
or aortic stenosis. Usually, if restriction is indi¬ 
cated and the lesion is readily operable with low 
risk, it is better to undertake surgery and allow 
the child to return to full activity about six 
months postoperatively. In some cyanotic chil¬ 
dren it is safer to defer surgery. 

These patients require careful individual con¬ 
sideration. Often the parents can discuss frankly 
with the school the fact that the child has a 
defect and request that he be allowed to take 
part in gym but be excused if he becomes unduly 
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METAHYDRIN (trichlormethiazide) 
is prescribed by physicians because it 
not only approximates the diuretic 
efficacy of parenteral meralluride 
injection ... but, it is the least expensive 
of all "brand-name" thiazides. Therefore, 
when you prescribe METAHYDRIN 
(trichlormethiazide) your patients receive 
the thiazide diuretic that removes a little 
more salt and water than earlier 
thiazides, with relatively less loss of 
potassium ... and, it's therapy they can 
more easily afford ... only pennies a day. 



METAHYDRIIT 

(trichlormethiazide) 

oral diuretic 

Dosage: One 2 or 4 mg. tablet 
once or twice daily. 

Precautions: As with all effective 
diuretics, vigorous therapy may produce 
electrolyte depletion. Patients with 
severely reduced renal function should 
be observed carefully since thiazides 
may be contraindicated. Care should 
be taken with patients predisposed to 
diabetes or gout. Patients with a 
tendency to potassium deficiency, as in 
hepatic cirrhosis or diarrheal syndromes, 
or those under therapy with digitalis, 

ACTH, or certain adrenal steroids, also 
should be watched carefully. 

Side Effects: Nausea, flushing, 
constipation, skin rash, muscle cramps 
and gastric discomfort have occasionally 
been noted; rarely thrombocytopenia 
and bone marrow depression, 
photosensitivity, cholestatic jaundice, 
pancreatitis, perimacular edema, gout 
and diabetes have been caused by 
the administration of thiazides. 
Contraindications: Complete renal 
shutdown; rising azotemia or 
development of hyperkalemia or 
acidosis in severe renal disease; 
demonstrated hypersensitivity. 

How Supplied: Bottles of 100 and 
1000 tablets. 
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tired or cyanotic. Some sympathetic and coopera¬ 
tive teachers go to extraordinary extremes to 
include such a child as part of the group in 
physical education without overstressing him. 
Others will make no exceptions, and there is no 
alternative to withdrawing the child completely 
from all forms of physical education. A new 
teacher, a new school, or improvement in the 
child’s condition may allow re-evaluation. 

For this severe group, all racing in competi¬ 
tion should be forbidden, and the child should 
not play on school teams. This is briefly ex- 



THE PERFECT 
MEMORIAL 


The Lorraine Mausoleum, in Lorraine Park 
Cemetery, Woodlawn, offers the finest and 
most sanitary Memorial (above-ground en¬ 
tombment) to be found in this area. Write 
for free brochure. We shall gladly mail it to 
you. 

TEL: VE 7-0758 OR VE 7-1838 


LORRAINE MAUSOLEUM 
6 E. Franklin St., Baltimore, Md. 21202 

Gentlemen: Without obligation MAIL me free 
color brochure and full information. 

NAME __ 


pressed as avoidance of competitive sports. On 
the whole, the child should not be restricted any 
more than is clearly common sense for his par¬ 
ticular lesion; for example, if he can only walk 
two blocks before being dyspneic, organized run¬ 
ning activities are clearly impossible; but he 
may derive pleasure from swinging a baseball bat 
and letting a friend run for him. Dancing should 
never be forbidden, although the child will have 
to learn his own limitations. 

Group IV. —This inoperable group includes 
patients with congenital heart disease causing 
great cardiac enlargement, severe complex cyan¬ 
otic malformations, severe pulmonary hyper¬ 
tension, and obscure myocardiopathies. Most of 
these children should be restored to optimal 
physical condition, preferably in hospital, by use 
of digitalis and diuretics. A small minority, mostly 
those with additional noncardiac defects, should 
be in schools for the handicapped; but as a rule, 
we deplore these schools for such children and, 
whenever possible, allow them to remain in ordi¬ 
nary school, if necessary with elevator passes so 
they do not need to climb stairs. Although formal 
physical education is usually impossible for this 
group, they can be taught to do isometric exer¬ 
cises. They should also be encouraged to develop 
hobbies which do not involve a great deal of 
physical exertion. 

SUMMARY 

Children who recover completely from an at¬ 
tack of rheumatic fever or who have mild con¬ 
genital or rheumatic heart disease should not be 
restricted in any school or outside activities. 

Asymptomatic patients with cardiac disease 
associated with definite cardiomegaly should be 
restricted from strenuous or competitive sports 
but should be allowed to participate in all phys¬ 
ical education activities which do not cause ex¬ 
cessive fatigue. 

Severely affected cardiac children should be 
encouraged to develop skills in appropriate hobby 
activities, preferably involving other noncardiac 
children with similar interests. 

Physicians who care for children with heart 
disease but do not follow these patients into late 
adolescent and adult life often do not realize the 
emotional problems which can be created by un¬ 
necessary restrictions imposed on the child during 
his early years. 
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BRING IT DOWN 
AND 

KEEP IT DOWN 



Metatensin lowers blood pressure and 
keeps it low—effectively and 
economically. It combines reserpine 
with trichlormethiazide which affords 
more potent saluresis with less loss of 
potassium than from earlier thiazides. 
Reserpine contributes antihypertensive 
effect by relieving anxiety and tension. 
Metatensin is well-tolerated over long 
periods; with its effectiveness and 
economy it assures antihypertensive 
therapy you and your patients 
can stay with. 

METATENSIN® 

Each scored tablet contains: 
METAHYDRIN® (trichlormethiazide) 

2 mg. or 4 mg. and 
Reserpine 0.1 mg. 

Usual adult dose: One tablet twice 
daily. Precautions and side effects: 
Patients with hepatic cirrhosis or 
diarrheal syndromes, or under therapy 
with digitalis, ACTH, or potassium-losing 
steroids, should be observed for signs 
of hypokalemia. With thiazides, 
electrolyte depletion, diabetes, gout, 
granulopenia, nausea, pancreatitis, 
cholestatic jaundice, flushing, mild 
muscle cramps, constipation, 
photosensitivity, acute myopia, 
perimacular edema, paresthesias, 
neonatal bone marrow depression in 
infants of mothers who received 
thiazides during pregnancy, skin rash 
or purpura with or without 
thrombocytopenia, may occur. With 
reserpine, untoward effects may include 
depression, peptic ulcer and bronchial 
asthma. Withdraw medication at least 
7 days prior to electroshock therapy, 

2 weeks prior to elective surgery. 

Contraindications: Complete renal 
shutdown, rising azotemia or development 
of hyperkalemia or acidosis in severe 
renal disease. 

Supplied: Metatensin tablets, 2 mg., 

4 mg.—bottles of 100 and 1000. 
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RETARDED CHILDREN 
CAN BE HELPED 


MARYLAND ASSOCIATION FOR RETARDED CHILDREN, INC 


1514 Reisterstown Road 


Baltimore, Maryland, 21208 


486-8168 
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FROM TB TO MR 


perform such basic 


Judith Schiff Pearl 
Supervisor of Women’s Activities , 

Henryton State Hospital 

For the first 39 years of its existence, Henry- 
ton State Hospital functioned as a TB treatment 
center under the jurisdiction of the Department 
of Health. 

Three years ago, Henryton ceased operating 
as a TB hospital and began admitting “train- 
able” mentally retarded adults. On July 1. 1963, 
responsibility was transferred to the Department 
of Mental Hygiene. This necessitated an entire¬ 
ly new program at Henryton. 

A day-care program for 28 retardates, all male, 
was begun in 1962. Criteria for their admission 
was: 1) continence, 2) ambulation, 3) ability to 
follow simple directions, 4) absence of severe be¬ 
havior problems. 

With its quota of 403 mentally retarded adults, 
the program’s guiding principle is that full-time, 
planned activity and small-group therapy would 
enable residents to receive the individual training 
to develop latent abilities and to teach them social¬ 
ly acceptable behavior. 

At the start we were able to place residents in 
groups of seven. Home economics, woodshop; 
arts and crafts, music, recreation, and work ac¬ 
tivity classes were scheduled for all groups. Em¬ 
phasis was placed on self-reliance and neatness. 
Progress was rapid with individual supervision, 
and within a short time one-third of the residents 
were placed in foster care. Extended and short¬ 
term home visits were encouraged for the others. 

Self-care and good personal habits are encour- 

From Maryland Steps Ahead, September, 1965 (a 
Department of Mental Hygiene publication). 


aged and developed by allowing the resident to 
functions as self-cleanliness 
and the cultivation of good manners. 

1’re-vocational training is offered to those who 
have demonstrated an aptitude. It stresses the 
development of manual dexterity and coordina¬ 
tion necessary to perform a job, and it empha¬ 
sizes good job habits. Actual job training is 
available through job placement within the hos¬ 
pital and on a day-placement basis in the com¬ 
munity. 

The program is planned to permit a normal, 
well-rounded development in as many different 
areas as possible. 

Personal habits is an activity designed to em¬ 
phasize various aspects of personal hygiene, good 
grooming, and good manners. 

Motivation is an activity similar in concept to 
personal habits. 

Games and reading stresses good leisure time 
habits. 

In woodshop residents are taught proper care 
and use of tools. 

Home economics teaches female residents the 
use and care of all domestic utensils, the planning 
and preparation of meals, and the repairing and 
sewing of clothing. 

Arts and crafts stresses the use and care of a 
variety of tools and equipment, the development 
of handskills and coordination. 

Outside activities are provided to allow for the 
expression of individual and group differences. 

Religions activities are regularly scheduled. 
These services are conducted by clergymen of 
several faiths. 

Adult education is scheduled for all residents 
who demonstrate reading ability. Such residents 
attend reading classes one hour per day. 
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NORPRAMIN 


(desipramine hydrochloride) 

non-sedating - rapid-acting 
ANTIDEPRESSANT 


overcomes guilt, lifts depression, restores confidence 


Feelings of guilt, worthlessness, emptiness and loss 
frequently characterize depression. Such feelings, 
along with insomnia, physical complaints, sadness, 
apprehension, and other symptoms of depression 
rapidly respond to Norpramin (desipramine hydro¬ 
chloride). Improvement often begins in 2-5 days, 
sometimes in less. A few patients, sensitive to central 
nervous system stimulants may become restless as 
depression is lifted—-in such cases dosage may be 
reduced or a tranquilizer added. 


Indications: In depression of any kind—neurotic and psychotic depressive 
reactions; manic-depressive or involutional psychotic reactions. Dosage: 
Optimal results are obtained at a dosage of two 25 mg. tablets t.i.d. (150 
mg./day). Contraindications and Precautions: Glaucoma, urethral or ure¬ 
teral spasm, recent myocardial infarction, severe coronary heart disease 
and epilepsy. Should not be given within two weeks of treatment with a 
monoamine oxidase inhibitor. Safety in human pregnancy has not been 
established. Adverse Effects: Side effects, usually mild may include: dry 
mouth, constipation, dizziness, palpitation, delayed urination, “bad taste," 
sensory illusion, tinnitus, agitation and stimulation, sweating, drowsiness, 
headache, orthostatic hypotension, flushing, nausea, cramps, weakness, 
blurred vision and mydriasis, rash, allergy, transient eosinophilia, granulo¬ 
penia, altered liver function, ataxia and extrapyramidal signs. Supplied: 
Norpramin (desipramine hydrochloride) tablets of 25 mg., in bottles of 
50, 500 and 1000. 
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DEPARTMENT OF HEALTH 

t a -r- r— cr A A A r~> I A M H 



Highlights 

VIROLOGY LABORATORY REVIEWED 

As part of a continuing effort to develop and 
maintain competent laboratory services, a survey 
of the activities of the Division of Virology was 
requested by the Department’s Bureau of Labor¬ 
atories. A specialist from the USPHS Communi¬ 
cable Disease Center (CDC) reviewed technical 
procedures, facilities, and educational and pro¬ 
fessional qualifications of personnel. The evaluation 
specimens previously distributed by the CDC were 
used to determine the level of competence of per¬ 
sonnel. The CDC specialist was favorably im¬ 
pressed with the scope of activities in this field 
and with the competence and dedication of the 
personnel in the Virology Division. 

NEW EARLY VIROLOGIC TEST 
FOR ENCEPHALITIS 

Prompted by recent information from outbreaks 
of encephalitis in the United States in the past 
two years, the Bureau of Laboratories has replaced 
the complement fixation test to detect arbovirus 
encephalitis with a new serologic procedure to 
detect a different kind of antibody which appears 
in the patient’s blood from the day of onset. It 
is now possible for the laboratory to provide an 
early alert of arbovirus activity in the state. 

METROPOLITAN AREA AIR QUALITY SURVEY 

The Anne Arundel County Health Department 
has put into operation, in Glen Burnie, the first 
station for the Metropolitan Baltimore Air Quality 
Survey. Being conducted by the State, Baltimore 


William J. Peeples, MD, MPH, Commissioner 


City, Baltimore County, and Anne Arundel County 
health departments, the survey is part of a three- 
year study under a grant of approximately $1,000,- 
000. The grant provides $3 in federal money for 
each $1 from the participants in the study. 

PROVISIONAL VITAL STATISTICS—1965 

Maryland’s birth rate in 1965 dropped approxi¬ 
mately 8% below the 1964 rate to 20.9 per thou¬ 
sand population, according to provisional statistics 
compiled by the State Health Department. Declines 
were registered by every county and Baltimore 
City. During 1965, 74,000 children were born to 
Maryland residents, approximately 5,000 fewer 
than in 1964. This is the lowest number since 
1956 and is typical of the national trend. 

The death rate increased about 1% over 1964’s 
record low, with 8.6 deaths per thousand population 
in 1965. The provisional figure was 30,671 deaths, 
approximately 1,000 more than in 1964. 

Heart disease, cancer, and stroke still lead as 
death causes in Maryland; death rates from each 
rose slightly in 1965. Greatest increase in death 
rates occurred as the result of influenza and pneu¬ 
monia, motor vehicle accidents, and cirrhosis of 
the liver. 

More information is available from the State 
Health Department’s Division of Statistical Re¬ 
search and Records. 

OBSTETRICAL CONSULTANT APPOINTED 

King B. E. Seegar, Jr., MD, was appointed obstet¬ 
rical consultant in the Bureau of Preventive Medi- 
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In colicky infants Pediatric Piptal with 
Phenobarbital slows down spasm, diminishes 
pain and crying and improves feeding pat¬ 
terns. It permits sleep and rest for patient and 
family. The less than hypnotic amount of 
phenobarbital in the recommended dose 
affords a mild, calming action and enhances 
the antispasmodic action of Piptal (pipenzo- 
late bromide). The latter drug, as reported in 
the medical literature, has a favorable ratio of 
effectiveness to side-effects which is unusual 
in anticholinergics and thus is particularly 
appropriate to pediatric use. 



PEDIATRIC PIPTAL® 

WITH 

PHENOBARBITAL 

each cc. contains 6 mg. phenobarbital (warning: may 
be habit forming); 4 mg. Piptal® (pipenzolate bromide), 
and 20% alcohol. 


Pleasant-tasting Pediatric Piptal with 
Phenobarbital is miscible in milk, formulas 
and fruit juices, and may also be given by 
dropper directly on the infant’s tongue. Dos¬ 
age is 0.5 cc. 15 minutes before feeding; in 
severe cases, 1.0 cc. four times daily. High 
doses may occasionally cause constipation 
with tenesmus and, rarely, flushing without 
fever. It is contraindicated in bowel obstruc¬ 
tion or sensitivity to phenobarbital or anti¬ 
cholinergics. Available in 30 cc. dropper 
bottles, droppers calibrated to deliver 0.5 cc. 
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rare scotch whisky 

66 PROOF BLENDED SCOTCH WHISKY • THE PADDINGTON CORPORATION. N.Y. 20 





LUNCHEONS ' M CALL. 833-0345 

DINNERS .u. (Area Code 1) 

. Closed Mondays 

Route 140 Westminster Pike 

REISTERSTOWN, MARYLAND 


cine. He has served part-time tor the past year 
and a halt as a consultant in the Department’s 
maternal and child health program. 

Upon request, Dr. Seegar otters consultation and 
assistance to local health ofticers and physicians 
in developing and improving obstetrical and family 
planning clinics. He has been cooperating with 
local health departments and community organiza¬ 
tions, adapting his services to the particular needs 
ot each community, as part of the Department’s 
concerted effort to provide better prenatal and 
postnatal care for mothers who cannot afford pri¬ 
vate physicians. Information and guidance on 
family planning also are offered. 

Dr. Seegar is a graduate of the University of Mary¬ 
land School of Medicine, is certified by the Amer- 
I ican Board of Obstetrics and Gynecology, and has 
engaged in the private practice of obstetrics and 
gynecology for 20 years. He is assistant professor 
! in obstetrics and gynecology at the University of 
Maryland and an instructor at the Johns Hopkins 
i University School of Medicine. He is a former 
chief of obstetrics at both South Baltimore General 
Hospital and Church Home and Hospital. 
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"All Interns are Alike" 


It stands to reason. They all go through the same 
training; they all have to pass the same tests; they 
all have to measure up to the same standards; they 
all are underpaid, too. Therefore, all interns are 
alike. 

That's utter nonsense, of course. But it's no 
more nonsensical than what some people say 
about aspirin. Namely: since all aspirin is at least 
supposed to come up to certain required stand¬ 
ards, then all aspirin tablets must be alike. 

Bayer's standards are far more demanding. In 
fact, there are at least nine specific differences in¬ 


volving purity, potency and speed of tablet disinte¬ 
gration. These Bayer® standards result in significant 
product benefits including gentleness to the stom¬ 
ach, and product stability that enables Bayer tab¬ 
lets to stay strong and gentle until they are taken. 

So next time you hear someone say that all 
aspirin tablets are alike, you can say, with confi¬ 
dence, that it just isn't so. 

You might also say that all interns aren't alike, 
either. 


















Doctor...two important 
Lederle products for 
routine office procedures 



single-dose vials 
for convenient 
and economical 
polio 

immunization 


ORIMUNE 

POLIOVIRUS VACCINE. LIVE, ORAL 

TRIVALENT 

SABIN STRAINS, TYPES 1,2 and 3 

Fast, simple administration-and economy for the 
patient — make the new 0.5 cc single-dose vial of 
ORIMUNE Trivalent ideal for private practice. (Packaged 
5 to a box with 5 sterilized disposable droppers for your 
convenience). 

(Also available in 2 cc and 2 drop dosage forms). 

Only 2 doses required for complete, initial immunization 
for patients more than a year old. 

Effectiveness —may be expected to confer active immu¬ 
nity against all three types of poliovirus infection in at 
least ninety percent of susceptibles only if given at full 
dosage, as directed. No characteristic side effects have 
been reported. There are, however, certain contraindica¬ 
tions . These are, broadly: acute illness, conditions which 
may adversely affect immune response, and advanced 
debilitated states. In these, vaccination should be post¬ 
poned until after recovery. 

In infants vaccination should not be commenced before 
the sixth week of life. Do not give to patients with viral 
disease, or if there is persistent diarrhea or vomiting. 
ORIMUNE and live virus measles vaccine should be given 
separately. 

Dosage —initial immunization: two doses each given 
orally at least 8 weeks apart. (Give a third dose to 
infants at 10-12 months). Booster immunization: one 
dose, given orally. See package literature for full 
directions. 





simplifies routine screening 

TURERCUUN, 
TINE TEST 

(Rosenthal) Lederle 

Swab* Uncap • Press • Discard 

Comparable in accuracy and reliability to older standard 
intradermal tests*, but faster and easier to use. Since 
TINE TEST is relatively painless it should receive greater 
patient acceptance. Results are read at 48-72 hours. The 
self-contained, completely disposable unit requires no 
refrigeration and is stable for two years. 

Side effects are possible but rare: vesiculation, ulcera¬ 
tion or necrosis at test site. Contraindications, none; 
but use with caution in active tuberculosis. Available in 
boxes of 5 (new individually-capped unit); cartons of 25. 
‘Rosenthal, S. R., Nikurs, L., Yordy, E., and Williams, W.: 
Scientific Exhibit Presented at the Annual Meeting of 
the National Tuberculosis Association, Chicago, Illinois, 
May 30-June 2, 1965. 



LEDERLE LABORATORIES, A Division of American Cyanamid Company, Pearl River, New York 

' 605 - 6-3390 




























BALTIMORE CITY HEALTH DEPARTMENT 


ROBERT E. FARBER, M.D., M.P.H. 
COMMISSIONER 


American Building, Baltimore and South Streets 
Baltimore, Maryland 21202 


752-2000: Extension 307 


Learn To Do Your Part In The Prevention Of Disease 


Dental Health in Baltimore 


Dr. H. Berton McCauley, director of the Bu¬ 
reau of Dental Care, reports that the dental health 
of the people of Baltimore, though far from per¬ 
fect, is vastly improved over that of a decade ago. 
The improvement is the outcome of the contin¬ 
uous program of fluoridation of the public water 
supply. 

Inaugurated by the Bureau of Water Supply 
on November 26, 1952, the fluoridation program 
has reduced tooth decay in resident Baltimore 
children by about 60% through age 11, 50% 
through age 13, and 30% through age 15. This 
represents about half a million fewer cavities in 
the teeth of the city’s children and another 200,- 
000 fewer in those of the surrounding counties. 
The economic advantage to parents in the metro¬ 
politan area served by the water system is con¬ 
servatively valued at $3.5 million in dentists’ bills 
alone. The benefits in improved teeth, health, 
and appearance are incalculable, yet the cost of 
fluoridating Baltimore’s public water supply is 
only about $100,000 a year. 

Recent evidence of the effectiveness of fluori¬ 
dation was derived from a study of dental findings 
in 437 Head Start children in East Baltimore 
last summer. More than 50% of these under¬ 
privileged youngsters were entirely free of tooth 
decay, compared with 20-25% in random groups 
of Baltimore children of the same age in 1951. 

A further indication of fluoridation’s beneficial 
effects is that 17% of 2,385 prospective mothers 
who sought help in the Baltimore Maternity Cen¬ 


ter during the last six months of 1965 did not 
need dental care. As a rule, nearly all adults in 
similar circumstances need dental care. 

Robert E. Farber, MD 
Commissioner of Health 


Incorporated 1847 

Eutaw 

Savings Bank 


EUTAW AND FAYETTE STREETS 
5 Convenient Offices 

ASSETS.Over $115,000,000- 


Member Federal Deposit Insurance Corporation 


MAXIMUM INSURANCE 
FOR EACH DEPOSITOR 


SI 0,000 


in each separate right or capacity 
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• SALES • PARTS 

• SERVICE • ACCESSORIES 

Centrally Located at Harford Rd. and 25th St. 

Phone: 889-7616 

MARYLAND 
VOLKSWAGEN, Inc 

1212 E. 25th St. 
BALTIMORE, MD. 




For Infants.... 
For Adults.... 


The standard of quality, 
a purity, and dependability 

^ in the Baltimore-Washing¬ 

ton area for over 90 years. 

In Baltimore area call 889-3500 
In Washington area call 965-2211 



| OXYGEN 


24-HOUR 
SERVICE 

363-9595 

I P P B 

COMPRESSORS 
OXYGEN 
SALES 
RENTALS 

Inhalation Therapist on Duty 

EM 3-9595 

ACCREDITED SURGICAL CO. 

Medical and Surgical Supplies 
3226 Wisconsin Ave., N.W. 



8705 Colesville Rd. Silver Spring, Md. 

JU 5-7711 


CHESAPEAKE 
PHOTO-ENGRAVING, me. 

123 Market Place • Candler Bldg. • SA 7-2340 
Baltimore, Md. 21202 

COMPLETE LINE OF 
QUALITY PHOTO-ENGRAVINGS 
COPPER • ZINC • MAGNESIUM 

for 

LETTER PRESS • DRY OFFSET 
WRAPAROUND 

Tony lannatuono • Paul Love • Gus Bowling 
Bud Harrison 
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Isadore Tuerk, MD, Commissioner Kurt Gorwitz, Statistics Director 


The Mental Health of the Negro 


Maryland’s nonwhite admission rates to 
psychiatric facilities are significantly higher 
than comparable white rates. The table, based 
on data from the Maryland Psychiatric Case 
Register, shows admission rates (per 100,000 


estimated population) for the 1964 fiscal year 
by race, sex, and type of facility. These figures 
are consistent with comparable rates for 1963. 

During this period, nonwhite admissions to 
the Department’s six psychiatric hospitals 
were proportionally nearly twice the number of 
white admissions. This ratio was similar for 
males and females. Admissions to other hos¬ 
pitals for the treatment of mental illnesses 
significantly changed this comparison. These 
facilities reported few nonwhite admissions, 
particularly to the private hospitals (22 as 
compared with 3,221 white admissions). Non- 
white admission rates to all hospitals were 
13% higher, with male rates 40% higher and 
female rates 17% lower than comparable white 
figures. Nonwhite admission rates to all in¬ 
patient and outpatient facilities were 32% 
higher among males and 11% higher among 
females. It is interesting to speculate as to the 
factors in the male and female role in the 
white and nonwhite family and community 


which produced the above differences. For ex¬ 
ample, is the lower hospital and the higher 
clinic rate among nonwhite women related to 
a more dominant female role in the economic 
structure of the Negro family? 


It should be clear that these figures, and 
similar data reported from other states, cannot 
provide any indication as to the relative fre¬ 
quency of mental illnesses among the white 
and nonwhite population segments, since they 
pertain only to patients receiving treatment in 
specified facilities. The number untreated or 
receiving services through alternative re¬ 
sources, such as private psychiatric practice, is 
not known. 

These data do fortify one important point. 
The tremendous cost to the community in 
terms of crime, delinquency, welfare, and other 
related problems stemming from the Negro’s 
chronic cultural, economic, and social depriva¬ 
tion has been repeatedly pointed out. A num¬ 
ber of interrelated factors are believed to be 
responsible for the greater utilization of 
psychiatric facilities by the nonwhite commu¬ 
nity. Among these, the above here also assume 
a key role. 

Kurt Gorwitz 


Type of Facility 

Total 

WHITE 

Male 

Female 

Total 

NONWHITE 

Male 

Female 

DMH hospitals 

199.9 

246.8 

153.8 

373.9 

487.3 

263.6 

Other public hospitals 

62.0 

69.8 

54.3 

46.0 

70.3 

22.3 

Private hospitals 

112.8 

84.6 

140.5 

3.8 

3.9 

3.8 

Total hospitals 

374.7 

401.2 

348.7 

423.7 

561.5 

289.7 

Outpatient facilities 

350.3 

375.8 

325.2 

461.5 

463.3 

459.8 

Total 

725.0 

777.0 

673.9 

885.2 

1024.8 

749.5 
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brand of (_y 
dextroamphetamine 
sulfate and amobarbital 


she can say "No thank you" 
to the crepe suzette. 


'Dexamyl' does more than most anorectics. Be¬ 
cause it curbs appetite and lifts mood, 'Dexamyl' 
can encourage the discouraged dieter to stay 
on her diet. 

The mood lift with 'Dexamyl' can make the dif¬ 
ference between the success or failure of her 
diet plan. 

Formulas: Each 'Dexamyl' Spansule® Capsule (brand of sustained 
release capsule) No. 1 contains 10 mg. of Dexedrine® (brand of 
dextroamphetamine sulfate) and 1 gr. of amobarbital, derivative of 
barbituric acid [Warning, may be habit forming). Each 'Dexamyl' 
Spansule capsule No. 2 contains 15 mg. of Dexedrine (brand of 
dextroamphetamine sulfate) and I’/i gr. of amobarbital [Warning, 
may be habit forming]. 

Principal cautions and side effects: Use with caution in patients 
hypersensitive to sympathomimetics or barbiturates and in coronary 
or cardiovascular disease or severe hypertension. Insomnia, excit¬ 
ability and increased motor activity are infrequent and ordinarily 
mild. 

Before prescribing, see SK&F product Prescribing Information. 

Smith Kline & French Laboratories 
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Check on Your Checking Accounts 


For most physicians, a checking account, 
whether it be for his practice, for investments, 
or for household use, should provide three ad¬ 
vantages: 1) a convenient way to pay bills, 2) 
a simple means to keep track of income and 
expenditures, and 3) a basis for rapidly verifying 
income and calculating deductible expenses for 
his income tax. Unfortunately, the latter two 
goals are seldom attained. 

Whether you, an aide, or your wife handles 
the checkbook, confusion at the end of the month 
is probably the rule. No matter how meticulous 
you try to be, when you begin the job of recon¬ 
ciling your cancelled checks against your check¬ 
book balance and the bank’s balance, you generally 
are hoping: 1) you won’t find a cancelled check 
which you forgot to enter, thus reducing the 
amount you thought you had as a balance; 2) 
the bank report will show you have more money 
in the bank than you thought you had. 

The latter rarely happens. The former too 
often does. Also, in at least one month out of 
three, your excitement of reconciling to a per¬ 
fect balance is shattered when you find you’re 
off by some ridiculous figure such as $2.43 or 
81 cents. 

As for your record of deductible expenses, 
few doctors realize that the Internal Revenue 
Service does not always consider a cancelled 
check as proof of an expenditure. Since the 
burden of proof for legitimate deductible ex¬ 
penditures always rests with the taxpayer, a re¬ 
ceipt with a cancelled check is the best evi¬ 
dence to present if your income tax return is 
called for an audit. (Since the installation of 
computers, the IRS is performing more and 
more audits each year.) 

April, 1966 


WILBURN L. McCLURE, JR. 

The following simplified checkbook and ac¬ 
counting procedure is recommended for phys¬ 
icians. 

1. Obtain the three checks to a page, business- 
type checkbook from your bank. 

2. Make sure you deposit all cash and checks 
into your practice checking account. Deposit 
all interest, rents, dividends, and money from 
the sale of investments into your investment 
accounts. Try to predetermine a budget for 
household expenses and make timely de¬ 
posits. 

3. Insist on bills or receipts for disbursements 
which may be questioned later. 

4. Mark all check stubs with adequate informa¬ 
tion describing in full the purpose for which 
the check was drawn. 

5. When deposits are made, be sure the cor¬ 
rect amount is recorded on the checkstub. 
Tape the copy of the deposit slip to the 
reverse side of the checkstub for future 
reference. 

6. When writing and numbering a check, place 
the same number upon the bill or receipt 
and place this bill in the back of the check¬ 
book temporarily. 

7. When the cancelled checks are returned from 
the bank, attach each check to the appropriate 
stub with scotch tape. Then, from the back 
of the checkbook, take the bill or receipt for 
which the check was written and attach it 
to the cancelled check. 

If these simple steps are carried out, an Inter- 
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THE NEW RENAULT R-8 



0 TO ( 0 IN 15 SECONDS! 
CRUISE ALL DAY AT 70! 
GET UP TO 37 MPGI 

RENAULT SEDAN PRICES 
START AT $1593 including 

all Fed. Taxes, Freight, Delive y 
V/:rtowali T'ros o Elsctr’c Wind h old 
Wipers o Air "oarr* Serit’. © Child 
Guard Lochs ® Doluxo Heritor and 


4 SPEED OR 

AUTOMATIC TRANSMISSION 

The Automotive Experts at Car & Driver Mag; 
line say: "The Renault R-8 is fast, well con¬ 
structed, good handling, and has the best 
brakes in its class." "It has amazing ride 
& stability." "The Renault R-8 over¬ 
comes nearly every traditional ob¬ 
jection to economy cars we've 
ever heard." 



Defroster & 4 Wheel Disc Brakes! 


Free 24 Hour Demonstration! 

MICHAELSON MOTORS, INC. 


Rena'ilt & Peugeot Sales — Parts—Service 

5001 REISTERSTOWN ROAD 
Open Nitely 'til 10 


FO 7-4700 



Announcing 

OPENING OF THE 

Greenbelt 

Convalescent 

Center 

A 94-BED FACILITY 

Every Modern Convenience 
Physical & Occupational Therapy 
Registered Therapists 
Diet Control 

24-Hour Registered Nurse Care 

Write for Brochure 

KIP SCHLADER 

Administrator-Manager 

7010 Greenbelt Rd. Phone 345-9575 

Greenbelt, Md. 


SKILL SURGICAL, INC. 



SUPPLIES & EQUIPMENT 

for 

PHYSICIANS—SURGEONS 
HOSPITALS 


31 17 Greenmount Ave. Phone 243-3660 
BALTIMORE, MD. 21218 


nal Revenue audit can be conducted quickly and 
accurately, and a great deal of confusion can 
be avoided when reconciling expenditures. (A 
duplicate system should be used for separate 
bank accounts maintained for investments and 
household purposes.) 

By keeping receipts, bills, and cancelled checks 
in your checkbook, you may find you’ve taken 
on more bulk than you have room for. An alter¬ 
nate method is to keep your receipts, bills, and 
matching cancelled checks in envelopes or file 
folders appropriately marked as to their contents. 
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illustration after Boyden 



IN YOUR DU6N0SES OF SMOOTH MOSCLE SPASM? 




|66 Philips Roxane, Inc. 




raws ibi mum 

The sphincter of Oddi is made up primarily of smooth muscle 
fibers. It permits the gall bladder to fill, regulates the flow of 
bile and pancreatic enzymes and in dysfunction is a primary 
cause of Biliary Dyskinesia. The sphincter of Oddi is but one of 
five major foci of smooth muscle spasm where SPACOLIN® 
(Alverine citrate) acts directly with rapid onset and long dura¬ 
tion. No neurotropic side effects because Spacolin is a 
musculotropic counter-spasmodic unrelated to atropine or 
atropine-like drugs. Spacolin is not contraindicated in prostatic 
hypertrophy. 

SPACOLIN® (Alverine citrate) 

Each tablet contains: Alverine citrate.120 mg. 

INDICATIONS: Smooth muscle spasmolytic for use in spastic colon, spastic conditions of the 
gastrointestinal tract, biliary dyskinesia, cholecystitis, spasm associated with peptic ulcer,* 
achalasia, pylorospasm, spasm attendant to diarrhea, spastic conditions of the genitourinary 
tract attributable to inflammation and calculi, certain primary dysmenorrheas and as an aid 
in cystoscopic, esophagoscopic and gastroscopic examinations. DOSAGE: One tablet after 
meals 1 to 3 times daily at discretion of physician. When treating spasm associated with 
peptic ulcer, achalasia or pylorospasm, administer tablets V 2 hour before meals. In dys¬ 
menorrhea, one tablet 3 times daily starting at onset of discomfort. PRECAUTION: Caution is 
recommended when using in hypotensive patients. SIDE EFFECTS: In common with other 
smooth muscle depressants, Spacolin temporarily lowers blood pressure. 



smooth muscle sphincter of Oddi 


‘Antacid and dietary measures are of primary importance in ulcer treatment and should 
not be neglected. 




smooth muscle of urinary bladder 







Annual Meeting of Maryland Association of Medical Assistants 


The Maryland Association of Medical As¬ 
sistants will hold its annual meeting in the 
Blue Room of the Sheraton Belvedere in Bal¬ 
timore on Saturday, April 30. For two days 
preceding the meeting, members of the group 
operate a coffee booth for the benefit of the 
Medical and Chirurgical Faculty of Maryland, 
whose annual meeting this year is April 28 and 
29 at the Alcazar. The health evaluation survey 


The MAMA Coffee Bar is a 
popular spot at the Alcazar 
during the annual meeting of 
the Medical and Chirurgical 
Faculty. Coffee and cookies 
will be served again this year 
on Aoril 28 and 29 


offered to physicians during this meeting is 
also aided by the medical assistants. 

Program for the April 30 meeting is as fol¬ 
lows : 

A.M. 

10 Morning registration 

10:30-12 Business meeting 

P.M. 

12-1 Lunch and afternoon registration 

1:15 Welcoming address 



ASSISTANTS 


MEDiCA 


1:30-2:15 THE U’SE OF THE VACUUM 
EXTRACTOR IN OBSTETRICS 


Eleanor Scott, M.D., Chief of Ob¬ 
stetrics, Church Home and Hospital 


2:15-3:00 CARDIAC PACEMAKERS 

J. M. Zimmerman, M.D., Chief of 
Surgery, Director of Medical Edu¬ 
cation, Church Home and Hospital; 
Associate Professor of Surgery, 
Johns Hopkins University 
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MORE AND MORE PEOPLE ARE 
KEEPING THEIR SAVINGS... 


WkmG/ Yoto 


Kee p y CHjijij 

Dmdendh f 



The dividend that counts is the 
dividend you actually keep — 
!£■■* that is why our GEM OF A PLAN 
means more successful saving 
\ ' '• for you. Here, you Gain Every 
Month and keep what you gain — because we 
figure dividends on a MONTHLY BASIS. ★ You 
get a high, high dividend rate, and accounts are 
insured by an agency of the U.S. Government. 
Open your own account at any of our 6 conven¬ 
ient offices, or write to us and save-by-mail! 


AmfiJUM/b 

IVotcoW/ 

BUILDING & LOAN ASSN. 

LEXINGTON AND LIBERTY STS., BALTIMORE 
TOWSON PLAZA • PERRY HALL • FALLSTAFF 
HARUNDALE MALL • WESTVIEW 


Funds Received by 
10th of the Month 
Earn Dividends for 
the Entire Month 



Accounts Insured 
up to $10,000 by 
an Agency of the 
U.S. Government 


Pay ’Phone or Gas & Electric Bills at Any Office 
Money Orders Available ★ Save-By-Mail Service 



L 


YOU CAN'T ARGUE WITH 90 YEARS 
EXPERIENCE IN FITTING 
INFANTS' AND CHILDREN'S SHOES! 


Parents feel happier 
when their children 
are in the hands of 
Hahn's specially 
trained personnel. 

All children's fittings 
are double checked 
by the Hahn's store 
manager. 

Hahn's feature famous 
quality brand shoes 
for infants' and chil¬ 
dren. 

Our representative 
will be happy to dis¬ 
cuss your patients' 
fitting problems with 
you. 

Phone Dl 7-6363 for a 
convenient appointment. 


HAHN I 

90 YEARS IN WASHINGTON-BALTIMORE AREA 


WASHINGTON MARYLAND 



3 :00-3 :30 Coffee break 

3:30-4:15 AIR POLLUTION 

Mr. Jerome Wilkenfeld, Manager 
of Environmental Health, Hooker 
Chemical Corporation, Niagara 
Falls, N.Y. 

4:15-5:15 SPACE MEDICINE 

Frank B. Voris, M.D., Captain, 
Medical Corps, U. S. Dept, of Navy 

The program will conclude with a cocktail hour 
at 6 P.M. and a banquet at 7. The master of cere¬ 
monies will be Raymond M. Atkins, M.D., in¬ 
structor in anatomy and surgery, University of 
Maryland; instructor, outpatient vascular clinic, 
Johns Hopkins Hospital; assistant director of 
Medical Education, Church Home and Hospital. 

Members and non-members are invited to at¬ 
tend. Anyone interested please contact Mrs. Doro¬ 
thy MacCubbin, treasurer, 5904 Roland Avenue, 
Baltimore, Md. 21210, or call 539-5669. 
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MRS. IRVING J. TAYLOR, Auxiliary Editor 


Regional Vice President Will Speak 
At Auxiliary Luncheon 


An honored guest and speaker at our state 
auxiliary’s annual convention will be Mrs. Erie 
E. Wilkinson, vice president of the Southern 



Mrs. Erie E. Wilkinson 


Region, Woman’s Auxiliary to the American 
Medical Association. 

The convention will be held April 27 and 28 
at the Holiday Inn Downtown. Mrs. Wilkinson 
will address the luncheon gathering on the 
28th. 

Hetty Wilkinson is serving her first term as 
a regional vice president, having completed a 
three-year term as national chairman of the 
AMA-ERF Committee. 

A resident of Nashville, Tenn, she is a past 
president of her state auxiliary and is currently 
its parliamentarian. She has held numerous 
other posts in her state and county auxiliaries. 

Mrs. Wilkinson is a nursing graduate from 
Vanderbilt University. She has taught Red 
Cross Home Nursing and Nurse’s Aide classes 
for the Red Cross and is a former instructor in 
nursing arts and medical nursing at the John 
Sealy Hospital, Galveston, Tex. Her husband 
is a pediatrician in Nashville. 




by NORMA M. STROBEL 


This year has been a wonderful experience. 
The rewards have been far greater than the 
time and energy recpiired to perform the duties 
of president. 
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Nursing Rehabilitative Treatment Center 

operated under the direct supervision of the Lowry Memorial Medical Center. 

Offering full treatment to the adult physically handicapped, specialized care to the 
senior citizen, and convalescent care to post-stroke and post-operative cases. 
Separate area for cancer patients. All facilities available to private physician. 

Professionally staffed and equipped Physical Therapy gymnasium, underthedirect 
supervision of a specialist in physical medicine. There is also an organized 
program of recreation. 

Everything at The Regent is designed to be used by wheel chair patients. 
Adjacent to the Penn-Mar Shopping Center on Marlboro Pike Beltway Exit 34 
Call or write for brochure. Phone 736-1113 
8100 Marlboro Pike, Forestville, Maryland 


miimiiiiiiiiitiiiiimiin 


We especially want to welcome the follow¬ 
ing new inembers-at-large—all from Anne 
Arundel County—who have joined the auxil¬ 
iary recently: Mrs. J. Howard Beard, Gam- 
brills, Mrs. Richard I. Hochman, Annapolis, 
Mrs. Joseph C. Sheehan, Severna Park, Mrs. 
Donald C. Smith, Annapolis, Mrs. Willard 
Smith, Shady Side, and Mrs. William N. 
Thomas, Severna Park. We hope that they will 
seriously consider organizing a component 
auxiliary in Anne Arundel County. 

It behooves each doctor’s wife to become 
well informed about the medical world. She 
should try to learn as much as possible so that 
she may interpret the information to others. It 
is important that her friends and her commu¬ 
nity understand the physician’s viewpoint. She 
is the main liaison between her husband and 


the world he lives in. She must act as an am¬ 
bassador in her community to create a realistic 
picture of medicine as a profession. She must 
set an example for those with whom she comes 
in contact concerning such things as the rear¬ 
ing of children and promoting good health 
habits. 

There has been an increasingly negative re¬ 
action on the part of the public to the medical 
profession. Physicians have seemed to be aloof 
and anti-social in their attitude toward econom¬ 
ic change. We must, therefore, have a more 
positive approach to present problems. Health 
education and preventive medicine are more 
important than treatment when it is too late. 

Let us all resolve to do our best to correct 
the image of the physician in the eyes of the 
general public. Will you accept the challenge? 
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The Thin Is Gone 


Despite introduction of synthetic substitutes, efficacy of 
‘Empirin’ Compound with Codeine remains unchallenged. 


‘Empirin’®Compound with Codeine Phosphate gr.1/2 No. 3 

Each tablet contains: Codeine Phosphate gr. V 2 (Warning-May be habit forming), Phenacetin gr. 2Vz, 
Aspirin gr. 3V2, Caffeine gr. V 2 . 


Keeps the Promise of Pain Relief 

BURROUGHS WELLCOME & CO. (U.S.A.) INC., TUCKAHOE, N.Y. 
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THE EXHIBITS—A WORTHY FEATURE OF THE EDUCATIONAL PROGRAM 

of the 

MEDICAL AND CHIRURGICAL FACULTY ANNUAL MEETING 

at the Alcazar 
APRIL 27 and 28, 1966 
TECHNICAL EXHIBITORS 

(as of February, 1966) 


Abbott Laboratories 

Aloe Medical—Division of Brunswick Corp. 
Buchanan Hearing Aid Co.-—Dahlberg 
Electronics 

Carnation Company 
Ciba Pharmaceutical Company 
Herbert Cox, Correct Shoes 
Dome Chemicals Inc. 

Encyclopaedia Britannica, Inc. 

Federated Business Services, Inc. 

Flint Laboratories 
Fuller Pharmaceutical Company 
Geigy Pharmaceuticals 
Graymar Company 
Hess Shoes 

Hynson, Westcott & Dunning, Inc. 

Knoll Pharmaceutical Company 
Lederle Laboratories 
Eli Lilly and Company 
Mallinckrodt Pharmaceuticals 
Maryland Blue Cross & Blue Shield Plans 
Maryland Orthotic and Prosthetic Society 
Maryland Pharmaceutical Association 
Mead Johnson Laboratories 
Med-Chi Insurance Trust 
Medco Products Company 
Medical Management 

Mercantile-Safe Deposit and Trust Company 
Merck Sharp & Dohme 

Annual Meeting continued on 


Murray Baumgartner Surgical Instrument Co. 
The National Drug Company 
Nu-Dy-Per Baby Service, Inc. 

Organon, Inc. 

Ortho Pharmaceutical Corporation 

Pfizer Laboratories 

Wm. P. Poythress & Co., Inc. 

Quaker City Pharmacal Company 

A. H. Robins Company 

Roche Laboratories 

The St. Paul Insurance Companies 

Sanborn Company 

Sandoz Pharmaceuticals 

W. B. Saunders Company 

G. D. Searle & Co. 

Skill Surgical, Inc. 

Smith Kline & French Laboratories 
Smith, Miller & Patch, Inc. 

E. R. Squibb & Sons 
Strasenburgh Laboratories 
The Stuart Company 
Syntex Laboratories, Inc. 

U. S. Vitamin & Pharmaceutical Corporation 

The Upjohn Company 

Wallace Laboratories 

William A. Webster Company 

Wyeth Laboratories 

Xerox Corporation 

Convention—April 29-May 4, 1966 


Cruise 
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n Fractures: B and C vitamins are therapy 


Itress formula vitamins are a key factor in bone and tissue regeneration. To meet the 
icreased metabolic demands, STRESSCAPS offers therapeutic amounts of B and C 
itamins as an aid to smoother convalescence and earlier rehabilitation. In fractures, 
s in many other conditions of physiologic stress, STRESSCAPS vitamins are therapy. 

STRESSCAPS 

Stress Formula Vitamins Lederle 



Each capsule contains: 


Vitamin B| (ThiaminelV|ononitrate) 10 mg. 

Vitamin B 2 (Riboflavin) 

10 mg. 

Niacinamide 

100 mg. 

Vitamin C (Ascorbic Acid) 

300 mg. 

Vitamin B6 (Pyridoxine HCI) 

2 mg. 

Vitamin B 12 Crystalline 

4 mcgm. 

Calcium Pantothenate 

20 mg. 

Recommended intake: Adults, 

capsule 

daily, for the treatment of vitamin de¬ 
ficiencies. Supplied in decorative “re¬ 
minder” jars of 30 and 100; bottles of 500. 



LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, N. Y. 

7283-4 














cxv 

1966 


Chicago, the convention capital of the world, hosts the world's largest medical 
convention. Each year the AMA Annual Convention presents a wider and 
greater range of medical subjects. This year’s convention will be held in mag¬ 
nificent McCormick Place. Air-conditioned, it offers almost unparalleled facili¬ 
ties. View and participate in the following: • Six general scientific meetings 

• 23 medical specialty programs • 800 scientific and industrial exhibits 

• Lectures, panel discussions, motion pictures and color television. Plan to 
attend—continue your post-graduate education. 

See JAMA May 9 for complete scientific program—forms for advance registra¬ 
tion and hotel accommodations. 
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THE GUNDRY SANITARIUM, INC. 

Fully licensed • Est. 1900 • Protected by approved sprinkler system 

A PSYCHIATRIC COMMUNITY 

Full time, part time, and outpatient facilities • Treatment program 

individually planned • Spacious buildings and grounds give country 

atmosphere within the city • Easily reached by public transportation 

2 N. Wickham Road Milton 4-9917 Rachel K. Gundry, M.D., F.A.P.A. 

Baltimore 29, Md. Medical Director 



A MEDICO-LEGAL 
PROBLEM: 

REFERRING PATIENTS OF 
ONE DOCTOR TO ANOTHER 

The Committee on Medico-Legal Problems 
has received several complaints from physi¬ 
cians directed against attorneys who have re¬ 
ferred patients from one physician to another 
physician. Lawyers should note that the pro¬ 
cedure of a physician accepting a patient al¬ 
ready under treatment by another physician 
is remarkably similar to that of an attorney 
taking the case of a client already represented 
by counsel. 

While the client/patient has a perfect right 
to change practitioners the second practitioner 
is under an obligation to ascertain whether the 
patient is under treatment and if so, if the first 
practitioner has released the patient/client. 

When a lawyer refers a patient to a second 
physician, without the consent of the first phy¬ 
sician, he interrupts the treatment by the first 
physician and places the second physician in 
an unethical position which may result in a 
censure or other disciplinary action. 

Lawyers should be aware of this problem 
and should be mindful to avoid any advice or 
action which may contribute to, or result in, 
unethical conduct on the part of physicians. 

Reprinted from The Maryland State Bar Association 
Newsletter. 



You’ll find everything 
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' Happy Alotoring ’ 
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MARYLAND 

CORN! 



Garden Flavor Guarded 

F. 0. Mitchell & Bro., Inc. 
UJHOL6 K^Rnei ' : Perryman, Maryland 

JUHITE S1UEET COIj p «"ym°n 2/2-3636 

k Plant Phone 

Perryman 272-3637 


-When the Need Arises— 

• NURSES— 

—Registered or Practical 

• Companion Nurses—Complete care of the semi¬ 
invalid or aged living alone 

• Qualified women of highest character 

CLIFFORD’S 

FAMILY CARE SERVICE 

8814 Littlewood Rd. NO 8-7710 

Baltimore, Md. 


* •;« •> *;• •> *;• •;< •> •> *!• 

Baltimore’s most unique dining place 


jfalstatf 

Boom 



SHERATON 

-BELVEDERE HOTEL 


» »*« •** **♦ ♦*« **♦ **♦ eje **♦ «Je 


MOMMY.. .CALL 

HAMPDEN 


Yfm, 



FOR RUG CLEANING 

BE.5-0600 


FOR MOVING & STORAGE 

CH. 3-4750 



THE APPLICATION OF NEUROLEPTANAL¬ 
GESIA IN ANAESTHETIC AND OTHER 
PRACTICE, edited by N. W. Shephard. Perga- 
mon Press, 1965. $8.50 

This is a symposium debating the effectiveness and 
place of Phenoperidine, Droperidol, and Fentanyl in 
anesthetic practice today. The debate covers the subject 
of neuroleptanalgesia, which is a state produced by the 
combined use of a neuroleptic drug such as Droperidol 
and an analgesic, for example Phenoperidine. The papers 
published in this volume will be of interest to all con¬ 
cerned with anesthesia and the surgical and pharmacologic 
aspects of medicine. 

ADVANCES IN OXYTOCIN RESEARCH, edited 
by J. H. M. Pinkerton. Pergamon Press, 1965. $10 

This volume contains the proceedings of a symposium 
held at the Royal College of Obstetricians and Gynaecol¬ 
ogists, London. 

Oxytocin was chosen as the subject of this symposium 
for two reasons: 1) because important work has been 
done recently on its physiology and pharmacology, and 
2) because a new method of administering the drug for 
the induction of labor in women has become available. 
It therefore seemed desirable to discuss this new work 
as a whole. The proceedings published in this volume rep¬ 
resent a variety of points of view, and should be of 
interest to all involved in the study or clinical use of 
oxytocin: biochemists, physiologists, anatomists, pharma¬ 
cologists, endrocrinologists, obstetricians, gynecologists, 
and biologists. 

COMPENSATORY ADAPTATIONS, REFLEX 
ACTIVITY, AND THE BRAIN, by Ezras As- 
ratovich Asratian. Pergamon Press, 1965. $15 

This is the first of a series of carefully selected and 
edited English translations and surveys of Russian con¬ 
tributions in the fields of conditioned reflexes and cere- 
brovisceral and behavioral physiology. Dr. Asratian, one 
of Pavlov’s outstanding students, summarized the results 
of nearly twenty years of intensive research on the role 
of the cerebral cortex in the compensation of disturbed 
functions of the musculoskeletal system and in regula¬ 
tion of visceral and endocrine functions. He reports the 
results of extensive experiments designed to explain the 
many complex mechanisms underlying the development of 
conditioned reflexes and the adaptation of higher organ¬ 
isms to an ever-changing environment. The book includes 
a lucid description of direct and reverse or backward 
conditioning, the results of switching in conditioned reflex 
activity, and the localization of cortical inhibition in the 
conditioned reflex arc. 

It has been translated by Dr. Samuel A. Corson, a 
professional bilingual scientist who is directing an active 
research program in the field of conditioned reflexes and 
of cerebrovisceral and behavioral physiology. In his 
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preface, Dr. Corson offers an illuminating summary of 
the historical and philosophical background of Russian 
biomedical thinking as exemplified in the theory of nerv¬ 
ism or the neurogenic theory of medicine. 

This book should be of interest to physiologists, neu¬ 
rologists, psychiatrists, psychologists, and physicians 
interested in problems of psychosomatic medicine and of 
restoration of neuromuscular functions. It may be used 
as a reference in courses in experimental and physi¬ 
ological psychology, neurophysiology, physical medicine 
and rehabilitation, neurology, and psychiatry. 

PEDIATRIC THERAPY, ed 2, edited by Harry 
C. Shirkey, MD. Mosby, 1966. $18.50 

While therapy is the emphasis of this volume, precise 
diagnosis is stressed throughout, since each is useless 
without the other. Complete treatment of the child is 
encouraged: medical, dental, surgical, and psychiatric. 
Many new chapters appear in this edition, including con¬ 
sideration of pediatric orthopedics, neurosurgery and 
psychiatric care. The Table of Drug Dosages has been 
enlarged, thus omitting needless repetition of this infor¬ 
mation in individual chapters. 

GASTROENTEROLOGY, vol 3, ed 2, by Henry 
L. Bockus, MD, et al. Saunders, 1965. $30 

Volume III of this work comprises discussions of 
gastrointestinal parasites, the liver, biliary tract, and 
pancreas, and secondary gastrointestinal disorders. The 
contributors are Dr. Bockus’s colleagues and former 
colleagues at the University of Pennsylvania Graduate 
School of Medicine. 

This entire edition has been rewritten, shifting empha¬ 
sis where necessary and presenting new techniques and 
new knowledge of clinical import. Ample use has been 
made of illustrations to show the many new techniques 
and procedures. 

NEURO-OPHTHALMOLOGY, vol II, edited by 
J. Lawton Smith, MD. Mosby, 1965. $21.75 

This volume presents the material discussed at the 
second postgraduate symposium on clinical neuro¬ 
ophthalmology sponsored by the Department of Ophthal¬ 
mology, University of Miami School of Medicine. The 
papers represent the current interest of each of the 
participants. 

HANDBOOK OF PHYSICAL MEDICINE AND 
REHABILITATION, edited by Frank H. Kru- 
sen, MD. Saunders, 1965. $16.50 

The American Rehabilitation Foundation, in 1957, es¬ 
tablished a Medical Advisory Committee to advance the 
field of physical medicine and rehabilitation and develop 
adequate teaching programs in the medical schools. This 
handbook is one of the contributions of this committee. 
In three parts, it covers evaluation of the patient, tech¬ 
niques of management, and evaluation and management 
of specific disorders. 

SYMPOSIUM ON THE LENS, by John E. Harris, 
MD, et al. Mosby, 1965. $18.50 

The organizers of this symposium, envisaging a pub¬ 
lication having the scope of a textbook, asked each 
participant to review all the knowledge in his particular 
field. Thus, this volume surveys up-to-date information 
on the anatomy, biochemistry, physiology, immunology, 
and other aspects of the normal lens. 


Growing Feet Can 
Have Problems! 



PRONATION KNOCK-KNEES PIGEON-TOES 


These common problems can be helped 
with proper shoes, correctly fitted. 

Prescriptions Carefully Filled 

VAN DYKE & BACON 

209 N. Charles St. 5849 York Rd. 

SAratoga 7-3775 IDIewood 3-1100 

Baltimore, Maryland 


★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★★it 


We Have the Food 
You Advise . . . 


• Sugar-Free 


* 

¥ 

* 

¥ 

¥ 
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¥ 

£• Low Sodium 
¥ 

¥ 

¥ 

¥ 

¥ 

*221 N. Howard St. 

* 
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• Non-Allergic* 
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* 

SAratoga 7-0383* 

(Opposite Hutzler's) 

BALTIMORE, MARYLAND 21201 * 
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CURRENT SURGICAL MANAGEMENT III, 
edited by Edwin H. Ellison, MD, Stanley R. 
Friesen, MD, and John H. Mulholland, MD. 
Saunders, 1965. $11.50 

One hundred and four surgical authorities have con¬ 
tributed their viewpoints on controversial surgical prob¬ 
lems. In some instances the viewpoints vary because of 
fundamental differences; in others, the disagreement con¬ 
cerns the choice of or timing of an operation. The topics 
selected are those in which acceptable controversy exists 
and which represent questions which commonly beset 
a surgeon. While not providing any answers, it shows 
how certain authorities have arrived at their own solu¬ 
tions. 
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New drugs take exams, too. 


Today, virtually every medical school in the 
United States cooperates with pharmaceutical 
manufacturers in the clinical evaluation of new 
and promising drugs. Just as you might find it 
significantly more difficult to practice medicine 
without the useful new compounds made avail¬ 
able through original pharmaceutical research 
in the past twenty years-prescription-drug 
manufacturers would find it equally difficult to 
obtain extensive, long-term, dependable evalu¬ 
ations of new therapeutic agents without the 
close cooperation of medical staffs and clinical 


facilities of medical schools and teaching hos¬ 
pitals. Such cooperation leads toward more 
effective care of more patients —the common 
goal of medical and pharmaceutical research- 
toward reduction in the cost of disease, toward 
increase in useful longevity. 

This message is brought to you as a courtesy of this publica¬ 
tion on behalf of the producers of prescription drugs. 

Pharmaceutical 
Manufacturers Association 
Pharmaceutical 
Advertising Council 

1155 Fifteenth St.. N. W., Washington, D.C. 20005 








Red, white & 


blue chip 
investment 


You won’t get rich overnight buy¬ 
ing U. S. Savings Bonds. But for 
the long run, they make an excel¬ 
lent investment. 

You get a guaranteed rate of 
interest—3 Y±% when held to ma¬ 
turity—so there are no ups and 
downs to worry about. 

You also get certain tax advan¬ 
tages since Savings Bonds aren’t 
subject to state or local income 
taxes and the federal tax can be 
deferred until the Bonds are 
cashed. 

But probably most important 
is that Bonds pay off in more than 
dollars. When you get your Bond 
investment back, you know it has 
helped Uncle Sam strengthen the 
cause of freedom (your cause) all 
around this troubled world of 
ours. 

Buy U. S. Savings Bonds and 
own a share of America. It’s a 
good outfit to do business with. 


Buy U.S. Savings Bonds 


STAR-SPANGLED SAVINGS PLAN 
FOR ALL AMERICANS 



Up 

The U. S. Government does not pay 
for this advertisement. It is presented as a public 
service in cooperation with the Treasury Department 
and The Advertising Council. 
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CLASSIFIED ADVERTISING 

Effective May 1, 1963 

$1.50 per line per insertion 

Count seven average words to each line. 
Add one line if box number is desired. 

Member of the Medical and Chirurgical 
Faculty shall be entitled to one complimen¬ 
tary insertion in any twelve-month period. 
Widows of members shall be entitled to two 
complimentary insertions for the disposal of 
the deceased physician’s practice or equip¬ 
ment. 

MARYLAND STATE MEDICAL JOURNAL 

1211 Cathedral St., Baltimore, Md. 21201 


PHYSICIANS WANTED 


Physician needed for responsible position in re¬ 
search and development activities of a large mid- 
western chemical company. Strong interest in clinical 
research and evaluation is desirable. Ability to com¬ 
municate effectively with other medical and tech¬ 
nical people is essential. Excellent career potential 
for physician interested in internal medicine or 
dermatology. Send resume to: Box #42 Maryland 
State Medical Journal. An equal opportunity em¬ 
ployer 5 


ASSOCIATES WANTED 


PRACTICE NOT FOR SALE 

ASSOCIATE needed for busy medical practitioner in best 
northern suburban section of Baltimore. 

OPPORTUNITY for good man to eventually take over an un¬ 
usually attractive practice without buying it. Box#41, 
Maryland State Medical Journal. 4 


OFFICES FOR SALE OR RENT 


FULLY EQUIPPED office available, 6002 Eastern Ave. Will share 
with internist or Ob-Gyn. Call VA 5-0042. 4 


LUXURIOUS OFFICE—Share rent.—Pikesville Medical Center. 
Suitable for all specialties. Choice time available. Call 
486-2204. 4 


NORTH ARUNDEL SECTION—Office fully equipped on the 
Ritchie Highway. Ideally located to the North Arundel Hos¬ 
pital. Unlimited parking. Available on a share basis for 
Ob-Gyn specialist, general practitioner, or surgeon. Reason¬ 
able terms. Telephone 263-9242 in Annapolis, Maryland. 6 



• Photo-Offset Printing 

• Multigraphing 

• Multilithing 

• Addressing & Mailing 


Letterpress Printing 
Monocast Letters 
Mimeographing 
Typing 


Automatically Typewritten Letters 

MU 5-3232 


Prompt Pick-up 
and Delivery 


D. Stuart Webb 

Advertising Services, Inc. 


306 N. Gay Street 


Baltimore, Md. 21202 
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MEDIC 

Medical Educational Dedicated 
Instruction Channel 

Four more hospitals have joined the J 
MEDIC network. They are designated by 
J an asterisk in the following list of partici- 
J pating hospitals: 

University of Maryland Hospital and 
School of Medicine, Baltimore 
The Johns Hopkins Hospital and Medi- | 
cal School, Baltimore 
J *Sinai Hospital, Baltimore 
J *Lutheran Hospital, Baltimore 
J *St. Joseph’s Hospital, Baltimore 

Sacred Heart and Memorial Hospitals, J 
Cumberland 

Anne Arundel General Hospital, Annap- 
olis 

Greater Baltimore Medical Center, Tow- 1 
son 

Baltimore County General Hospital, Balti¬ 
more 

i *Calvert County Hospital, Prince Freder- 
i! ick 

Carroll County General Hospital, West- J 
minster 

Cambridge - Maryland Hospital, Cam- ■ 
i bridge - 

Frederick Memorial Hospital, Frederick \ 
Harford Memorial Hospital, Havre de J 
Grace 

Kent & Queen Anne’s Hospital, Chester- [ 
i town 

Prince George’s General Hospital, Chev- J 
erly 

St. Mary’s Hospital, Leonardtown 
Memorial Hospital, Easton 
Washington County Hospital, Hagers- \ 
town 

Peninsula General Hospital, Salisbury 
MEDIC programs may also be heard at [ 
i headquarters of the following cooperating j 
! organizations: the Medical and Chirurgical j 
Faculty of the State of Maryland, the Mary- 
\ land State Department of Health, the Hos- 
! pital Council of Maryland, Inc. 

Appropriate AAGP credit is given for j 
every MEDIC program attended. 

See Page 7 for current program listings. 


OFFICERS OF 

THE MEDICAL AND CHIRURGICAL FACULTY 

President: Robert vanL. Campbell, MD 
President-elect: J. Morris Reese, MD 
Vice Presidents: Thurston Harrison, MD 
Robert C. Kimberly, MD 
E. Irving Baumgartner, MD 
Secretary: William A. Pillsbury, MD 
Treasurer: Karl F. Mech, MD 

COUNCILORS: 

Western District 
Frank Cawley, MD—1966 
Henry V. Chase, MD—1966 

Central District 
Everett S. Diggs, MD—1966 
John F. Schaefer, MD—1967 
William Carl Ebeling, MD—1967 
Fayne A. Kayser, MD—1967 
Richard Norment, III, MD—1967 
J. Arthur Weinberg, MD—1967 
J. Emmett Queen, MD—1968 
Donald Roop, MD—1968 
Harry M. Robinson, Jr., MD—1968 

Eastern District 
Robert W. Farr, MD—1967 
Raymond M. Yow, MD—1968 

Southern District 
J. Roy Guyther, MD—1966 
Arthur Wooddy, MD—1968 

South Central District 
Austin B. Rohrbaugh, Jr., MD—1966 
Richard D. Bauer, MD—1967 
Terms of office expire at conclusion 
of annual meeting 

DELEGATES TO THE 
AMERICAN MEDICAL ASSOCIATION 
Russell S. Fisher, MD—1966 
J. Sheldon Eastland, MD—1967 
Robert vL. Campbell, MD—1968 

ALTERNATES: 

E. I. Baumgartner, MD—1966 
William B. Hagan, MD—1967 
Charles F. O'Donnell, MD—1968 

Terms of office expire at end of calendar year 
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Blood-glucose 
screening for ajl 
your patients? 



DEXTROSTIX— 

provides a clinically useful 
determination when performed 
according to directions 1 " 


DEXTROSTIX is not intended to replace 
.the more precise analytical laboratory methods. 


...because “Abnormalities of glucose 
metabolism are among the [most 
common] encountered in clinical 
practice....”* Simple, quick, econom¬ 
ical blood-glucose screening 
with Dextrostix r Reagent Strips is 
practicable in every regular physical 
examination, emergency situation, 
and whenever hypo- or hyper¬ 
glycemia may be of clinical 
significance-for “The precision 
and accuracy of Dextrostix 
...meet the need for an always 
available simple screening 
method....”* All that is required 
for screening with 
Dextrostix is 60 seconds 


and a globular drop of 
capillary or venous blood. 
Abnormal readings will be 
a valuable aid to diagnosis; 
normals will help you 
establish an important 
baseline for future reference. 


Marks, V., and Dawson, A.: 
Brit. M. J. 7:293, 1965. 


Yes—aM your patients 


AMES COMPANY, INC. 
Elkhart, Indiana 






heart disease 
or psychic tension? 

“Heart symptoms”—chest pain, tachycardia, ar¬ 
rhythmia—invariably alarm and preoccupy the 
patient, though they may be completely without 
organic basis. Such symptoms often are somatic masks 
of psychic tension, arising from constant encounters 
with stressful situations. 

When the problem is diagnosed as emotionally pro¬ 
duced, consider Valium (diazepam) as adjunctive 
therapy. Valium (diazepam) acts rapidly to calm the 
patient, to reduce his psychic tension and relieve 
associated cardiovascular complaints. 

Neurotic fatigue—the chronic tiredness resulting 
from emotional strain which so often accompanies 
psychogenic “heart” symptoms —also can be con¬ 
trolled by this highly useful agent. Valium (diazepam) 
often achieves results where other psychotherapeutic 
agents have failed. 

Valium (diazepam) is generally well tolerated, and 
usually does not impair mental acuity or ability to 
function. If side effects such as ataxia and drowsiness 
occur, they usually disappear with dosage adjustment. 

VallUnr(diazepam) 

2-mg, 5-mg, 10-mg tablets 


In prescribing: Dosage — Adults: Mild to moderate psychoneu¬ 
rotic reactions, 2 to 5 mg b.i.d. or t.i.d.; severe psychoneurotic 
reactions, 5 to 10 mg t.i.d. or q.i.d.; alcoholism, 10 mg t.i.d. or 
q.i.d. in first 24 hrs, then 5 mg t.i.d. or q.i.d. as needed; muscle 
spasm with cerebral palsy or athetosis, 2 to 10 mg t.i.d. or q.i.d. 
Geriatric patients: 1 or 2 mg/day initially, increase gradually as 
needed. 

Contraindications: Infants, patients with history of convulsive 
disorders or glaucoma. 

Warning: Not of value in the treatment of psychotic patients, 
and should not be employed in lieu of appropriate treatment. 

Precautions: Limit dosage to smallest effective amount in elderly 
patients (not more than 1 mg, one or two times daily) to preclude 
ataxia or overs,edation. Advise patients against possibly hazard¬ 
ous procedures'until correct maintenance dosage is established; 
driving during therapy not recommended. In general, concurrent 
use with other psychotropic agents is not recommended. Warn 
patients of possible combined effects with alcohol. Safe use in 
pregnancy not established. Observe usual precautions in impaired 
renal or hepatic function and in patients who may be suicidal; 
periodic blood counts and liver function tests advisable in lqng- 
term use. Cease therapy gradually. 

Side Effects: Side effects (usually dose-related) are fatigue, 
drowsiness and ataxia. Also reported: mild nausea, dizziness, 
blurred vision, diplopia, headache, incontinence, slurred speech, 
tremor and skin rash; paradoxical reactions (excitement, de¬ 
pression, stimulation, sleep disturbances and hallucinations) and 
changes in EEG patterns. Abrupt cessation after prolonged over¬ 
dosage may produce withdrawal symptoms similar to those seen 
with barbiturates, meprobamate and chlordiazepoxide HC1. 

Supplied: Tablets, 2 mg, 5 mg and 10 mg; bottles of 50 for con¬ 
venience and economy in prescribing. 


j- ^ROChlEj -] 

Roche Laboratories 
Division of Hoffmann-La Roche Inc. 

Nutley, N.J. 07110 
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INDICATIONS: Grand mal epilepsy and 
certain other convulsive states. 
PRECAUTIONS: Periodic examination 
of the blood is advisable. Nystagmus >■ 
combination with diplopia and ataxia 
indicates dosage should be reduced. 
SIDE EFFECTS: Allergic phenomena 
such as polyarthropathy, fever, skin 
eruptions, and acute generalized mor¬ 
billiform eruptions with or without fever. 
Upon discontinuation of therapy erup¬ 
tions usually subside. Rarely, dermatitis 
goes on to exfoliation with hepatitis, 


and further dosage is contraindicated. 
Though mild and rarely an indication 
for stopping dosage, gingival hypertro¬ 
phy, hirsutism, and excessive motor 
activity are occasionally encountered, 
especially in children, adolescents, and 
young adults. During initial treatment, 
minor side effects may include gastric 
distress, nausea, weight loss, transient 
nervousness, sleeplessness, and a feel¬ 
ing of unsteadiness. All usually subside 
with continued use. Hematologic dis¬ 
orders, including megaloblastic anemia, 


leukopenia, granulocytopenia, pancyto¬ 
penia, and aplastic anemia have been 
reported. Nystagmus may develop. 
DILANTIN is supplied in several forms in¬ 
cluding KapsealscontainingO.1 Gm.and 
0.03 Gm. di- 

phenylhydan- PARKE-DAVIS 

toin sodium. PAKKC, DAVIS i COMPANY. Dttmt. Mlch)tn <e:j! 


(13 

The color combinations of the banded 
capsules are Parke-Davis trademarks. 


the epileptic...talent in eclipse 
or fulfillment of potential? 

the difference is often 

Kapseals 

Dilantin 

(diphenylhydantoin 

sodium) 


PARKE-DAVIS 









utrexih 




HW&D BRAND OFLUTUTRIN 

3000 UNIT TABLETS 



IN THE TREATMENT OF FUNCTIONAL DYSMENORRHEA 
jND SELECTED CASES OF PREMATURE LABOR AND 2ND 
AND 3RD TRIMESTER THREATENED ABORTION 


In controlling abnormal uter¬ 
ine activity, LUTREXIN, the 
non-steroid “uterine relaxing 
factor” has been found to be 
the drug of choice by many 
clinicians. 


No side effects have been 
reported, even when massive 
doses (25 tablets per day) were 
administered. 


Literature on indications and 
dosage available on request. 


Supplied in bottles of 
twenty-five 3,000 unit tablets. 



HYNSON, WESTCOTT & DUNNING, INC. 











In the management of mild to moderate pain, give your patients comprehensive relief. 
TRANCO-GESIC extends the range of usefulness of aspirin by dimming pain perception- 
and also reducing mental and muscle tension. 


TRANCO-GESIC' 

tablets 

chlormezanone 100 mg. with aspirin 300 mg. 

subdues the major 
contributors to pain: 

• pain perception 

• mental tension 

• muscle tension-spasm 


VV/rrf/irop 


WINTHROP LABORATORIES. NEW YORK. N. Y. 10016 


TRANCO-GESIC is so well tolerated it can t 
prescribed for anyone who can take aspirin.; 
is non-narcotic, and free from dangers of 
addiction, habituation, or dependence. 
TRANCO-GESIC is effective in all types of m I 
and moderate pain. Of 862 patients who wer 
treated with chlormezanone and aspirin for 
various disorders, 88% reported excellent or 
good pain relief. 1 

Side effects have been minor. Occasionally gastric distress, 
weakness, sedation or dizziness occur. Reversible cholestiJ 
jaundice has been reported on rare occasions. However, if 
4,653 patients treated with chiormezanone, 97.7% had no ss 
effects.’ Contraindication: just one: sensitivity to aspirin. 
Dosage: Adults, usually 2 tablets three or four times daily. 
Children (from 5 to 12 years), 1 tablet three or four times da. 
1. Collective studies, Department of Medical Research, 
Winthrop Laboratories. 
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BEEFLAND 


GUARANTEED 
TO SATISFY 

If not completely satisfied 
with flavor and tenderness re¬ 
turn within 10 days and your 
purchase will be replaced fret 
of charge. 






SEE WHAT YOU GET! 






, RIB STEAK 1 

(Broil—Roast) | 

ROUND STEAK I 



_ 

PORTERHOUSE 

. (Braise) J 

RUMP ROAST 

SIRLOIN STEAK 
(Broil orPinbroil) 

(Broil orPinbroll) 



[Braise ur *•«') 


/* 40 * 



★ 

weights 
ure hanging 
weight with a 
cutting and 
trimming loss. 
* 


s 5 BONUS 

BRING THIS AD WITH YOU 
AND YOU CAN DEDUCT $5.00 
ADDITIONAL FROM YOUR ORDER 


WITH 300 LBS. OR MORE 

5 lb. PORK CHOPS n i llc . 5 lb. BACON 
10 lb. CHICKENS v m ' 5 lb. SAUSAGE 


TENDER—DELICIOUS 


BEEF 

Orders 


$ 


29 


Per 

100 

Pounds 



TOTAL PRICE 
with purchase 
of side or more 
(EXAMPLE) 50 Lbs. at 49c 
LOOK WHAT CUTS YOU RECEIVE 

* Ground beef * sirloin 

* Porterhouse x ciuu s; e aks 

T-bone 


BEEF STEW 

ground beef 

T-BONE STEAK 

SHORT RIBS 


ALL WEIGHTS ARE HANGlXG WEIGHTS 

(Slaw) 

(Broil—Fry) 

(Broil or Psnbroil) 

ISintmer or Brarse) 


WITH GETTING & TR1MMIXG I.OSS 


["OPEN DAILY INCLUDING SUNDAYS 10 AM to 10 PM 


CHARGE IT! 

135 DAYS 
SAME AS 

CASH! 


^ ALL PRICES IN > v 

THIS AD INCLUDE 

Complete Processing. This la 

\ not a freezer plan. Meat is 

vour only business. You save 

money through our < 

volume buying. ^ 





6218 Eastern Ave. 

PHONE 

FOR APPOINTMENT rC 

633-2033 


We are only minutes 
away from Brooklyn, 
Glen Burnie, Essex, 
Dundalk, Highlandtown. 
Catonsville, and all other 
communities adjoining 
Baltimore. Located min¬ 
utes east of Highland- 



(2 Locations) Cockeysville, Md. 

PHONE 

FOR APPOINTMENT 


666-0001 


HOW TO REACH US 

Ve are on York Rd. between 
f f XJ Shawan Rd. and Padonia Rd. 
f Only minutes north of Tow 
X 'll" son > ,n Cockeysville. Plenty of 
* Free Parking. 

YORK ROAD 
COCKEYSVILLE, MD. 
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AN ANNOUNCEMENT OF SPECIAL IMPORTANCE 


DOCTORS’ AUTO DISCOUNT 
PURCHASE PLAN NOW IN 

EFFECT 


Recently, we instituted a policy of selling 1966 Chevrolets 
to non-profit institutions, organizations, and associations AT COST. 

In conjunction with this new policy, we have developed a SPECIAL 
Purchase Plan for MEMBERS and associates of the Medical and 
Chirurgical Faculty of Maryland. 

Under this plan, qualified persons will be able to purchase new 
1966 Chevrolets at prices substantially under the normal prices 
throughout the year. 

All cars purchased under this special plan may be financed in 
the normal manner, if desired, and will be guaranteed by regular 
Chevrolet Motor Company warranties. They will also qualify for all 
services and facilities available through our Owner Relations 
Department. 

Should YOU, as a member or bonafide associate of the Medical and 
Chirurgical Faculty of Maryland wish to participate for your own 
PERSONAL car, please contact Mr. Louis Foltzer, Sales Manager, at 
PLAZA 2-4994...for further information concerning our Doctors' Auto 
Discount Purchase Plan. 



Louis J. Fox 

President — Fox Chevrolet 


FOX CHEVROLET • 2020 S. HANOVER ST. • PLAZA 2-4994 
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MEDIC 

PROGRAMS 



May 27—1-2 PM 

From Frederick Memorial Hospital: "Blood Transfusions,” Julius R. Krevans, MD. 


. 0—12:30-1:30 PM 

from the jonns Hopkins Hospital: "Alcoholic Cirrhosis,” Frank L. Iber, MD. 


June 24—1-2 PM 

From Frederick Memorial Hospital: "Polycythemia Vera,” C. Lockard Conley, MD. 


You may hear these programs in the Faculty auditorium or at one of the participating 
hospitals (see Page 160). 


May 23-25—San Francisco 

1966 Annual Meeting. Contact: James Kieran, MD, chairman. Medical Sessions Com¬ 
mittee, American Thoracic Society, 1790 Broadway, New York, NY 10019. 


AMERICAN 

THORACIC 

SOCIETY 


June 25—Conrad Hilton Hotel, Chicago 

Contact: Seymour Diamond, MD, secretary, 5214 N Western Avenue, Chicago, III. 60625. AMERICAN 

ASSOCIATION 
FOR THE STUDY 
OF HEADACHE 


June 2-3—Ocean City 

CHAMPS spring sessions HEART ASSOCIATION 

OF MARYLAND 


POSTGRADUATE COURSES 


Course No. 18—ADVANCED PSYCHIATRY FOR THE INTERNIST, June 13-17, Baltimore AMERICAN COLLEGE 
Psychoanalytic Institute and Psychiatric Institute of the University of Maryland. OF PHYSICIANS 


Course No. 19—NEUROLOGY FOR THE INTERNIST, June 16-17, Bowman Gray School of 
Medicine of Wake Forest College. 

Contact: Edward C. Rosenow, Jr., MD, executive director, The American College of Physi¬ 
cians, 4200 Pine St., Philadelphia, Pa. 19104. 


Interpretation and Therapy of Cardiac Arrhythmias, July 25-29, Marriott Motor Hotel, 

Philadelphia. Leonard S. Dreifus, MD, director. 


HAHNEMANN MEDICAL 
COLLEGE AND 
HOSPITAL 


Nine-month tutorial program in Cardiology, September 15, 1966 to June 15, 1967. AMERICAN COLLEGE 
Contact: Executive Secretary, Institute for Cardiopulmonary Diseases, Scripps Clinic and OF CARDIOLOGY 

Research Foundation, La Jolla, Calif. 
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When uncontrolled 
diarrhea brings 
a call for help 



When the diarrhea sufferer has run th 
gamut of home remedies without success 
pleasant-tasting cremomycin can answe 
the call for help. It can be counted on t 
consolidate fluid stools, soothe intestina 
inflammation, inhibit enteric pathogens 
and detoxify putrefactive materials—usu 
ally within a few hours. 


cremomycin combines the bacteriostatk 
agents, succinylsulfathiazole and neomy 
cin, with the adsorbent and protective de 
mulcents, kaolin and pectin, for compre 
hensive control of diarrhea. 


Indications: Diarrhea. Contraindications: Kaolin 
Withhold if diverticulosis is present or suspectec 
Precautions: Sulfonamide: Continued use require 
supplementary administration of thiamine and vita 













your for 
Cremomycin 
can provide relief 



; min K. Neomycin: Patient should be observed for 
, new infections due to bacteria or fungi. Side Effects: 

'■ Sulfonamide: Sensitivity reactions may occur (e.g., 
{ skin rashes, anemia, polyneuritis, fever; agranulo¬ 
cytosis with a fatal outcome has been reported). 

■ Reduction of thiamine output in the feces and of 
,| vitamin K synthesis has been observed. Neomycin: 
Nausea, loose stools possible. 

Before prescribing or administering, read product 
. circular with package or available on request. 


Composition: Each 30 cc. contains neomycin sulfate 
300 mg. (equivalent to 210 mg. of neomycin base), 
succinylsulfathiazole 3.0 Gm. ( colloidal kaolin 3.0 
Gm., pectin 0.27 Gm. 

©MERCK SHARP &DQHME Division of Merck & Co., Inc., West Point, Pa. 

where today’s theory is tomorrow’s therapy 


promptly relieves diarrheal distress 

Cremomycin 

AXTTTnT ADDUFAT V 


ANTIDIARRHEAL 
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incisive 


A good way to describe ‘Stelazine’. 
It’s different from the tranquilizers 
that sedate and dull your anxious 
patients. Its antianxiety effect is 
direct. On ‘Stelazine’, your patients 
can be calmed yet remain alert. 


And ‘Stelazine’ offers additional bene¬ 
fits. Dependence has not been re¬ 
ported. At low doses, side effects are 
minimal. Its b.i.d. dosage is con¬ 
venient and economical. 


Stelazine® 

brand of trifluoperazine 


Indications: Symptoms of excessive anxiety. 
Contraindicated in comatose or greatly de¬ 
pressed states due to CNS depressants and 
in cases of existing blood dyscrasias, bone 
marrow depression and pre-existing liver 
damage. Principal side effects, usually dose 
related, may include mild skin reaction, dry 
mouth, insomnia, fatigue, drowsiness, dizzi¬ 


ness and neuromuscular (extrapyramidal) 
reactions. Muscular weakness, anorexia, rash, 
lactation and blurred vision may also be ob¬ 
served. Blood dyscrasias and jaundice have 
been extremely rare. Use with caution in 
patients with impaired cardiovascular sys¬ 
tems. Before prescribing, see SK&F product 
Prescribing Information. 


Smith Kline & French Laboratories, Philadelphia 
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To The Editor : 

Cases 8 and 9, Anesthesia Accidents, on the 
Maternal Welfare pages of the Maryland State 
Medical Journal (Vol. 15: 19-20, January, 1966) 
merit comment. Although it is implied that the 
first patient succumbed to an inadvertent sub¬ 
arachnoid anesthesia during an attempted caudal 
anesthesia, the facts available do not necessarily 
support this. Local anesthetic drugs have been 
consistently demonstrated in the cerebral spinal 
fluid after properly administered epidural block. 
The actual dose of the drug metycaine is not in¬ 
dicated in the protocol. If 20cc. of 1.5% (usual 
concentration) metycaine had been injected into 
the subarachnoid space, the dose would have been 
300 mgm. We note that 25 minutes after the be¬ 
ginning of anesthesia and 15 minutes after the 
completion of the injection, the blood pressure 
was 140/100 and the pulse strong and regular. 
This would not have been the case if the patient 
had received such an overwhelming dose in the 
subarachnoid space. Five minutes later, 20 min¬ 
utes after the completion of the injection, the pa¬ 
tient showed signs of distress—labored respira¬ 
tions, irregular and feeble pulse, restlessness. 
This might very well have been a local anesthetic 
drug reaction, but it may even have been related 
to hypotension from the supine venacaval syn¬ 
drome. Regardless of the initiating factor, the in¬ 
jection of 1 mgm. (presumably lcc. of 1:1,000 
adrenalin) would very likely have sufficed to 
cause ventricular fibrillation in this hypoxic, hypo¬ 
tensive patient. This misdirected resuscitative ef¬ 
fort was the last straw which put the lid on this 
patient’s fate. 

Aspiration of vomitus is the most frequent 
cause of obstetric anesthesia mortality. It seems 
that this patient was given a general anesthesia 
without concern as to recent ingestion of food. 
Only after aspiration of vomitus was the chief 
anesthetist called. This arrangement seems to 
have the blessing of obstetricians and anesthesi¬ 
ologists alike in many, many hospitals. 


We should not mislead our reading audience by 
suggesting that gastric lavage after a recent meal 
is effective and that it will render the patient 
safe for general anesthesia. No technique of emp¬ 
tying the stomach (lavage, apomorphine) has been 
demonstrated to be reliable, and this particular 
patient would only have been safe with an endo¬ 
tracheal tube in place. This could have been safe¬ 
ly accomplished under topical anesthesia, or, in 
expert hands, following a crash induction with 
thiopenthal and succinylcholine. Even here, there 
is always the chance that the patient might re¬ 
gurgitate before insertion of the tube. There 
seems little justification for imposing any such 
hazard on a para 5 gravida 6 patient anticipating 
a normal delivery, and who probably would be 
alive today with no contributions from obstetric 
and anesthetic personnel. 

Anesthesia is one of the leading causes of ob¬ 
stetric mortality, and the relative contribution is 
increasing. This trend can only be corrected 
through critical analysis of the mishaps occur¬ 
ring. 

Otto C. Phillips, MD 


Incorporated 1847 

Eutaw 

Savings Bank 


EUTAW AND FAYETTE STREETS 
5 Convenient Offices 

ASSETS.Over $115,000,000 


Member Federal Deposit Insurance Corporation 


MAXIMUM INSURANCE 
FOR EACH DEPOSITOR 


SI 0.000 


in each separate right or capacity 
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Low 

host resistance? 

Consider the 
“extra” antibacterial 
activity 
of Ilosone 


Occasionally, therapeutic failure is 
due to the patient’s inability to 
mobilize his defenses sufficiently to 
overcome infection. Typical of this 
is the debilitated patient, the 
premature infant, or the diabetic. 

It is in these patients that the high 
levels of antimicrobial activity of 
Ilosone are especially useful. Ilosone 
has demonstrated antibacterial levels 
two to four times those of erythro¬ 
mycin base or stearate. Furthermore, 
it attains them earlier and maintains 
them longer. Even the presence of 
food does not appear to affect the 
activity of Ilosone. 


Contraindications: Ilosone is contraindicated in 
patients with a known history of sensitivity to this 
drug and in those with preexisting liver disease 
or dysfunction. 

Side-Effects: Even though Ilosone is the most 
active oral form of erythromycin, the incidence of 
side-effects is low. Infrequent cases of drug idio¬ 
syncrasy, manifested by a form of intrahepatic 
cholestatic jaundice, have been reported. There 
have been no known fatal or definite residual ef¬ 
fects. Gastro-intestinal disturbances not associ¬ 
ated with hepatic effects are observed in a small 
proportion of patients as a result of a local stimu¬ 
lating action of Ilosone on the alimentary tract. Al¬ 
though allergic manifestations are uncommon with 
the use of erythromycin,there have been occasion¬ 
al reports of urticaria, skin eruptions, and, on rare 
occasions, anaphylaxis. 


Dosage: Children under 25 pounds—5 mg. per 
pound of body weight every six hours. Children 
25 to 50 pounds —125 mg. every six hours. Adults 
and children over 50 pounds —250 mg. every six 
hours. For severe infections, these dosages may 
be doubled. 

Available in Pulvules®, suspension, drops, and 
chewable tablets. Ilosone Chewable tablets should 
be chewed or crushed and swallowed with water. 

Ilosone 

Erythromycin Estolate 

Additional information available to physicians 
upon request. Eli Lilly and Company, 

Indianapolis, Indiana. soi28o 












Maryland State Medical Journal 
Vol. 15, No. 5 
May, 1966 


Editorial 


Presidential Editorial 


Despite journalistic intimations otherwise, the 
medical profession is still considered an impor¬ 
tant opinion-molding force in the minds of most 
of the lay public. The people are interested in 
what their doctor has to say on legislative affairs 
even when, as in the case of PL 89-97 (Medi¬ 
care), there was far from unanimity in medical 
ranks. 

Governmental leaders are also intensely occu¬ 
pied in gaining the cooperation of this cogent seg¬ 
ment of national leaders, for without the advice 
and statesmanship of doctors, the Medicare pro¬ 
gram will not work. This is why representatives 
of the American Medical Association have been 
importuned to work with Social Security to en¬ 
sure that Medicare will be implemented with the 
least possible disruption by those who can make 
it work. 

This statesmanship on the part of the medical 
profession is recognized as just that on all levels 


J. MORRIS REESE, MD 

from that of the federal government to the local 
bailiwick. The Medical Chirurgical Faculty 
works constantly with state agencies, voluntary 
health associations, professional groups, and in¬ 
surance representatives for the public welfare on 
any level. 

In the state legislature, consultation is sought 
and carefully heeded so that physicians’ opinions 
on matters of importance to Maryland residents 
may be determined. Doctors are asked to appear 
at public hearings on matters which are not nar¬ 
rowly defined as physician-oriented. The medical 
man is considered an educated citizen in more 
than one small sphere, and his advice is so so¬ 
licited. 

In all instances the cooperation of the medical 
profession in the public weal is immense and 
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For Physicians 
Offices 


m ... the perfect building 
... the perfect location 

Ten-Ten is a new building which has already 
established itself as a prestige address. As a 
professional office location it is ideal. Ten-Ten is 
situated in the very midst of an already 
professional neighborhood and is outstanding in both 
appearance and facility. It offers your patients 
nearby convenient parking facilities and bus 
transportation stops at the door. No wonder it has 
been judged by many as the “perfect professional 
location” for physicians. Your personal 
investigation will bear this out to your 
complete satisfaction. 

FEATURING: 

• One of downtown’s most attrac¬ 
tive rental prices. 

• Individually designed office 
suites, 400 sq. ft. and up. 

• Private lavatory in each suite. 

• Modern automatic elevator 
service. 


Attractive lobby with reception 
desk. 

24-hours-a-day switchboard 
secretarial service. 

Convenient parking, eating 
places and other personal 
services. 


EDWARD A. MYERBERG CO. 

335 N. Charles St., Baltimore, Md. 21202 

24 hour phone: SA 7-3888 


Main office: VE 7-2900 


worthy of the time-honored status of the man of 
healing. 

Apparently, however, this is no longer enough. 
We are constantly being advised by self-seeking 
dissidents to “heal thyself doctor.” Instances of 
almost miniscule corruption within the ranks are 
being used to tar a whole profession. And rather 
than to ignore these complaints, it behooves us 
to face the dissension within our own ranks and 
the slings and arrows of all who would bid us to 
re-examine our health. 

We are not adverse to such self-examination. 
Through the Faculty, we are indeed seeking ways 
to strengthen the body medical. For instance, in 
areas of self-discipline we could well take a tip 
from the Bar Association which, under rules es¬ 
tablished by the courts, has authority to investi¬ 
gate and bring charges against members and non- 
members. Actual disciplinary action is meted out 
by the court itself. Perhaps a self-examination 
will reveal that the Maryland medical profession 
needs more authority to move against the few 
whose unethical conduct leaves the entire profes¬ 
sion open to criticism. 


Frank, honest opinions should be expressed 
through the democratic processes available to 
members on the component level. But these opin¬ 
ions serve nothing but a self-serving interest 
when based on unknowledgeable or biased points 
of view. If the individual physician has honestly 
and without bias given time to his medical society 
committees; if he has given due and scientific 
study to intrasociety problems; if he truthfully 
feels that he has exercised all opportunities avail¬ 
able for expression of his viewpoint through the 
channels available to him, then his opinion may 
be considered studied and authoritative. 

What is needed now, more than ever, is for the 
medical profession to police its own ranks and 
bring to task the few offenders against profes¬ 
sional ethics, whether members or not. It is 
time to look consistently toward the public inter¬ 
est and away from purely selfish ones. 

Let us consider carefully the following words 
from I Corinthians, 13th Chapter: “. . . Though 
I speak with the tongues of men and of angels 
and have not charity, I am become as sounding 
brass or a tinkling cymbal . . .” 
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Insurance Protection for Doctors and Dentists 


i£tna Life & Casualty’s Professional 
Package Policy combines all the 
fundamental insurance protection 
you need against the risks inherent 
in your profession: (1) Professional 
liability necessary for alleged mal¬ 


practice. (2) Office Premises Liabil¬ 
ity Insurance for claims arising from 
the operation of your office. (3) “All 
Risks” insurance for loss or damage 
to your equipment. 

One conference . . . one signature is 


all an /£tna agent needs. Then he’ll 
prescribe the protection that best suits 
you. And you’ll appreciate his com¬ 
petence as an insurance professional. 
We call it P.S. — Personal Service. 



LIFE & CASUALTY 
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Dependability and Organized Responsibility 


• 

The Label 
That Leaves 

Nu Doubt 

• 

Arrange now for safe and J 

dependable fur storage at 

Maryland’s Oldest and Largest Furrier 

225 N. HOWARD ST. 

BALTIMORE 



BALTIMORE’S ONLY AUTHORIZED 
DEALER FOR 

MERCEDES-BENZ 


Proudly Announces The Showing 
Of the New 250S & 250SE 

MERCEDES-BENZ 

Orders for Loco/ and Overseas Delivery Now Accepted 

R. & H. Motors, Inc. 

4810 Belair Rd. 426-9200 




Specializing in the 
fitting of shoes 
for proper foot function 
and comfort 

ACCURATE PRESCRIPTION WORK 

ZIMMERMANN’S 

COMFORTABLE SHOES 
227 W. Saratoga St. Baltimore. Md. 

STORE HOURS 

Monday, Tuesday, Wednesday, Friday 
and Saturday... 9:30 A.M. to 5:15 P.M. 
Thursday . . . 9:30 A M. to 8:30 P.M. 



More To A Diamond 
Than Price 


Price is important, of course, but so 
are color, clarity and cutting in addi¬ 
tion to carat weight in determining 
actual value. 

Stop in for a diamond chat which in¬ 
volves no obligation. 




CAPLAN 


04* 


// q/ohA' 


231 N. Howard St., Baltimore (MU 5-8800) 

Tidewater Inn, Easton, Md. (TA 2-1553) 
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EXECUTIVE SECRETARY'S NEWSLETTER 


MEDICARE 

LAW 


EDUCATIONAL 

PROGRAMS 


May, 1966 


The attention of all physicians is directed to the 
following provision of the Medicare Law (PL 89- 
97) which reads as follows: 

"Nothing in this title shall be construed to author¬ 
ize any Federal Officer or employee to exercise 
any supervision or control over the practice of 
medicine or the manner in which medical services 
are provided or over the selection, tenure, or 
compensation of any officer or employee of any 
institution, agency or person providing health ser¬ 
vices; or to exercise any supervision or control 
over the administration or operation of any such 
institution, agency, or person." 

In accordance with instructions from the House 
of Delegates, September, 19 65, the Faculty plans 
to offer over the MEDIC network, a session 
dealing with implementation of the Medicare law. 

In addition, plans are underway for regional 
sessions at which "in-person" discussions will 
take place. Initial arrangements are for pro¬ 
grams to be held as follows: 

Salisbury (Worcester, Wicomico, Somerset 
Counties ) 

May 9 - Physicians 

May 10 - Office Assistants 

Easton and Cambridge ( Talbot, Dorchester, Kent, 
Caroline and Queen Anne Counties) 

May 18 - Physicians, in Cambridge 

May 19 - Office Assistants, in Easton 

Harford Memorial Hospital (Harford and Cecil 

Counties ) 

May 26 - Physicians in morning 

Office Assistants in afternoon 

Allegany County 

June 1 - Physicians 

June 2 - Office Assistants in morning 




Garrett County 
June 2 


Office Assistants in after- 


S EMI ANNUAL 

MEETING 

RESOLUTIONS 


AMA 

ANNUAL 

SESSION 


NEWS 

NOTES 


noon 

Physicians in evening 

Frederick County (Carroll, Frederick and 

Washington Counites) 

June 16 - Physicians in morning 

Office Assistants in afternoon 

Baltimore City - through Hospital Staff activities 
and through MEDIC and Faculty building 

The MEDIC network program will be held fol¬ 
lowing a national meeting on this subject scheduled 
for Chicago on Saturday, June 25. 

Resolutions for the Faculty's Semiannual Meeting 
scheduled for Ocean City, Md. , on Friday, 
September 9, at the Diplomat Motel, must be in 
the Faculty Office no later than: 

FRIDAY, JULY 15, 1966 

Resolutions received after this date will be held 
over for the 1967 Annual Meeting. 

The AMA meets in Annual Session, June 26-30, 
in Chicago, Ill. Members who are in Chicago 
and would like to tour the AMA building may do 
so daily from 8:30 a.m. on. The Biomedical 
Research Institute is included in the tour. 

Members may contact the Faculty's Delegates to 
the AMA through the Palmer House, where 
delegates are registered. 

New Active Members of the American Society of 
Anesthesiology include: Juliana G. Del Rosario, 

M.D. , Da Plata; Jae Pil Lee, M.D. , and Young 
Choon Hong, M.D., Baltimore; and new Junior 
Members: Sreela Banarjee, M.D., Bethesda; 

Jose Gomez Duarte, M.D., Claro L. LaVina, 
M.D., and Leticia Cawagas Quetulio, M.D., all 
of Baltimore. 







WE MAKE 
SPECIAL LOANS OF 
UP TO $25,000 
TO DOCTORS 

with especially favorable 
interest rate and terms 
for you... 

...TO PROVIDE WORKING CAPITAL 
...TO PURCHASE EQUIPMENT 
...TO FURNISH YOUR OFFICE 



va n 


■ ■ 



Under Mercantile-Safe Deposit’s 
exclusive Doctors’ Loan Plan, it 
is possible for both established 
physicians and recent graduates 
to borrow up to $25,000 on a 
signature loan at a most 
reasonable interest rate and 
under convenient repayment 
terms that include the fact that 
the first payment is not due 
until six months after the date 
of the loan. 

We would like to present to you, 
in detail, our Doctors’ Loan Plan. 
It may well be the means you 
need to take an important step 
forward in your professional 
career. Please call 539-1040 or 
visit one of our convenient 
banking offices. 


MERCANTILE SAFE DEPOSIT 


and Trust Company 

Chartered 1864 


Banking Locations: CALVERT & REDWOOD STREETS 

CHARLES & CHASE STREETS • TOWSON BANK & DRIVE-IN 
TIMONIUM BANK «. DRIVE-IN • COCKEYSVILLE-SHAWAN 
Trust Division: 13 SOUTH STREET 


Sturdy . . Light-weight . . Comfortable 

ABD0MIML SUPPORT 


Now ... at your Surgical Appliance Headquarters 
. . . the most advanced development in a garment to 
afford healthful support to the sacro-iliac region and 
lower back area. Especially designed for the female 
figure, and featured by a removable sacro pad in 
plastic-lined pocket. 

SEE OUR COMPLETE LINE OF 
SURGICAL APPLIANCES 

• Cervical Collars • Trusses 

• Arch Supports • Colostomy and 

• Sacroiliac Belts Urinary Appliances 

Serving the Medical Profession for 46 Years 
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SURGICAL INSTRUMENT CO.. INC. 

1421 MARYLAND AVE. • BALTIMORE, MD. 21201 
SAratoga 7-7333 
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one mid-morning 



one mid-evening 


New300 mg tablet 
It’s made for b.i.d. 


ForAdults-2tabletsprovide afull 24-hours ofthera py...with all the extra 
benefits of DECLOMYCIN...lower mg intake per day...proven potency... 
1-2 days’ “extra” activity to protect against relapse or secondary infection. 


DECLOMYCIN 

DEMETHYLCHLORTETRACYCLINE 
SOOmg - FILM COATED TABLETS 


Effective in a wide range of everyday infections 
—respiratory, urinary tract and others—in the 
young and aged—the acutely or chronically ill— 
when the offending organisms are tetracycline- 
sensitive. 

Warning— In renal impairment, usual doses 
may lead to excessive systemic accumulation 
and liver toxicity. Under such conditions, lower 
than usual doses are indicated and, if therapy 
is prolonged, serum level determinations may 
be advisable. A photodynamic reaction to nat¬ 
ural or artificial sunlight has been observed. 
Small amounts of drug and short exposure 
may produce an exaggerated sunburn reaction 
which may range from erythema to severe skin 
manifestations. In a smaller proportion, photo- 
allergic reactions have been reported. Patients 
should avoid direct exposure to sunlight and 


discontinue drug at the first evidence of dis¬ 
comfort. 

Precautions and Side Effects — Overgrowth of 
nonsusceptible organisms may occur. Constant 
observation is essential. If new infections 
appear, appropriate measures should be taken. 
Use of demethylchlortetracycline during tooth 
development (last trimester of pregnancy, 
neonatal period and early childhood) may 
cause discoloration of the teeth (yellow-grey- 
brownish). This effect occurs mostly during 
long-term use but has also been observed in 
short treatment courses. In infants, increased 
intracranial pressure with bulging fontanels 
has been observed. All signs and symptoms 
have disappeared rapidly upon cessation of 
treatment. Side reactions include glossitis, 
stomatitis, proctitis, nausea, diarrhea, vaginitis 


and dermatitis. If adverse reaction or idios— 
crasy occurs, discontinue medication and in- 
tute appropriate therapy. Anaphylactoid re> 
tions have been reported. 

Contraindication— History of hypersensitivity^ 
demethylchlortetracycline. 

Average Adult Daily Dosage: 150 mg q.i.d.r 
300 mg b.i.d. Should be given 1 hour beforer 
2 hours after meals, since absorptions 
impaired by the concomitant administratiorf 
high calcium content drugs, foods and sos 
dairy products. 

Capsules: 150 mg of demethylchlortetracycl2 
HCI. 

Tablets: film coated, 300 mg, 150 mg, ii 
75 mg of demethylchlortetracycline HCI. 


LEDERLE LABORATORIES, A Division of American Cyanamid Company, Pearl River, New York 

674-6-3830 















MEDICAL 


JOHN SARGEANT 


FACULTY 

42 $ 

EXECUTIVE SECRETARY 


EXECUTIVE COMMITTEE, MARCH 17 

1. Appointment of Raymond M. Atkins, MD, 
as advisor to Maryland Association of Medical 
Assistants was approved. 

2. The State Health Commissioner re¬ 
quested that the Faculty send a representa¬ 
tive to the Appalachia Conference on 
Health, April 21 and 22. Because of the 
press of Faculty activity right before the 
Annual Meeting, it was not possible to do 
so; however, the Commissioner is to be 
thanked. 

3. Loan of certain historical items was ap¬ 
proved for the auxiliary meeting of the American 
Society of Abdominal Surgeons. 

4. The Faculty was authorized to become 
a sustaining member of the Maryland Pub¬ 
lic Health Association, subject to approval 
of the Treasurer. 

5. Certain amendments are to be offered to the 
State Health Department concerning proposed 
rules and regulations for the operation of clinical 
laboratories. As amended, they are satisfactory to 
the Faculty. 

6. The draft proposal concerning domi¬ 
ciliary and care home regulations was 
deemed satisfactory except for clarification 
of the reporting party. 

7. The Executive Committee thought it not de¬ 
sirable for advertisers or solicitors to be permitted 
to take the Bermuda cruise, as this would enable 
them to engage in solicitation of physicians either 
formally or informally aboard ship. Such per¬ 
sons may take the trip on a space available basis 
as a vacation but not as business. 

8. The Medical Eye Bank, Inc. is to be 
permitted continued use of Faculty facili¬ 


ties at no charge to them, but the handling 
of their business matters is to be done at 
the discretion of the office manager. 

9. Faculty co-sponsorship of a statewide con¬ 
ference on Meals on Wheels was approved. 

% 

COUNCIL, MARCH 24 

1. Payment of physicians’ fees under the Medi¬ 
care Law was discussed. The consensus was that 
the Health Department’s Advisory Council on 
Medical Care will develop a schedule for use in 
arriving at budgetary figures for the medical care 
programs, providing for payment of ‘’usual and 
customary” fees. This will be discussed with the 
Fee Schedule Committee and recommended for 
adoption by the Council. 

2. A moment of silence was observed in 
memory of Albert E. Goldstein, MD. 

3. Physicians Defense was ratified for mem¬ 
bers requesting it. 

4. Report of a case settlement was noted. 

5. Emeritus membership is to be recommended 
for Mary McK. Cushing, MD, Baltimore Coun¬ 
ty, and Edith H. Weigert, MD, and Naomi Lu¬ 
cius, MD, Montgomery County. 

6. Dues for 1966 were waived for a Balti¬ 
more City physician who is ill. 

7. Financial statement and restricted fund state¬ 
ment through January 31 were approved. 

8. A request to allocate up to $1,000 from 
the Educational Fund to pay out-of-pocket 
expenses of speakers representing the 
Speakers’ Bureau Subcommittee was denied. 

9. A recommendation made by the Committee 
on Postgraduate Education, Preventive Medicine, 
and Public Health concerning a recruitment coun¬ 
cil was not adopted, as one already exists. The 
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IFCSmUdlSIIca-IH 

NURSING AND CONVALESCENT CENTER 

BALTIMORE’S ONLY HEALTH FACILITY 
FEATURING SINGLE OCCUPANCY 
ACCOMODATIONS IN ADDITION TO 


■ Registered Nurses — 24 Hr. Nursing Care 

■ Open Medical Staff — Your Doctor Continues 

to care for you. ^ 

■ Special diets under Supervision of Accredited 
Dietician 

■ Most modern hospital equipment — Oxygen, 
intravenous, suction therapy. 

■ Fully equipped and staffed Physical Therapy 
Department 

■ Air Conditioning 

■ Brand new fire resistive building — with auto¬ 
matic sprinkler protection as well. 


■ Social hostess — Supervision, games, parties 
and recreation. 

■ Religious Services. 

■ Intimate Lounges and Solarium. 

■ Indoor and outdoor patios. 

■ Separate units provide separation of con¬ 
valescent from the sicker patient-intensive 
Care Unit. 

■ True Convalescent Section. 

■ And best of all . . . Attractive and sensible 
rates . . . 



IFCSmiLJp] 

Fully licensed by State of Maryland and accredited by National Council For The 
Accreditation of Nursing Homes and Joint Commission on the 
Accreditation of Hospitals. 

Located in Garrison, Maryland, 2 Miles above Pikesville. __ . 

At intersection of Reisterstown and Valley Road. ' v 

Take Beltway Exit 20 North. HU. 6-4436. 



Committee is to be advised that the Council would 
consider a recommendation regarding medical and 
paramedical placement. 

10. No action was taken concerning the 
proposed immunization program of the 
State Department of Health. 

11. The Liaison Committee advised the Coun¬ 
cil, for its information, that the Health Depart¬ 
ment does not make its facilities available to any 
special-interest groups. 

12. The Montgomery County Medical So¬ 
ciety has protested Faculty approval of the 


Blue Shield Prevailing Fee Program. The 
Society is to be advised that the Council 
did not approve this program. It is to be 
further advised that the Montgomery Coun¬ 
ty representative on the Council has at¬ 
tended only two meetings in three years. If 
the Society wishes to replace their Council 
representative they should request the resig¬ 
nation of the incumbent. Finally, the So¬ 
ciety is to be advised that the survey is 
being done by Blue Shield, not by the 
Faculty. 
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The human spine is not engineered for 
prolonged sitting at desks, pianos, type¬ 
writers and drafting boards. The stresses 
set up by the heavy, forward-tilted head 
and trunk, balanced precariously on an 
insufficient base, result in strain of the 
dorsal musculature, particularly at the 
low lumbar level. 

The unusual muscle-relaxant and anal¬ 
gesic properties of'Soma ' make it espe¬ 
cially useful in the treatment of low back 
sprains and strains. ‘Soma’ is widely 
prescribed □ to relieve pain □ to relax 
muscles □ to restore mobility. 

Indications: ‘Soma’ is useful for management of 
muscle spasm, pain, and stiffness in a variety of 
inflammatory, traumatic, and degenerative muscu¬ 
loskeletal conditions. It also may act to normalize 
motor activity in certain neurologic disturbances. 

Contraindications: Allergic or idiosyncratic reac¬ 
tions to carisoprodol. 

Precautions: ‘Soma’, like other central nervous 
system depressants, should be used with caution 
in patients with known propensity for taking ex¬ 
cessive quantities of drugs and in patients with 
known sensitivity to compounds of similar chemi¬ 
cal structure, e.g., meprobamate. 

Side Effects: The only side effect reported with any 
frequency is sleepiness, usually on higher than 
recommended doses. An occasional patient may 
not tolerate carisoprodol because of an individual 
reaction, such as a sensation of weakness. Other 
rarely observed reactions have included dizziness, 
ataxia, tremor, agitation, irritability, headache, in¬ 
crease in eosinophil count, flushing of face, and 
gastrointestinal symptoms. 

One instance each of pancytopenia and leuko¬ 
penia, occurring when carisoprodol was admin¬ 
istered with other drugs, has been reported, as has 
an instance of fixed drug eruption with carisoprodol 
and subsequent cross reaction to meprobamate. 
Rare allergic reactions, usually mild, have included 
one case each of anaphylactoid reaction with mild 
shock and angioneurotic edema with respiratory 
difficulty, both reversed with appropriate therapy. 
In cases of allergic or hypersensitivity reactions, 
carisoprodol should be discontinued and appropri¬ 
ate therapy initiated. Suicidal attempts may pro¬ 
duce coma and/or mild shock and respiratory 
depression. 

Dosage: Usual adult dose is one 350 mg. tablet 
three times daily and at bedtime. 

Supplied: Two Strengths ; 350 mg. white tablets 
and 250 mg. orange, two-piece capsules. 

Before prescribing, consult package circular. 

for the relief 
of low back 
sprains and strains 

SOMA 

(CARISOPRODOL) 

4$?/ Wallace Laboratories, Cranbury, N.J. 

26S014 




An antibiotic 
of choice 
is one that works 

TAO works 

-------- 


Susceptibility Results 
Staphylococci 2,3,1 


# OF CULTURES YEAR % EFFECTIVE 


6,725 1962 88.6% 

5,440 1963 88.0% 

10,384 1964 88.5% 


y^-Hemolytic Streptococci 2,3,1 


2,448 1962 89.5% 

1,519 1963 95.2% 

2,492 1964 96.7% 


The Product 

In a world study of antibiotics in vitro 1 , TAO had an over¬ 
all effectiveness of 87.3%, higher than chloramphenicol 
and erythromycin, and significantly higher than tetracy¬ 
cline and penicillin. 

The Plus...Consistent Performance 

Yet antibiotics must not only work. They must work con¬ 
sistently. Here are the results from the largest study of 
microbial susceptibility ever undertaken. In 29,048 cul¬ 
tures of overt staphylococcal and /Themolytic streptococ¬ 
cal infections, note the consistency of results with TAO. 


TAO 

[triacetyloTeandomycin] 

Indications: The bacterial spectrum includes: streptococci, staphy- 

locci, pneumococci and gonococci. Recommended for acute, J B . Roerig and Company, New York, New York 10017 

severe infections where adequate sensitivity testing has demon- ISjgMv Division, Chas. Pfizer & Co., Inc., Science for the World's Well-Being" 

strated susceptibility to this antibiotic and resistance to less toxic 

agents. Contraindications and Precautions: TAO (triacetyloleandomycin) is not recommended for prophylaxis or in the treatment of infectious processes 
which may require more than ten days continuous therapy. In view of the possible hepatotoxicity of this drug when therapy beyond ten days proves 
necessary, other less toxic agents, of course, should be used. If clinical judgement dictates continuation of therapy for longer periods, serial monitor¬ 
ing of liver profile is recommended, and the drug should be discontinued at the first evidence of any form of liver abnormality. It is contraindicated in 
pre-existing liver disease or dysfunction, and in individuals who have shown hypersensitivity to the drug. Although reactions of an allergic nature are 
infrequent and seldom severe, those of the anaphylactoid type have occurred on rare occasions. References: 1. Isenberg, Henry D : Health Laboratory 
Science 2:163-173 (July) 1965. 2. Fowler, J. Ralph et al: Clinical Medicine 70:547 (Mar.) 1963. 3. Isenberg, Henry 0.: Health Laboratory Science 
1:185-256 (July-Aug.) 1964. 
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The Vise of Alcohol 


JOHN O. NEVSTADT , iWDf 


W hen I was trying to reconstruct the 
planning that went into setting up this 
panel by Dr. Vernon Smith and his committee 
with its special attention on medical vice (“Medi¬ 
cal Aspects of Vice” is what the program says), 
the order of panelists interested me. Here we were 
all assigned a half hour to cover these aspects in 
this fashion, and I wondered why the order was 
originally gambling and the girls, then smoking, 
then drinking. I don’t know what change led to 
placing the discussion of smoking first, whether 
that indicates an increasing or decreasing order 
of importance. In any case, I came to the con¬ 
clusion that the order had been decided on by this 
principle: that after an evening at cards with the 
girls in a smoke-filled room, or even more so in a 
smoke-emptied room, there’s nothing to take the 
place of a good stiff drink. 

This interpretation of the order of the speakers 
at this meeting was presented by me to the former 
dean of the Johns Hopkins University School of 
Medicine, his successor, and several other of the 
senior medical men in that institution at lunch yes¬ 
terday. They disagreed with me. Led by the 
present dean, they concluded instead that the un¬ 
mistakable purpose of the planners of this panel 
was to provide this audience with this knowledge: 
prostitutes should never gamble with smoking in 
bed while drunk. 

You may agree with me that it is strange the 

Presented May 7, 1964, at the annual meeting of the 
Medical and Chirurgical Faculty of the State of Mary¬ 
land. This paper was part of a panel on “Medical Aspects 
of Vice.” 

iDr. Neustadt died November 19, 1964. He was assist¬ 
ant professor of psychiatry and instructor in medicine, 
The Johns Hopkins University School of Medicine. 


activities that have been listed here tonight as 
vices: smoking, drinking, gambling, and sex. I 
suppose we should be thankful that so far nobody 
in medical research has turned up indisputable in¬ 
dications that breathing, neither breathing in nor 
breathing out, is especially dangerous. Actually, 
it is somewhat dangerous if carried to extremes 
and can become so severe a habit as to be called 
a vice. It might then be labeled “air-greed,” or, 
put in scientific German, “Luft-Lust.” 

Certainly those of us who have worked with 
patients in hospitals have seen them become ad¬ 
dicted to having their breathing done for them, as 
for instance patients in a respirator, after their 
recovery from poliomyelitis and other illnesses. 
The difficult problem is to wean them from the 
respirator. That’s how everyone on the ward talks 
about it—as a weaning process. 

Now there’s another breathing assistance that 
has come into vogue in recent years, thanks largely 
to the efforts of Dr. Peter Safar, who was at the 
Baltimore City Hospitals for many years; this is 
called “mouth-to-mouth breathing.” I under¬ 
stand that it has become extremely popular among 
young people on the beaches in the evening; hence 
it, too, could become an addiction or a vice. 

Without question vices relating to alcohol merit 
our attention. And there are some vices that are 
surely connected with alcohol. There is, for ex¬ 
ample, a sense of willful choosing of possible harm 
that sets the stage for what we call alcoholism. 

Nonetheless, it is well that we not overlook the 
virtues that go along with these vices. Let me 
quote for your pleasure from the incomparable Dr. 
William Dock’s remarks. Dr. Dock is from New 
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York City, and he attended a symposium on alco¬ 
hol in that absolutely appropriate state of Cali¬ 
fornia in 1961, where he said we need 

Proper perspective about alcohol in an age and land 
where the therapeutic and civilizing functions of alcohol 
are concealed by its abuse among those crippled in the 
urban rat-race. ... We seem now to have a nihilistic 
attitude toward a chemical which is a proved diuretic, a 
stimulant of gastric secretion, a dilator of blood vessels; 
and which, above all, has an action on the mind which by 
varying the dose and the rate of ingestion can bring either 
cheerful bustle or profound anesthesia. 1 

Dr. Dock went on to say, 

Alcohol, as the human race discovered thousands of 
years ago, makes one’s troubles whether organic or emo¬ 
tional seem less alarming. This carefree attitude, so 
dangerous for the automobile driver, is most helpful for 
the aging parents of normally ungrateful children (and 
there is the genius of Dr. Dock, that word “normally”), 
as well as for the man or woman with failing sense or¬ 
gans or failing vital organs, with dying contemporaries 
and a narrowing circle of friends. 

Dr. Dock was obviously feeling his age but, as 
always, quite illuminatingly for the rest of us. 
There are a few other quotations from that same 
symposium that you might enjoy. Jules Masser- 
man: 

Addiction to drink, then, is a “disease” only in the sense 
that excessive smoking, gambling, or wandering are also 
“dis-eases”; that is, partly condoned ways in which men 
try to haze over, compensate for, challenge, or escape 
from . . . un-ease. 

Also Chauncey Leake: 

The use of alcoholic drinks at the end of an emotion¬ 
ally gruelling day may have a real civilizing effect on 
the over-tense, over-wrought, over-anxious, and over- 
irritable husband (that’s the only noun in his comment 
so far) seeking rest and peace in his home. ... A couple 
of cocktails . . . will really perform wonders in helping 
husband and zvife (now the other noun comes in) to feel 
tolerant and understanding of each other. 

Finally, Leon Greenberg summarized it: Alco¬ 
hol used in moderation is, I believe, of all the 
tranquilizers, probably by far the oldest and prob¬ 
ably, for most people, by far the safest”; and Dr. 
Dock suggested that anyone who invented alcohol 
yesterday would be a billionaire today. 

But it is obvious that we are here to talk about 
alcohol not just in these socially useful, graceful, 
and amusing ways but about its abuses. In this 
connection, perhaps many of you are aware of the 
medical legend that says that all doctors suffer 
from their own diseases: for instance, all neurolo¬ 
gists and neurosurgeons have migraine. The 
legend gets a little shaky when you talk about 
male obstetricians and gynecologists, but T have 


Fig 1 

DEFINITIONS OF ALCOHOLISM 

I. Chronic behavioral disorder; 

1. detrimental preoccupation, 

2. loss of control, 

3. self-destructive attitudes; 
resulting from: 

a. early deprivation and altered physico¬ 
chemical responses, 

b. significant identification with excessive al¬ 
cohol users, 

c. milieu causing ambivalence, conflict and 
guilt. 

(Chafetz & Demone, Alcoholism & Society, 1962.) 

II. ‘‘Any use of alcoholic beverages that causes 
any damage to the individual or society or 
both.” 

(Jellinek, The Disease Concept of Alcoholism, 1960.) 

Dsfinii ions of alcoholism, adapted and quoted from two recent 
texts. 

been thinking, in preparation for this panel, that 
this legend puts Dr. Hochbaum in a rather com¬ 
promising position, me in a somewhat worse posi¬ 
tion, perhaps; but I am not sure that I don’t envy 
Dr. Linden. 

Alcohol and alcoholism are so familiar to so 
many of us that, like all such things, it is curiously 
difficult to see them. They’re so close we can’t 
even make out their features. It’s like our friends, 
our family, the paintings in the room, we so often 
don’t realize what is present until we conscien¬ 
tiously set out to take account. 

Let me show you what alcoholism is like as a 
field of study and how, for instance, two serious 
and important investigators can diverge appar¬ 
ently when trying to frame the essence of what 
they are talking about. Figure 1 is taken from two 
of the best recent books. 

Alcoholism is a “chronic behavioral disorder” 
signaled by a “detrimental preoccupation” with 
alcohol, which means a continually increasing and 
damaging obsession. “Loss of control” means that 
once the drink is taken, a person of this descrip¬ 
tion is not able to stop. Dr. Tuerk tells about a 
man who knew that he should never take the first 
drink; so he learned to go into a bar and ask the 
bartender for a drink, which he then set aside, in 
order to begin with the second. “Self-destructive 
attitudes” are exemplified not only in these alco- 
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Fig 2 

ALPHA ALCOHOLISM 
(“Problem Drinking”) 

1. Psychological reliance: relief of felt pain. 

2. “Undisciplined” rule-breaking: time, place, 



event, amount, effect. 


3. 

Damage: 

Interpersonal 

Some absenteeism 



Family Budget 

production loss 




nutritional defi- 




ciencies. 

4. 

NO 

Loss of Control 

Withdrawal Effects 



Inability to 

Signs of Progres- 



Abstain 

sive Process. 


(Yet, may be developmental stage.) 
5. Symptom of pathology it relieves. 

“Alpha alcoholism,” one of the species defined by Jellinek, 
as adapted from The Disease Concept of Alcoholism. 

holic involvements but in other matters as well. 2 

The “resulting from . . .” portions of the defini¬ 
tion represent efforts to bring together a wealth of 
material, some of it speculative, some, of it illumi¬ 
nating, and some biochemical. For instance, the 
“early deprivation and altered physicochemical re¬ 
sponses” implies that there is a biochemical paral¬ 
lel to the emotional life. 

“Significant identification with excessive alco¬ 
hol users” means early intimacy with repeated 
drunkenness, maybe in good old Uncle Charlie 
whom he really loves. The “milieu causing am¬ 
bivalence, conflict and guilt” refers to many other 
issues in addition to alcohol. 

The second the bare-bones definition of Jel¬ 
linek. 3 Let me read you what Jellinek said in de¬ 
fense of this definition. “Vague as this statement 
is, it approaches an operational definition.” and as 
a weary investigator in the field of alcoholism, I 
can assure you he’s right. Jellinek goes on: 

It may be said that such a loose definition has little 
value. With such a vague definition, we cannot even 
ask whether alcoholism so defined is an illness. Obvi¬ 
ously, there are species of alcoholism—so defined—which 
cannot be regarded as illnesses. One may well say that 
such a vague definition is therefore useless. But in this 
uselessness lies its utility, for it forces us to single out 
species of alcoholism . . . and to speak of them in stringent 
terms. We must be particularly definite about those forms 
which we wish to examine as possibly constituting ill¬ 
nesses.” 

Jellinek went on to spell out what he means by 
the various species of alcoholism, particularly 
those he proposes be accepted as illnesses. These 


were covered recently by Dr. Marvin Block when 
he spoke before the City Medical Society. I’ve 
tried to compress and put them together for this 
occasion. 

Figure 2 illustrates what Jellinek calls “Alpha 
alcoholism,” which means the way so many peo¬ 
ple you know drink, but it doesn’t necessarily be¬ 
come an illness. “Problem drinking,” psychologi¬ 
cal dependence, undisciplined, these are the peo¬ 
ple who drink too much in the wrong places. It 
can damage interpersonal life, family budget, and 
work but without any loss of control or the in¬ 
ability to abstain; with no withdrawal effects nor 
progression. Yet, it may be a developmental stage, 
when reviewed years later. The final statement 
is very nice, the usual paradox that is so often use¬ 
ful : a symptom of the very pathology that it re¬ 
lieves. Excessive drinking relieves something, and 
what it relieves it is also a symptom of. 

The Alpha is a whiskey drinker, and may well 
be called an alcoholic in America; but Beta alco- 

Fig 3 

BETA ALCOHOLISM 
(“Insidious Imbibition") 

1. Social habituation & pressures: custom, culture, 
economics. 

2. Poor nutrition and physical damage: cirrhosis, 
gastritis, polyneuropathy; nutritional deficiency 
diseases. 

3. Damage: family budget, production loss, cur¬ 
tailed life span. 

4. NO Interpersonal (?) Withdrawal Effects 

Dependence, psychological or physiological. 
(Yet, may be developmental stage.) 

“Beta alcoholism,” another species defined by Jellinek, 
adapted. 

holism (Fig. 3) is the wine-drinking, French-type 
alcoholism, and I’ve called it here “insidious im¬ 
bibition.” Beta alcoholism results partly from the 
social pressures of the community that conspire to 
make people drink frequently and, combined with 
poor nutrition, produces most of the common dis¬ 
eases we know that go along with alcoholism. 
Jellinek says “no interpersonal damage,” but I 
have added that question mark; I find it difficult 
to believe. No withdrawal effects and no depend¬ 
ence—these people just drink incessantly, by his 
account. 
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Fig 4 

GAMMA ALCOHOLISM 
(AA Image) 

1. Physical dependence (“craving”) and with¬ 
drawal effects. 

2. Acquired increased tissue tolerance and adap¬ 
tive cell metabolism. 

3. Loss of control. 

4. Damage: Greatest, in all spheres. 

DELTA ALCOHOLISM 
(“Inveterate Drinker”) 

As above but, 

3: Inability to abstain (vs loss of control). 

‘‘Gamma” and “Delta” alcoholism, adapted from Jellinek. 

Gamma alcoholism (Fig. 4) is the one that in¬ 
terests Jellinek the most. He considers A A influ¬ 
ential in having made it regarded as the only type 
of alcoholism where there is true physical depend¬ 
ence—what they call “craving”—and a real with¬ 
drawal syndrome. And then these terms “tissue 
tolerance” and “adaptive metabolism” I won’t 
bother to define for you now, but they mean that 
something has changed in the central nervous sys¬ 
tem. Loss of control is the principal manifesta¬ 
tion ; one drink and that’s it, although these drink¬ 
ers can often abstain between bouts. Damage is 
great in all the spheres mentioned. 

Delta alcoholism (Fig. 4) is the equivalent 
French version of going over the boundary into 
true addiction; this is the inveterate drinker. All 
these things are the same except he cannot abstain 
like the American whiskey-drinker. He drinks his 
three liters of wine every day, every single day, 
but he doesn’t “lose control.” 

Figure 5 shows some of the other species Jel- 

Fig 5 

OTHER ALCOHOLISM SPECIES 

(a _«) 

“Alcoolisation” Explosive Drinking 

Drunken Driving “Fiesta” Drinking 

Epsilon: “Periodic Dipsomania” Lost Weekending 

You Name It. 

Other species of alcoholism, adapted from Jellinek. 

linek mentions, added to a little by me. “Alcoolisa¬ 
tion” is a French term; you certainly know what 
“drunken driving” is; and “periodic dypso- 
maniac,” the fellow who stays dry for six months 


and then goes on a prolonged spree. “Explosive 
drinking” occurs when a man takes just a few 
drinks and then becomes really psychotic; “fiesta 
drinking,” like people who go to New Orleans in 
February; “lost weekending”—you know as many 
of these as I do. Perhaps the chief merit of Jel- 
linek’s scheme, as he himself comments, is that his 
use of the Greek alphabet allows for numerous 
species to be added. 

The incidence of alcoholism is the next issue to 
consider. It’s difficult to estimate the statistical 
impact, and the reason is obvious. People just 
don’t run down to the health department and 
check in to tell them, “I’m now an alcoholic, not 
a gambler, nor a prostitute, and so forth.” An in¬ 
direct method is necessary to get some idea of the 
magnitude of the incidence. 

Fig 6 

JELLINEK ESTIMATION FORMULA (1940) 

DP DP 

“Ailing” Alcoholics — A = - X 100 =- 

C,C> K 

where A': Ailing alcoholics alive in a given year, 

D: it reported deaths from cirrhosis that 
year, 

P: % D attributable to alcoholism, 

Ci: % Ailing alcoholics with cirrhosis, 

C.: % C, dying from cirrhosis. 

CjCo 

K: -. 

100 

Then, Total Alcoholics =: A = R A, 

where A: all alcoholics alive in a given year, 
and R: ratio of all alcoholics 
to all ailing alcoholics. 

The Jellinek formula for the indirect estimation of the incidence 
of alcoholism, based on observable incidences of cirrhosis; and 
adapted from Jellinek. 

Jellinek devised this formula (Fig 6) to obtain 
some rough approximation of the impact of alco¬ 
holism, as derived from observable medical facts. 4 
The formula depends on taking the observable 
facts, like the number of deaths reported annually 
from cirrhosis (D in the formula) and the find¬ 
ings of cirrhosis in alcoholics, whether incidental 
( Ct ) or fatal ( C z ). These determinable facts also 
permit an immediate estimation of one other fac¬ 
tor : how many of the deaths from cirrhosis were 
related to alcoholism (P). This can be deter¬ 
mined by history and examination. 
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Fig 7 

ALCOHOLISM INCIDENCE: 1960 



Total 

Men 

Women 

Men:Women 

Rate (DA?) 

Rank 

i. usa no 6 ) 

4.5- 

6.4 

3.8 

.7 

5.4 

4% 


2. Maryland (10 3 ) 

73.8- 

105.5 

64.5 

9.3 

7.0 

4% 

17 

3. Nevada (10 3 ) 

11.7 

10.3 

1.4 

7.4 

11 % 

1 

4. Alabama (10 3 ) 

32.7 

26.4 

6.3 

4.2 

2% 

48 

The incidence of alcoholism 

in the United 

States 

and selected 

states in 1960, as 

estimated by Efron and 


Keller, using a modification of the Jellinek formula; with supplemental estimates by Gibbs. 


All of these factors go together in this way to 
give you a figure that stands for “Ailing Alco¬ 
holics,’’ which is my brief term for what is called 
“alcoholics with complications.’’ Taking that num¬ 
ber, and using an estimated ratio of four or five to 
one (the ratio obviously varies in different places 
at different times), you can find out how many 
alcoholics there are altogether by the Jellinek 
formula. So far, this is the only standard way of 
making reasonably valid estimates of alcoholics in 
a given area. 

Reviewing all this, 1 wondered if maybe in some 
circles a more direct method of estimation might 
not be to count the number of guests still going 
strong at a cocktail party three hours after it was 
supposed to be over and multiplying by the num¬ 
ber of olives left in the martini glasses. 

Figure 7 gives some statistics reached by ap¬ 
plication of the Jellinek formula. The 1960 alco¬ 
holism incidence for the USA as worked out from 
that formula (modified) was 4.5 million. 5 Dixon 
Gibbs questioned the validity of this estimate and 
went back over the figures and the original formu¬ 
la. He got the estimate of 6.4 million, and I think 
he’s right. 6 But, using the 4.5 million figure as 
given by Efron and Keller, here’s how it divides 
between men and women: 3.8 million men and 
700,000 women. The ratio is 5.4:1. Perhaps the 
most significant way of looking at these totals is 
this figure of 4% in the column marked Rate. The 
DAP abbreviation stands for the Drinking Age 
Population, which is everyone in the United States 
over the age of 19. In effect, this states the im¬ 
portant comparison of actual alcoholics as com¬ 
pared with all those who might be considered to 
be at risk of alcoholism. 

The next figures are for Maryland and are in 
the thousands, ranging from 74 to 105 in Keller’s 5 


and Gibbs’ 6 estimates. You notice that the ratio 
of men to women in Maryland is higher than the 
national average, whatever that means. You also 
notice that we rank seventeenth in the states and 
with a rate exactly the same as for the entire 
country. 

Nevada has the highest incidence of alcoholism, 
and here you see the number of men and women. 
The ratio of men to women is even higher than 
the national average; hence the likelihood that the 
problems brought to Reno contribute to these fig¬ 
ures just doesn’t seem to show. 

Alabama has the lowest incidence, and the ratio 
of men to women drops way down. My conclusion 
is that the gallant southern woman wants to save 
her man from danger and to make the ultimate 
sacrifice by sharing his condition. 

My professional interest in the incidence of al¬ 
coholism dates back more than 10 years because 
of my connection with the Baltimore City Hos¬ 
pitals, where alcoholism matters tremendously 
much. One day in November, 1960, four assistant 
residents who were running the four medical 
wards estimated for me the impact of alcoholism 
in all medical patients present on the wards for 
all medical reasons. In order not to influence them 
with my bias, I asked them to do the rating with¬ 
out consulting with me or anyone else. I asked 
them to consider that “non-alcoholic” means that 
the patient either doesn’t drink or doesn’t drink 
any more than they do or doesn’t drink enough to 
be a problem as far as they can tell. If they think 
he is an alcoholic, please rate him as doctors do 
everything, on a scale of 1 to 4 plus. 

Figure 8 shows the results of that study. These 
are all acute medical patients. There were 67 on 
the ward at the time. (We did not include polio 
patients, who were from a different socioeconomic 
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Fig 8 

ALCOHOLIC SURVEY: BCH 1960 


All acute medical 

Men 

Women 

Total 

patients 

Obvious drinking 

34 

33 

67 

problems 

20 

6 

26 

Percentages 

59% 

18% 

39% 


Alcoholism among all patients on the acute medical wards of 
the Baltimore City Hospitals on November 29, 1960, as esti¬ 
mated by the four assistant residents in medicine in charge of 
the wards. (Poliomyelitis patients omitted; also admissions 
and discharges of that day.) 


Fig 9 

ALCOHOLIC SURVEY. BCH 1964 


1. All acute medical 

Men 

Women 

Total 

patients 

2. Obvious drinking 

43 

22 

65 

problems 

31 

8 

39 

3. Percentages 

72% 

36% 

60% 

Alcoholism among all patients 

on the 

acute medical 

wards of 

the Baltimore City Hospitals on April 

30, 1964, as 

estimated 

by the six assistant residents 
wards. 

in medicine in charge of the 


Fig 10 

ALCOHOLIC SURVEY: JHH 1964 

Men Women 

1. All acute ward medi- 

Total 

cal patients 

2. Obvious drinking 

62 

57 

109 

problems 

27 

10 

37 

3. Percentages 

44% 

18% 

34% 


Alcoholism among all patients on the acute medical wards of 
the Johns Hopkins Hospital on May 1, 1964, as estimated by 
the nine assistant residents in medicine in charge of the public 
wards. 

class, nor patients admitted or discharged that 
day, whose charts were not in the office.) The 
number of men and women was about the same, 
meaning men and women on the wards for every¬ 
thing from heart attack to arthritis to whatever. 
The incidence of alcoholism among male patients 
was estimated by these assistant residents (and 
their separate estimates compare reasonably well) 
as roughly 60% ; and among women as roughly 
20% ; for a net 40%. 


Negro and white patients were approximately 
equal in number so that racial factors seemed ir¬ 
relevant. Particularly important was the fact that 
most of the alcoholics in these estimates were in 
the mild-moderate categories, which means poten¬ 
tially redeemable. The more severe alcoholics 
were all hospitalized for illnesses directly related 
to alcohol. 

My wife pointed out that a one-day sample 
might not be very convincing. It could be slanted, 
or just happen to be true that day or that season, 
and might be different on another occasion. So 
I repeated the survey last week (Fig 9). This 
time there were 65 patients on the ward, and the 
estimates of alcoholism were 72% among the 
men; 36% among the women; with a 60% over¬ 
all. I don’t quite believe these figures, and my 
guess is that the residents were not as fully in¬ 
structed as the time before. I am not at BCH full 
time now, and I will have to go back over these 
figures with the assistant residents because I think 
some of them put too many patients down as alco¬ 
holics. In any case, it shows at least that there is 
no improvement in the four years since we did the 
first survey and that the figures are no better. 

Then I thought perhaps all this might be viewed 
as something special in the City Hospitals’ popu¬ 
lation. So the next day I went on the public medi¬ 
cal wards at Johns Hopkins and did the same 
thing (Fig 10). Here we have 109 patients in 
all, and approximately the same number of men 
and women ; and the reported alcoholism was 44% 
of the men; 18% of the women; for a 34% aver¬ 
age overall. I also don’t believe these figures en¬ 
tirely either, but for the opposite reason. There 
were some assistant residents who were too con¬ 
servative, as their chief resident had warned me 
might be true. Certainly when two residents are 
on the same floor, dividing up the care of pa¬ 
tients evenly, when one of them reports no alco¬ 
holics and the other reports four or five, it doesn’t 
seem entirely likely. In any case, these figures 
from the 1964 studies at both City and at Hopkins 
have not been worked over with the same inten¬ 
sity and careful review as the 1960 study. But 
they do give at least a consistent idea of the mag¬ 
nitude of the problem. 

There are many important theories, hypotheses, 
and apparent factors connected with how alco¬ 
holism starts. I am not going to try to cover them 
all but rather to focus on one or two. Psycho- 
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analysis, with theories of orality and so forth as 
discussed by Dr. Linden, provided initially ex¬ 
citing ideas and more recent investigations have 
been turning up some new considerations. I 
thought you might be interested to learn about 
these newer approaches, since the older notions 
have been such common coin throughout the many 
years since Freud’s discoveries. 

It was once associated with Dr. Lester Glied- 
man, at Hopkins, who was productively struck by 
the clear fact that so many alcoholics have a tre¬ 
mendously constricted time-sense. They just seem 
to be aware only of the present. Indeed, he called 
this “present-orientation”; and the attitude it rep¬ 
resents could well be characterized as impatience. 
Similarly, the inattention to the past, you might 
refer to as impulsivity; and the corresponding in¬ 
attention to the future, heedlessness. These three 
characteristics of impatience, impulsivity, and 
heedlessness are indeed striking. 

Then, Dr. Gliedman became fascinated with 
the many intriguing parallels between alcoholism 
and another condition in which these three charac¬ 
teristics are often seen so clearly: brain damage. 
He began some studies that we, his colleagues, 
have carried on to explore the interplay between 
heavy drinking and early brain damage, as well 
as personality factors. We believe we have found 
significant differences in the conditionability and 
arousal patterns for alcoholics as opposed to con¬ 
trols, matched in all other regards, which may 
shed some light on this interplay. 

The most promising line of investigation today 
deals directly with the most critical issue in alco¬ 
holism. Lots of factors have been considered: 
psychological, physiological, sociological, and oth¬ 
er possibly fruitful approaches to understanding 
alcoholism. But the critical center is when and 
how this escape route, this habit, this dependence, 
becomes an addiction with all the properties of 
any addiction that we know anything about—mor¬ 
phine addiction, cigarette addiction, any other. 
The best work that I know on this central prob¬ 
lem has been done by Dr. Robert Myers, who used 
to be at Hopkins and is now at Colgate, and I 
would like to sketch it for you briefly (Fig 11). 
He put little tubes into the brain ventricles of rats 
to avoid the problem of absorption, of crossing the 
blood-brain barrier, and so forth. These charts 
simply show that the rats that got high concentra¬ 
tions of alcohol steadily in their brains developed 
a fantastic taste for drinking the most fantastic 


quantities of alcohol, up to 30% concentration; 
this was a breed of rat that normally drinks no 
more than 5% or 6% in water. In the experiment, 
the control rats amiably sipped alcohol in concen¬ 
trations of 3% most of the time, but they balked 
as the beverage concentrations were increased and 
went completely on the water wagon as the alco¬ 
hol concentration approached 10%. But the rats 
infused cerebrally with the highest amounts of 
alcohol kept slugging away the drinking alcohol 
almost exclusively until the beverage concentra¬ 
tion passed 30% ! 7 

Figure 12 is another chart from the same paper 
by Myers, 7 which records an even more striking 
observation that is as profoundly important as 
any yet in the literature. Here, alcohol in micro¬ 
liter amounts was put into the brains of rats for 
five days and then was stopped. But even after the 
brain infusion was stopped, the rats went along 
preferring to drink alcohol in concentrations up 
to 15% as against water. Then for five days the 
rats were given nothing to drink but water. Then 
they were offered alcohol again, and again they pre¬ 
ferred it to water in the 10%-15% range of con¬ 
centration. Tranquilizing drugs for the next few 
days had slight effect, except perhaps to whet the 
rats’ taste for more alcohol. (These were rats 
with no previous experience with alcohol, of a 
breed that normally will not drink greater than a 
6% alcohol concentration.) 

I would like to say a few serious words about 
what it means to be an alcoholic. It does not seem 
likely to me that hell is any the less hell because it 
was built drink by drink by the inhabitant nor be¬ 
cause it exists now just as well as hereafter or can 
be found night after night as well as in eternity. 
There are those who can and those who do drink 
sociably and enjoyably as part of the celebration 
of home and family, of friends and warmth, those 
who drink in time-honored associations and even 
in celebration of God’s goodness and His gifts. 
But there are those, many of them better men than 
I, for whom that same warm cup that cheers and 
delights or makes tender and vivid becomes the 
avenue to degradation, self-hate, and destruction 
of themselves and everything they love. Some of 
the best brains ever fashioned finally procured 
their own destruction, or near destruction, by 
taking enough alcohol to turn that often friendly 
substance into a poison that no brain, no matter 
how wonderful, can forever withstand. 

I had the extraordinary fortune to know only 
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ETOH *’s TAKEN ON CONSECUTIVE DAILY PREFERENCE TESTS 
DURING CHRONIC INTRACRANIAL INFUSION (ICI). 


ROBERT D. MYERS, SCIENCE 142 (19631:240 

Fig 11 

Preference for drinking high concentrations of alcohol (as opposed to water) in rats infused intracere- 
brally with high concentrations of alcohol, as compared to control rats infused with saline and lower 
concentrations of alcohol.7 


slightly, but unforgettably, when I was 17 or 18, 
one of those glorious brains that some of you here 
tonight may have known better than I. It be¬ 
longed to F. Scott Fitzgerald, and I am sure that 
is one reason that I am standing here on this panel 
tonight in this role. 

There are other once beautiful persons whose 
names are familiar to you all that I could mention, 
but perhaps we would do better instead to call that 
roll together in silence and in prayer. And let me 
remind you that in some eyes, namely their chil¬ 
dren’s, those BCH patients I counted for you 
aren’t just statistics, but every bit as dear, as 
crucial, and as determining to those children as the 
finest and noblest names I could have mentioned a 
moment ago. 

I bring this all up in this way because this is 


the way that people like myself feel who work 
away at this problem. The problem is, of course, 
infinitely more complex and monstrous than our 
few poor tools to deal with it. And there are those 
who scoff at efforts by hospitals, doctors, and 
many specialists, not just psychiatrists, in fact not 
even particularly psychiatrists, but various doc¬ 
tors, psychologists, social workers, clergymen, 
nurses, and all the honorable roll. Some people 
scoff at all that. They scoff at the official stand of 
the AMA that categorizes alcoholism as an ill¬ 
ness and hospitalisable. They think that the at¬ 
tempt to find a formula for making alcoholism a 
matter of serious, responsible, scientific, and help¬ 
ful concern is simply nonsense. These are the peo¬ 
ple who say, “It’s a weakness,” “It’s a self-in¬ 
dulgence,” “It’s a deliberate willing of evil versus 
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Fig 12 

Continued preference for drinking high concentration of alcohol in rats previously infused with alcohol 
intracerebrally, after the cessation of infusions; and resuming after a five-day total unavailability of 
alcohol. Tranquilizing drugs (meprobamate and hydroxyphenamate) only increased the oral intake of 
alcohol. 7 


good"; in other words, a sin, or in the words of 
the panel tonight, a vice. 

Well, it is an intricate matter for me, as it must 
be for you, to separate out free will from necessity. 
It always is, and that issue has occupied the minds 
of many thoughtful men through centuries. But 
we are doctors, we are physicians, we come from 
a tradition that didn’t ask for the philosophical 
definition and the moral categorization of suffer¬ 
ing before trying to relieve it. Doctors through 
the ages didn’t wait till all the scientific evidence 
was in, the irrefutable pathophysiology and the 
infallible remedies, before trying to do something 
for people suffering from mysterious maladies 
(and of course all maladies are mysterious, as 
indeed the absence of malady is). 

In our tradition in medicine is a staff with a 
snake entwined that goes back to Asclepius. I 
tried to find out whether that snake had a tradi¬ 
tional name and what it might be. I couldn’t, but 
I have a notion of what that name should stand 


for. It is skilled, compassionate responsibility, 
applied wherever it can be of use and benefit. 

Think of our predecessors down the centuries 
who didn’t know that appendicitis existed. They 
didn’t know about myocardial infarction; schizo¬ 
phrenia, ACTH, or desoxyribonucleic acid. They 
didn’t have all our modern advantages: the x-ray, 
the research lab, the Hill-Burton Act, and the 
antibiotic, the computer and the administrator, 
Ben Casey, Time, and the Reader’s Digest. Well, 
what did they have? Just what we would have if 
those modern miracles were taken away from us: 
that staff and that snake. That skill as good as 
we and our schools can make it. That compassion, 
the best we self-invested creatures can give. And 
that responsibility that permits us as trusted, 
trained, and licensed agents of society to share 
or take for the patient—and equally for his fam¬ 
ily—the grave significant troubles and decisions 
that he and they face. 

Those three things: skill, compassion, and re- 
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it gives. The bright little lift. 
Coca-Cola with its never too sweet 
taste, refreshes best. Helps people 
meet the stress of the busy hours. 
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sponsibility are what every man needs and asks 
of us in the hour of his death; yea, and even in 
the meaningful crises of his life. And if we offer 
not some portion of these qualities, we he as tink¬ 
ling symbols. 

The scoffers point out what we already know 
only too painfully: that we doctors can’t really 
quite know what we are doing. But, by God, we 
do it. 

Doctors have always taken account first of the 
need that we could recognize and then of the 
amelioration that we might bring. And ameliora¬ 
tion is the act that we better become fond of now 
that “cure” has been lost to us in almost every 
branch of medicine. So we take account of the 
need and the amelioration before turning to 
acknowledge the enormity of our ignorance; and 
then we—or at least the talented ones of us—turn 
to relieving that ignorance, just as the rest of us 
try to relieve the patient. 

We go about our work, I hope and I believe, 
as quietly, as sturdily, and as sensitively as we 
know how, giving our diuretics, our antibiotics, 
our tranquilizers; without shrinking, without 
apologizing, and without insisting on sifting out 


definitively the moral and ethical aspects of the 
patient’s illness beforehand, when our job is to 
care for him. 

I wanted to talk about the vise of alcohol, 
V-l-S-E. I wanted to ask those who came tonight 
to join in the search for ways to get back out of 
that vise all those we can who are now caught in 
its relentless jaws. And to do it just as urgently 
and thoughtfully as those do who are exploring 
for us how those jaws ever closed. 
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NOTHING, THAT IS, 

EXCEPT THE SEDATIVE-ANTISPASMODIC 
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DON NATAL 


There’s nothing quite like a vacation to ease the pressures of 
the modern, “workingday” world. And for the patient who can’t 
get away from it all, there's nothing quite like Donnatal to relax 
stress-induced smooth muscle spasm. For 31 years it has been 
the antispasmodic-sedative most often prescribed for relieving 
functional disturbances of tone and motility of the gastrointes¬ 
tinal tract. 

belladonna alkaloids in optimally balanced ratio 

In Donnatal, natural belladonna alkaloids are rationally balanced 
in a specific, fixed ratio that provides “the greatest efficacy with 
the smallest possible dose.” 1 They avoid the clinical uncertain¬ 
ties of the variable tincture and extract of belladonna, and are 
considered superior in range of action to atropine alone. 2 
Furthermore, they are generally recognized as being more effec¬ 
tive than the synthetics for relieving visceral spasm. 

phenobarbital for sedation 

Years of clinical use have established phenobarbital as one of 
the most efficient and highly regarded sedatives. In fact, for 
general sedation it is the drug of choice. :! In Donnatal, pheno¬ 
barbital potentiates the spasmolytic effects of the belladonna 
alkaloids, lessening emotional tensions and checking the neuro¬ 
genic impulses that trigger Gl disorders. 

more than 24 indications in PDR 

Donnatal has withstood the test of time to become the classic 
sedative-antispasmodic because of its unsurpassed effective¬ 
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f 

usual dosage. Administer with caution 
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a hypersensitivity to any of the ingre¬ 
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GLAUCOMA PATIENTS / A Plan for 

Improved 

Management 


A central glaucoma testing facility staffed by 
technicians under the direction of a board of 
ophthalmologists would facilitate the testing and 
retesting necessary for proper management of 
glaucoma patients. 


The ultimate aim of all investigations of 
glaucoma, whether clinical or research, must be 
the improved care of the patient. But little at¬ 
tention is now being given to the practical prob¬ 
lem of how every patient with glaucoma can re¬ 
ceive the careful, professional scrutiny his disease 
requires. 

As the population enlarges and ages, the preva¬ 
lence of glaucoma is constantly increasing. There 
are approximately one million citizens in the 
United States with glaucoma. Of the quarter of a 
million persons who are legally blind, about one- 
fifth have glaucoma. Unquestionably, glaucoma 
is the most significant cause of blindness in this 
country; yet a relatively small number of physi¬ 
cians must manage the hordes of patients with 
this disease. 

According to statistics from the American 
Board of Ophthalmology, there are about 4,600 
Diplomates practicing in the United States. Ap¬ 
proximately 3,000 non-certified ophthalmologists, 
or EENT physicians, have clinical practice; and 
the American Medical Association reports that 
there were less than 1,000 residents in ophthal¬ 
mology as of 1962. If all of these physicians are 
grouped together—the only people qualified to 
manage glaucoma patients—conservative esti¬ 
mates show that there are between 100 and 200 
glaucoma patients to be cared for by each doctor. 
T his number has particular importance when it is 


From the Wilmer Ophthalmological Institute, Balti¬ 
more. This paper was read at the Glaucoma Symposium 
of the Manhattan Eye, Ear and Throat Hospital and the 
New York Association for the Blind, May 16, 1964. 


DAVID PATOIS, MD 

realized that glaucoma, like diabetes and heart 
disease, is a chronic ailment whose course and 
control must be precisely monitored. 

Practical measures for improving management 
of our country’s glaucoma population have not 
kept pace with present-day knowledge of how 
blindness from glaucoma can be checked. We 
know that every patient’s intraocular tension 
should be constantly maintained at normal levels. 
We know that every patient’s visual field must be 
diligently tested and retested to assure adequacy 
of tension control. If the patient is not followed 
closely, with rigorous attention to both intraocular 
tension and visual field changes, the physician is 
compromising what he knows to be optimal 
glaucoma management. The treatment of each 
patient, whether medical or surgical, must be 
custom-designed. There is nothing to indicate 
that glaucoma can ever be managed by pre¬ 
determined formulas. 

Thus, the typical ophthalmologist is confronted 
by a time-consuming responsibility for his glau¬ 
coma patients; yet these cases usually constitute 
a minor portion of his total practice. Patients 
with glaucoma may have to wait several months 
for a routine checkup because the doctor is heavily 
scheduled in advance. Even then, retesting may 
be limited to a single tonometer reading and 
perimetry—inadequate information to assure opti¬ 
mal control. 

There are other difficulties, too, in the usual 
office management of a glaucoma case: visual 
field charts of one physician are often of no value 
to a consultant because different testing techniques 
prevent accurate interpretations. Certain surgeons 
may staunchly advocate a given operative tech- 
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nique without being able to appraise their results 
objectively in relation to others, because there are 
no standard criteria for comparisons. The ma¬ 
jor factors in glaucoma care are the ophthalmolo¬ 
gist’s time, his particular interests, and the avail¬ 
ability and competence of assisting personnel to 
expedite his studies. 

There seems to he no adequate means of assur¬ 
ing optimal nationwide glaucoma management if 
all the testing and retesting of glaucoma patients 
is performed exclusively by ophthalmologists. In 
my opinion, the crux of the problem is the extent 
to which ophthalmologists are willing and per¬ 
mitted to rely overtly upon technical assistants in 
performing tonometry, tonography, and perimetry. 

In medical teaching centers and ophthalmology 
departments of various sizes, most testing is per¬ 
formed by technicians under the direction of oph¬ 
thalmologists. Because of priority clinical- 
research projects and inconvenient locations of 
the testing facilities, the services of these technical 
staffs are generally not suited for large-scale 
work with routine patients; and even if they 
were, such services might not be available to pa¬ 
tients of ophthalmologists unaffiliated with the 
parent institution. 

Some ophthalmologists employ their own tech¬ 
nicians, often a privately instructed nurse; but be¬ 
cause of other office duties and the limitation of 
time available for glaucoma-testing alone, the pa¬ 
tient management can be very haphazard when it 
is not performed according to systematized tech¬ 
nique by full-time technical workers. Compro¬ 
mise in obtaining complete re-evaluations is too 
often an undesirable necessity. 

1 have been interested in the continuum of 
glaucoma management. In early 1960, a proposal 
to establish a community glaucoma facility for the 
use of practicing ophthalmologists was drawn up 
and submitted to the Eye Section of the Baltimore 
City Medical Society. It was hoped that this 
“testing station” for patients with glaucoma 
would be a prototype for future affiliated facili¬ 
ties throughout the country, so that uniform 
standards of technician training and of testing 
methods could be maintained. The Baltimore fa¬ 
cility was to consist of a suite of rooms in a med¬ 
ical office building, near a teaching hospital but 
completely independent of that hospital. It was to 
be a nonprofit organization under the direction 
and supervision of a board of ophthalmologists. 


The purposes of this trial facility were to be: 1) 
to obtain a practical method of providing oph¬ 
thalmologists with complete technical information 
on the adequacy of tension control in their own 
patients; and 2) by compiling objective data, to 
determine optimal methods of medical and surgi¬ 
cal control of glaucoma. 

According to the plan, the ophthalmologist 
would send his^ glaucoma patient to the facility 
with a card containing basic information for fil¬ 
ing, such as the patient’s diagnosis, history of ocu¬ 
lar surgery, and current medications. At the fa¬ 
cility, trained technicians would perform meas¬ 
urements of visual acuity, visual field testing with 
standardized targets and stimulus intensity, and 
tonography, with or without a water provocative 
test, depending upon the request of the ophthal¬ 
mologist. Originally it was suggested that the fa¬ 
cility be prepared to measure diurnal tension 
variations, but this eventually seemed impractical 
outside a hospital environment. 

The estimated cost to the patient (and indi¬ 
rectly to the doctor) for the technical services of 
this large-scale glaucoma testing station would be 
considerably less than if this work were done 
in a doctor’s private office. The availability of 
the service to every patient with suspected or def¬ 
inite glaucoma would, of necessity, improve the 
quality of glaucoma care available to the com¬ 
munity without detracting from the ophthalmolo¬ 
gist’s sole responsibility for the management of 
his case. A duplicate copy of the results of each 
serial testing appointment would be coded and 
filed at the facility. This accumulated data would 
eventually provide a means of valid comparison of 
large groups of glaucoma patients managed ac¬ 
cording to varied techniques. 

The response of Baltimore ophthalmologists to 
this proposal four years ago was not sufficiently 
enthusiastic to establish the facility. The most 
common objections to the proposed facility were 
that it did not seem necessary (most ophthal¬ 
mologists apparently consider their present man¬ 
agement techniques adequate) and that it would 
lead to a change in the patient-doctor relation¬ 
ship. 

Letters explaining the proposed testing station 
were sent to several outside experts in glau¬ 
coma. Some of their comments may be of inter¬ 
est here. Dr. Bernard Becker wrote, “I am in 
complete agreement with your overall plan for 
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the management of glaucoma patients”; and Dr. 
Robert Schaffer wrote, “There is no doubt as to 
both theoretical and practical merit of such a 
plan as you propose.” Dr. Paul Chandler, dis¬ 
agreeing with the emphasis in 1960 on diurnal 
tension measurements, further responded, “No 
one knows better than I how poorly, in general, 
glaucoma is treated ... If you establish such a 
center there (Baltimore), you might eventually 
raise the whole standard of glaucoma treatment 
in your area, and could do nothing but good.” 
'Phus, there was considerable discrepancy be¬ 
tween the majority opinion of local practicing 
ophthalmologists and nonresident experts in the 
glaucoma field. 

There were other major objections raised to 
the concept of a glaucoma facility as outlined 
above. One noted ophthalmologist wrote: “1 be¬ 
lieve that at least in private practice few patients 
would care to trust the recording of tension to 
technicians, nor do T feel this should be encour¬ 
aged.” Another commented, “As long as this re¬ 
mains a hospital experimental projection I can un¬ 
derstand the value of such an undertaking, but 
once you begin to hire an office in a downtown 
building, I can easily visualize commercialization 
by other groups who would have a perfect right 
to organize such a checking station.” 

That last comment undoubtedly referred to a 
group such as the optometrists, who have a legal 
eye on what might be permitted to technicians 
but not to them. Optometrists must not test for or 
treat glaucoma. The pertinent differences be¬ 
tween them and medical technicians is that the 
latter work only under the supervision of the 
medical profession and do not participate in the 
medical management of a patient. These medi¬ 
cal assistants have become as crucial to the mod¬ 


ern ophthalmologist as a physiotherapist is to the 
orthopedist, or an x-ray technician to a radiolo¬ 
gist. It is true that all of these skilled workers 
are entrusted with potentially hazardous duties. I f 
ophthalmic technicians are legally prohibited, we 
will be unable to cope with our growing responsi¬ 
bilities for the complete care of each patient that 
we examine. 

In summary, the idea of a separate glaucoma 
testing facility for a large community depends 
upon the performance of technical skills by non¬ 
ophthalmologists. The interpretation of the test 
results, the prescription of medicine, and the de¬ 
cisions on medical or surgical management must 
always be the sole task of the ophthalmologist. So 
long as the facility proposed here is directed by 
ophthalmologists, the actual performance of 
tonometry, tonography, and perimetry by trained 
technicians would hardly differ from what is now 
customary in many ophthalmic practices. 

It has now been over four years since the test¬ 
ing station idea was proposed in Baltimore; per¬ 
haps majority opinion has since changed and the 
need for such a facility will now be recognized. 
Once one is convinced, as I am, of the general 
inadequacy of present glaucoma management, one 
must concede that there are too few ophthalmolo¬ 
gists to perform the continual retesting that each 
patient deserves. 

Practical solutions should keep pace with pres¬ 
ent knowledge and present needs. Today we turn 
our thoughts to glaucoma surveys and to basic re¬ 
search; likewise, we must soon design efficient 
and effective ways to manage, with optimal medi¬ 
cal scrutiny, the million patients who have this 
chronic disease. 

The Wilmer Institute 
The Johns Hopkins Hospital 
Baltimore, Md. 21205 
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PROSTATITIS— A review of the 

changing concepts in the causes and treat¬ 
ment of acute and chronic prostatitis. The 
physiologic factors in the disease process 
are delineated. The role of surgery in this 
disease is clarified, and the relation¬ 
ship of prostatitis to benign prostatic 
hypertrophy is noted. A brief out¬ 
line of therapy is given. 


Prostatitis is the cause of many perplexing ab¬ 
dominal, rectal, and genital complaints. It has 
long been an enigma to both patient and physician 
because of the many ways in which it presents 
itself and of the difficulty in treating it success¬ 
fully. 

During a one-year study of chronic prostatitis, 
Edward Gartman 4 listed more than 178 different 
symptoms involving every system from the hair 
of the scalp to the tips of the toes. The usual 
symptoms, thin, watery urethral discharge, peri¬ 
neal discomfort, and vesical irritability (urgency, 
frec|uency, dysuria, and nocturia), are easily rec¬ 
ognized; however, the subtle symptoms, such as 
decreasing libido, feeble erections, and what the 
patient refers to as the “early morning dew,” are 
becoming increasingly appreciated as due to low- 
grade prostatic infection. 

Etiology 

In the earlier textbooks of medicine and urol¬ 
ogy one finds the statement: “The commonest 
cause of prostatitis is Neisseria gonorrhoeae.” 
Advantage was taken of this in the old days when 
a person was a suspect of gonococcus (GC) with¬ 
out a discharge. He was given lots of beer or 


PAUL BORMEL, MD 

alcohol to stimulate his gonococcal prostatitis or 
urethritis to produce sufficient secretions for a 
urethral specimen to verify the diagnosis. 

In recent years the venereal cause of prostatitis 
has been disappearing from the standard medical 
text and is being replaced by concepts founded on 
newer medical knowledge. 

Acute prostatitis as observed today frequently 
begins as an accompaniment of a venereal dis¬ 
ease. A young man at the time of the initial con¬ 
tact with the gonococcus organism may also be 
inoculated with staphylococcus, streptococcus, 
escherichia coli, or any of the host of other or¬ 
ganisms present in the vagina. The gonococcus 
produces an inflammation in the urethra and pros¬ 
tate, allowing other organisms to establish sec¬ 
ondary infection in the absence of the protective 
response of the normal, healthy tissue. The ve¬ 
nereal disease is successfully treated with penicil¬ 
lin, but the urethral discharge may continue or 
subsequently recur several weeks or months later. 
This is not to be confused with the Mimea infec¬ 
tions, which also appear as gram negative diplo- 
cocei but which can be differentiated culturally 
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from gonococcal infections (aerobically cultured 
on E. M. B. agar). 

A second source of acute prostatitis, not re¬ 
quiring a precedent venereal disease, is an ante¬ 
grade urethral infection. This may occur during 
intercourse when a posterior urethritis is present 
which originated from a bladder infection. Again, 
the normal protective mechanism of the prostate 
is reduced, allowing infection to occur. 

Hematogenous spread of infection in most 
young men is an infrequent source of prostatitis. 
Although it has a rich blood supply, the prostate 
is seldom involved in conditions which become 
systemic to the same extent as the kidney or lung. 

Chronic prostatitis is due to an ascending ure¬ 
thral infection, becoming entrenched in the depths 
of the prostate. It tends to become recurrent and 
refractory because of the virulence of the organ¬ 
ism, inadequate initial treatment, inadequate local 
tissue response, or fibrosis. Anyone who develops 
acute prostatitis is subject to chronic prostatitis if 
the initial response of the prostate is inadequate to 
cope with the infection. 

Prostatic Physiology 

The sole apparent function of the prostate is 
external secretion. The prostate gland manufac¬ 
tures and stores fluids which convey sperm during 
copulation. There is no convincing evidence that 
the prostate may also produce hormones. In ad¬ 
dition to producing a vehicle, seminal fluid fur¬ 
nishes extracellular foodstuffs for sperm, thus 
supplementing the intracellular nutritional re¬ 
serve. 0 The average male secretes 0.5-2cc of pros¬ 
tatic fluid a day, most of which is eliminated with 
the urine. 3 

Prostatic secretion is primarily a function of 
androgenic activity (testosterone) and secondar¬ 
ily of chemical and nervous stimulation. Such 
drugs as pilocarpine hydrochloride will increase 
prostatic secretions. Stimulation of the hypo¬ 
gastric nerves and the nervi erigentes induces pro¬ 
static secretions. According to BTugh Young, 2 it 
is difficult to clinically separate infections of the 
prostate from those of the seminal vesicles. 

Alcohol causes congestion of the prostate, in¬ 
creasing the symptoms and tendency to “over¬ 
flow” with secretions. Alyea 2 has suggested that 
alcohol and irritative condiments may aggravate 
chronic prostatitis via its irritant effect on the 
posterior urethra. 


Treatment 

The principles of treatment of acute prostatitis 
are: 

1. Bed rest 

2. Antibiotics 

3. Sitz baths 

4. No urethral instrumentation, prostatic mas¬ 
sage, or intercourse 

5. Aspirin 

6. Adequate fluid intake 

7. Mild laxative 

Bed rest and antibiotics are of paramount im¬ 
portance in treating acute infections of the pros¬ 
tate. Sitz baths provide heat to aid healing in 
the infected, localized site of the prostate. Hot 
enemas, diathermy, electrical pads, or electrodes 
in the prostate are alternate methods of obtaining 
heat to the area of the prostate. 

The principles of treatment of chronic pros¬ 
tatitis include: 

1. Antibacterial agents 

2. Warm sitz baths 

3. Avoidance of alcohol, spicy foods and black 
coffee 

4. Prostatic massage 

5. Psychological support 

6. Frequent intercourse 

7. Mild laxatives 

Antibacterial agents are used if large accumu¬ 
lations of leukocytes are present. Suppressive 
doses of nitrofurantoin, 50mg, four times a day; 
sulfisoxazole, two tablets (0.5 grams) four times 
a day; or methenamine in the same dosage can be 
used. Antibiotics will not cure the condition. At 
best, the infection is simply suppressed with mild¬ 
er agents, since it is a chronic condition. The 
effect of frequent and changing antibiotics mere¬ 
ly increases the resistance of the organism or 
makes the patient susceptible to the various com¬ 
plications which can occur on long-term anti¬ 
biotic treatment. 

With regard to warm sitz baths, the same com¬ 
ments apply as were mentioned for acute prosta¬ 
titis. Usually the patient sits in a tub of warm 
water every night for 20 to 30 minutes. Alcohol, 
spicy foods, and black coffee are eliminated be¬ 
cause of their irritative effect. Prostatic massage 
should be gentle. Rough handling of the pros¬ 
tate not only will aggravate the condition but also 
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will cause you to lose a patient from a treatment 
which he sorely needs. 

Psychological support is of paramount impor¬ 
tance in the treatment of this chronic disorder. 
Once the nature of his problem and its chronicity 
is explained, the patient is able to live more com¬ 
fortably with his illness. Karl Lewin 5 and Ed¬ 
ward Gartman * 1 2 3 4 5 6 have stressed the importance of 
the psychosomatic aspects of chronic prostatitis. 
Although the value of prostatic massage cannot 
be minimized, the possibility of aggravating a 
pre-existing psychologic or erratic disturbance 
which may be focused in or around the prostate 
must be considered. Prostatic massage is not a 
substitute for frequent intercourse, which is an 
integral part of the treatment of chonic prosta¬ 
titis. 

Role of Surgery 

Since prostatitis involves the true prostate, sur¬ 
gical extirpation is not ordinarily indicated. A 
radical prostatectomy would be necessary, which 
carries with it all the risks of a major surgical 
procedure plus the possibility of impotence, in¬ 
continence, stricture, or possible fistula formation. 

A transurethral resection usually is not indi¬ 
cated because it would intensify the patient’s 
symptoms unless all prostatic tissue is removed. 


This is difficult to achieve even by the best 
surgeon. 

Relationship to Prostatic Hypertrophy 

Prostatitis and prostatic hypertrophy are inde¬ 
pendent entities and usually exist in different age 
groups. A large obstructing prostate gland with 
residual urine in the bladder may become infected 
and form microscopic foci of chronic prostatitis. 
Chronic prostatitis, however, does not require 
prostatic hypertrophy to initiate the disease proc¬ 
ess, or vice versa. 
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The nursing profession has permitted the 
clinical tradition to decline while attention 
was focused on education, the development 
of administrators, teachers , and research 
workers. The student nurse interested in 
clinical nursing has no goal of attainment 
or recognition in clinical nursing. It is pro¬ 
posed that a graduate program or school of 
clinical nursing he organized within the 
structure of the school of nursing. There 
should he a goal of attainment in the field 
of clinical nursing that will offer a lifelong 
challenge to the interested, capable, and 
intelligent nurse. 


CLINICAL NURSING 


Thomas Sydenham wrote, “The primary aim 
of medicine is the care of the patient.” The direct 
immediate care of the sick patient is clinical medi¬ 
cine; it is clinical nursing. Facts discovered and 
collected by scientific research are important to the 
sick patient only when properly applied to his 
particular disease and to his individual variation 
O. C. BRAISTIGAN, MD from normal over and beyond his specific illness. 

Scientific information must be perused, sorted, and 
those facts applicable woven into a pattern of treat¬ 
ment that can be administered to the individual 
patient who is ill. The proper assessment of the 
condition of the patient and the proper timing of 
intervention is the work of the clinician; and only 
the clinician has developed this skill by closely 
working with sick patients. 

The medical and nursing professions have made 
tremendous strides forward in the past 20 years. 
In the past decade, because of a twentyfold in¬ 
crease in funds for medical research, research sci¬ 
ence has been overemphasized with a falling off of 
attention to clinical medicine. 1-3 The increased work 
of administering the large research sums of mon¬ 
ey and the lack of attention to the clinician has 
led to less effective medical school teaching in the 
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clinical field. In the nursing profession, there has 
developed a host of ancillary help: the nurses aide, 
the ward clerk, the dietetic aid, and so on. This 
development, though sorely needed, has not freed 
the nurse for more needed work. It has accentu¬ 
ated the need for the nurse administrator. It is a 
good example of Parkinson’s Law or the rising 
pyramid. 4 

The nurse administrator must continue to su¬ 
pervise the nurses; but, in addition, the nurse in 
charge of a ward or area must be competent to 
direct, control, and supervise the group of aides 
who often are not of the highest intelligence and 
surely are not dedicated to the work. The nursing 
profession is to be complimented for the develop¬ 
ment of administrators with a high degree of skill. 

The nursing profession has interested itself in 
research, and there is promise that great pro¬ 
grams will be developed in the near future. 1 he 
favored word throughout our great nation is re¬ 
search. It is to be fostered but not to the detriment 
of other needed areas of development. 

In the nursing profession, much effort has been 
directed to the development of teachers. Teachers 
have been developed within their own ranks, and 
perhaps this has been one of the greatest achieve¬ 
ments of the nursing profession. Interest in and 
the development of teachers has brought about 
an enormous improvement in the education of the 
student nurse. It can be seen in the increasing 
numbers of baccalaureate and nursing degrees that 
are being conferred and in the increased activity 
of colleges and junior colleges participating in the 
teaching of basic science to the nurses. 5 

The general improvement in education is ad¬ 
mirable. It makes a better qualified and better 
oriented nurse. However, the teaching of a clinical 
nature and teaching of clinical material by the 
doctor of medicine has been neglected or at least 
has failed to make advances commensurate with 
teaching in other areas. With interest of the nurs¬ 
ing profession focused upon administration, re¬ 
search, and teaching, the field of clinical nursing 
has failed to advance. The cause is similar to or 
parallel to that found in the medical profession 
in its failure to advance clinical medicine. 

The nursing and medical professions are so 
closely allied that one is completely dependent 
upon the other. 0 It is folly to believe that one 
could exist without the other; yet it seems that in 
the past 15 to 20 years there has been an ever- 
widening chasm between the two. Perhaps in some 


way it is related to the failure of both to put 
proper emphasis upon improving and developing 
top flight clinicians. It is obvious that the doctors 
and their organizations should interest themselves 
in the problems of the nurse. They should help 
and support the nurse in developing an adequate 
goal of attainment worthy of the interest and 
ability of the intelligent, capable nurse and to help 
the nurse in securing appropriate economic reward 
for the important work that is done. 7 

Re-emphasis frn teaching clinical material to 
the student nurse and the development of a recog¬ 
nized and well-organized graduate program for 
clinical nursing might well be the catalyst that will 
reunite the two professions. The doctors of medi¬ 
cine should participate more actively in the teach¬ 
ing of student nurses and should carry the major 
burden of teaching in a proposed graduate school 
of clinical nursing. The renewed association and 
mutual activity would close any breach in the re¬ 
lationship between the two great professions and 
would in time draw them into an inseparable 
amalgamation of purpose and accomplishment. 

It would be easy to incorporate more and re¬ 
newed effort in the teaching of clinical nursing to 
the student. The development of a graduate pro¬ 
gram or school for teaching of the art and science 
of clinical nursing would be more difficult. After 
many years of study, aided by able clinicians in 
both medicine and nursing, a skeletal outline of a 
proposed graduate program or school of clinical 
nursing is presented in the Table. 

The philosophy of the program is to bring 
capable workers into a system that will provide 
the best possible treatment and care of the sick 
patient and, at the same time, provide a fitting 
lifelong career that will challenge the best efforts 
and intellect of the capable nurse. 

The purpose of the program is to improve the 
care of the sick patient and to give additional 
education and training to the capable graduate reg¬ 
istered nurse in order that the nurse can, through 
proper training, exercise greater responsibility in 
the care of the sick patient, but always under 
proper medical supervision. 

The proposed graduate program must be under 
the direct control of a recognized (accredited) 
school of nursing, but doctors in clinical practice 
should have an important role in the advisory com¬ 
mittee or council. It is desirable to have an af¬ 
filiation with a university, a college, or a junior 
college. The faculty thus would include a selected 
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PROPOSED GRADUATE PROGRAM IN CLINICAL NURSING 
School of Nursing 
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number of teachers from the school of nursing 
and members of the affiliated institution of higher 
learning; however, most of its faculty members 
should be doctors who are engaged in the clinical 
practice of medicine. 

Details of time spent, exact subjects studied, and 
number of faculty has been worked out and should 
be variable. The nursing school with its faculty 
would occupy an important sphere of teaching. 
The university, college, or junior college affilia¬ 
tion would teach basic physics in order that the 
student would better understand the complicated 
machines now employed in the treatment of pa¬ 
tients. The student would study reading, writing, 
and English for the educational advantage and for 
aid in accomplishing the record-keeping necessary 
in the new duties. 

The departments of medicine, surgery, and 
their specialties can be enlarged or curtailed as 
desired. Obviously, the faculty members could be 
recruited from the doctors practicing in the re¬ 
spective clinical field. The department of anato¬ 
my should teach gross anatomy and applied em¬ 
bryology and anatomy from cadavers. Anatomy 
should be taught by a doctor in the clinical practice 
of medicine who has a special interest in anatomy. 
The department of physiology could be outstand¬ 
ing. The subjects should be taught by doctors 
who are specialists in the respective fields. For 
example, the specialist in obstetrics and gynecology 
would teach the physiology of female reproduc¬ 
tive organs and excretory system. The specialist 
in male urology would teach physiology of the 
male genitourinary system. The department of 
pharmacology and materia medica would be taught 
by internists who are especially adept in their use 
of basic and important medicines. The depart¬ 
ment of laboratory would be taught by the doctor 
or doctors in charge of the various areas, such as 
pathology and roentgenology. In all areas, the 
teachers will be clinicians expert in their fields of 
endeavor, and they will keep their instructions on 
a practical clinical basis, never forgetting that 
basic knowledge allows variation in practical 
application. All students would participate equally 
in the basic subjects outlined. 

The on-the-job training areas or departments 
would be in charge of the regular nursing super¬ 
visor and the doctor normally designated as head 
of the particular area. The teachers or faculty 
members would be the doctors in clinical practice 
in the area and nurse teachers especially prepared 


for the duty. It is in this clinical area that the 
scope and responsibility of the nurse should be 
greatly expanded under proper medical supervi¬ 
sion and control. The nurse would become an 
assistant or associate of the doctor in charge of 
the patient. 

It is believed all students should have a brief 
period in each of the areas, but the student should 
specialize (major) in one area in order to attain 
maximum efficiency in the chosen field. It is sug¬ 
gested that the registered nurse graduate from 
the course be called a clinical associate nurse in 
the field in which the major study was taken. 
The details of the subjects taught have been 
worked out but are too lengthy for a description 
here. The graduate clinical associate nurses will 
take up duties in their respective areas of speciali¬ 
zation. It seems imperative that the clinical as¬ 
sociate nurse be under the control of the super¬ 
visor of nurses in the area; however, the doctor 
in charge of the area must have authority in as¬ 
signing the duties and supervising the work done 
by the graduate clinical associate. 

The duration of the course of teaching should 
be one year. It seems impossible to develop a 
person with adequate skill in less time. Success 
of the program demands that the graduate must 
be an able, intelligent, and well-trained person. 
No other person should be admitted to or gradu¬ 
ated from the program. 

The entrance requirements should be rather ex¬ 
acting, since it is believed that only the excep¬ 
tionally capable graduate nurse from an accredit¬ 
ed school of nursing should be admitted to the 
program of advanced training. The quality of 
the graduate from the program can be controlled 
to a great extent by the careful screening of those 
permitted to undertake training. 

It seems that any accredited hospital of 300 to 
400 beds that has an accredited school of nursing 
could organize such a program, since the desired 
faculty and clinical material would be available. 
If the program is developed under nursing au¬ 
thority there would be assurance that diploma 
mills could not occur. 

The concept of a specially trained capable 
nurse being allowed to carry out duties and treat¬ 
ments now restricted to the doctor is worthy of 
honest, deliberate, and exhaustive study, consid¬ 
eration, and discussion. 

The following are natural areas for study and 
discussion. Is the proposal legal? Will it be ac- 
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cepted by the accrediting agencies, the nurses, the 
medical profession , J Will the nurse shortage be 
aggravated? Is the program needed? Is the ma¬ 
terial to be taught the same material that should 
be taught to the student in nursing? Obviously, 
many other questions could be considered. 

The legality of the increased duties and re¬ 
sponsibility of the graduate clinical associate is 
always uppermost in the minds of administrators 
and nursing leaders. It cannot be illegal to give 
additional training to persons qualified to accept 
training. The doctor who assumes the responsi¬ 
bility of treating a patient will continue to exer¬ 
cise that responsibility. The right (legal) of the 
clinical associate to administer to the patient will 
be acceptable so long as the medications and 
treatment are at the specific order and direction 
of the physician who is responsible for the pa¬ 
tient, even though the care and treatments are in a 
category not now ordinarily performed by the 
nurse. Presently, the nurse can and does carry 
out orders of the responsible physician. 

It is fair to presume that precedent and com¬ 
mon practice must be seriously considered when 
the nurse is to be given advanced training to per¬ 
mit increased responsibility. There are schools 
teaching anesthesia to nurses who, when gradu¬ 
ated, administer general and other anesthetic 
agents. The Johns Hopkins Hospital has a school 
of midwifery open to nurses interested in ob¬ 
stetrics. 

By using increased responsibility, help in the 
care of the sick or injured patient is now carried 
out extensively throughout the United States in 
the office of doctors, in first-aid departments of 
industrial plants, in the armed services, and in 
almost 6,000 hospitals without house officers. 8 
The responsibility and duties of the nurse serving 
in these areas are far greater than in the hospitals 
where there are house officers. A survey in these 
areas indicate that the nurses permitted to and 
encouraged to execute increased responsibilities 
are proud of their ability and work. Satisfaction 
of attainment is the reason they are working in 
their particular area. Many denied the right 
would leave nursing for other more challenging 
pursuits. However, it is most important to realize 
that the nurses assuming the increased responsi¬ 
bility in the care and treatment of the sick or in¬ 
jured are doing it under the direction of the 
physician responsible for the care of the patient. 
It is also well to realize that these nurses have had 


no formal or organized training in their field of 
increased responsibility. The new, intensive treat¬ 
ment wards are capably manned by nurses of this 
category. The proposed program merely suggests 
that these excellent and capable nurses be given 
the opportunity of formal recognized advanced 
training in the duties they are called upon to 
carry out in the care of the sick or injured pa¬ 
tient. It merely asks for recognition of a practice 
prevalent throughout the United States. It sug¬ 
gests that these unusual nurses be permitted to do 
their fine work in the care of the sick patient 
with the blessings of all concerned. The gradu¬ 
ate clinical associate will not be asked or called 
upon to make decisions except within the confines 
laid down by a discussion with the physician re¬ 
sponsible for the particular patient. 

There will be no direct answer to whether or 
not the accrediting groups will accept the pro¬ 
gram until a detailed program is drawn up and 
submitted to the proper organizations; for ex¬ 
ample, the National League for Nursing, the 
American Nurses’ Association, the Joint Com¬ 
mission on the Accreditation of Hospitals, the 
Council of Medical Education and Hospitals of 
the American Medical Association, and to the 
state and national medical societies. It seems 
none would object to better training for persons 
administering to the sick or object to improving 
the care of the sick patient. In an unofficial dis¬ 
cussion with an important council of the American 
Medical Association, a pilot study of the pro¬ 
gram was encouraged. Hudson, a member of the 
Council on Medical Service of the American Med¬ 
ical Association suggests a program of training 
using basically less able and less well-trained per¬ 
sonnel than the graduate nurse. 9 

If the acceptance of the program is further 
discussed, several important impressions can be 
brought out. The rank and file of graduate nurses 
are interested in the program and many are en¬ 
thusiastic about the prospect of being permitted 
a greater field of service and responsibility 
brought about by the opportunity of additional 
training. The administrators of nursing schools 
are reluctant to accept the program, but it would 
be unfair to state that they are not interested. 
In addition, Francis Reiter has urged that nurses 
assume more active roles in their relationship to 
physicians by freely sharing observations, inter¬ 
preting patient reactions, and offering suggestions 
for patient care. 10 The method of control of the 
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clinical associate and the relationship of the regu¬ 
lar graduate nurse seems to be a cause for mis¬ 
givings in the minds of directors of nursing 
schools. The clinical associate would be on a 
level with the operating room supervisor or the 
supervisor of an area, but, when working in an 
area, the clinical associate would be under the 
authority of the nurse supervisor, very much the 
same relationship of a nurse-teacher who works 
with student nurses on a particular ward or area. 

All who are acquainted with the problem of 
nursing agree there is a shortage of nurses. It is 
said that the answer to a shortage of nurses is not 
to enlarge their sphere of activity, thus creating 
an additional demand upon the already chronic 
shortage. Such a viewpoint, however, is a short¬ 
sighted approach to the problem. If the goal of 
attainment for the nurse is enlarged to include 
clinical nursing, and a position in clinical nursing 
made worthy of the best talent in the intelligent, 
capable nurse, there will be numerically more and 
also more capable and intelligent students at¬ 
tracted into the field of nursing. The young per¬ 
son dedicated to helping humanity will be able 
to enter the noble profession of nursing and 
know there is a place of recognition and attain¬ 
ment other than in administration, teaching, or 
research. 'There will be the rewarding field of 
clinical nursing. A recognized sphere of attain¬ 
ment in the field of clinical nursing is now 
practically nonexistent. It is difficult, if not im¬ 
possible, to know how many nurses drop out of 
work in the nursing profession because they can¬ 
not advance in the field of clinical nursing. 

It is interesting to speculate upon the number of 
professional graduate nurses in the United States 
and its territories who may or may not be em¬ 
ployed in their profession. In 1950 there were 
374,584 professional graduate nurses employed. 
In 1960 there were 504,000 professional graduate 
nurses employed, of which 90,000 were working 
part-time. 5 From 1950 to 1960 there were gradu¬ 
ated approximately 317.221 nurses. 11-16 The 
number employed increased 129,400. The increase 
is only about 41% of those graduated. If one 
considers those who died and those who retired 
by becoming overage in the 11-year period, it will 
roughly amount to about 66,000, or about 21% 
of the group graduated during those years. 17 
Based upon these figures and interpolated for the 
past years of existence, one can roughly estimate 
that the group of professional graduate nurses not 


employed in nursing equals approximately 40% 
of those employed. Why this large group is not 
employed in the nursing profession can at best 
be only speculation. Of 191,925 not employed in 
nursing when studied by the American Nurses’ 
Association 85.7% were married, while 6.8% 
were over 59 years of age. 5 Of the group of 
graduate nurses not employed in nursing perhaps 
many would re-enter the field of nursing if a pro¬ 
gram of advanced training in clinical nursing were 
open to them. 

It has been said that if the student nurse were 
properly taught and the profession properly ori¬ 
ented there would be no need for a special pro¬ 
gram to develop the specialist such as the clinical 
associate in nursing. Obviously, this is far from 
the fact. All student nurses will not have a desire 
to develop beyond the fundamentals of nursing, 
and perhaps many are without the native ability to 
do advanced nursing. A number of student nurses 
will aspire to become experts in the field of ad¬ 
ministration or teaching, and the future will see 
those who will desire to go into research. The 
plea is to continue the present high standards of 
education and teaching in nursing and to enlarge 
the sphere of nursing by providing a field of ad¬ 
vanced teaching in clinical nursing. 

104 W. Madison Street 
Baltimore, Md. 21201 
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at Merck Sharp & Dohme... 



understanding 


• • • 


precedes development 


The development of chlorothiazide and probene¬ 
cid were events of major importance, but perhaps 
even more important for the future was the Renal 
Research Program by which they were developed. 
When Merck Sharp & Dohme organized this pro¬ 
gram in 1943, it was expressing in action some of 
its basic beliefs about research: 

• Many problems connected with renal structure 
and function were still undefined or unsolved. The 
Renal Research Program would begin its basic 
research in some of these problem areas. 

• From knowledgethusacquired mightcomeclues 
to the development of new therapeutic agents of 
significant value to the physician. 


For example, the Renal Research Program put 
fifteen years into this search before chlorothiazide 
became available. But because these years had 
first led to a greater understanding of basic 
problems, the desired criteria for chlorothiazide 
existed before the drug was developed. 

Along with other research teams at Merck Sharp 
& Dohme, the Renal Research Program continues 
to add new understanding of basic problems — 
understanding which will lead to important new 
therapeutic agents. 

Omerck sharps dohme Division of Merck & Co., Inc . West Point, Pa. 

where today’s theory is tomorrow’s therapy 
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A Key Site of Action of the 
Protoveratrine A in Salutensin 

“The main function of the 
carotid sinus is regulation of 
the blood pressure... -” 1 

The veratrum component of 
Salutensin acts here (and in the 
myocardium), initiating 
“...a reflex fall in blood pressure 
through a generalized vaso¬ 
dilation and fall in heart rate .” 2 







This is 
a logical 

Blood Pressure 
Regulator 


BECAUSE 
T ENHANCES 
'HE BODY’S OWN 
IECHANISMS 
'OR REDUCING 
'LOOD PRESSURE 


In mild 

to moderate hypertension: 

Salutensin enhances the body’s own 
mechanisms for lowering blood 
pressure. The veratrum component 
of Salutensin acts on the carotid 
sinus and myocardial receptors, 
initiating .. a reflex fall in blood 
pressure through a generalized 
vasodilation and fall in heart rate.” 2 
To achieve this reflex modification 
of hypertension, Salutensin 
utilizes protoveratrine A. 

In addition, to facilitate and 
maintain blood pressure reduction, 
Salutensin incorporates reserpine 
and a highly effective thiazide. 

In general, side effects have been 


reported infrequently but 
may include those listed in the 
therapeutic summary. 

Simple dosage—low-cost 
therapy: Many patients on 
Salutensin respond to 1 tablet b.i.d. 
Long-term economy is assured, 
since dosage can frequently 
be lowered after initial control is 
established. 

Available: Prescription-size 
bottles of 60 tablets. 

References: 1. Editorial: JAMA 
191 :592 (Feb. 15) 1965. 2. Meil- 
man, E., in Moyer, J.H.: Hyper¬ 
tension, Philadelphia, W B. 
Saunders Company, 1959, p. 395. 


BRISTOLTHERAPEUTIC SUMMARY 
For complete information consult Official 
Package Circular. 

Indications: Essential hypertension. 
Warnings: Small-bowel lesions (obstruc- 
tion, hemorrhage, perforation) have oc¬ 
curred during therapy with enteric-coated 
formulations containing potassium, with 
or without thiazides. Such potassium for¬ 
mulations should be used with Salutensin 
only when indicated and should be discon¬ 
tinued immediately if abdominal pain, dis¬ 
tention, nausea, vomiting or gastrointesti- 
nal bleeding occurs. 

Contraindications: Salutensin is contra¬ 
indicated in severe depression. 
Precautions: Azotemia, hypochloremia, 
hyponatremia, hypochloremic alkalosis and 
hypokalemia (especially with hepatic cir¬ 
rhosis and corticosteroid therapy) may 
cur, particularly with pre-existing vomit¬ 
ing and diarrhea. Potassium loss, which 
may cause digitalis intoxication, responds 
to potassium-rich foods, potassium chlor¬ 
ide or, if necessary, stopping therapy. Se¬ 
rum ammonia elevation may precipitate 
coma in precomatose hepatic cirrhotics. 
Discontinue therapy two weeks before sur¬ 
gery or if myocardial irritability, progres¬ 
sive azotemia or severe depression occur. 
Exercise caution with patients with peptic 
ulcers or renal insufficiency (if severe, 
Salutensin is contraindicated). 

Side Effects: Hydroflumethiazide: Purpura 
plus or minus thrombocytopenia, hyper¬ 
uricemia, leukopenia, hyperglycemia, gly¬ 
cosuria, malaise, weakness, dizziness, fa¬ 
tigue, paresthesias, muscle cramps, skin 
rash, epigastric distress, vomiting, diar¬ 
rhea and constipation. Reserpine: Depres¬ 
sion, peptic ulceration, diarrhea, Parkin¬ 
sonism, nasal stuffiness, dryness of the 
mouth and, with overdosage, agitation, in¬ 
somnia and nightmares. Protoveratrine A: 
Nausea, vomiting, cardiac arrhythmia, pros¬ 
tration, excessive hypotension and brady¬ 
cardia. (Treat bradycardia with atropine 
and hypotension with vasopressors.) 

Usual Dose: 1 tablet b.i.d. 

BRISTOL LABORATORIES 
Division of Bristol-Myers Co. 
Syracuse, New York 


BRISTOL 


Salutensiit 


Each tablet contains: 
protoveratrine A, 0.2 mg.; 
hydroflumethiazide, 50 mg.; 
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ORIMUNE TRIVAIENT 


POLIOVIRUS VACCINE. LIVE. ORAL 


SABIN STRAINS 
TYPES12and3 


Fast, simple administration—and economy for 
the patient—make the new 0.5 cc single-dose 
vial of ORIMUNE Trivalent ideal for private 
practice. (Packaged 5 to a box with 5 sterilized 
disposable droppers for your convenience.) 
(Also available in 2 cc and 2 drop dosage 
forms.) 

Only 2 doses required for complete, initial im¬ 
munization for patients more than a year old. 
Effectiveness — may be expected to confer ac¬ 
tive immunity against all three types of polio¬ 
virus infection in at least ninety percent of 
susceptibles only if given at full dosage, as 
directed. No characteristic side effects have 
been reported. There are, however, certain con¬ 
traindications. These are, broadly: acute illness, 


conditions which may adversely affect immune 
response, and advanced debilitated states. In 
these, vaccination should be postponed until 
after recovery. 

In infants vaccination should not be com¬ 
menced before the sixth week of life. Do not 
give to patients with viral disease, or if there is 
persistent diarrhea or vomiting. ORIMUNE and 
live virus measles vaccine should be given 
separately. 

Dosage —initial immunization: two doses each 
given orally at least 8 weeks apart. (Give a third 
dose to infants at 10-12 months.) Booster im¬ 
munization: one dose, given orally. See package 
literature for full directions. 
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THE LEGAL SOLUTIONS 
TO PROBLEMS IN 
DAILY MEDICAL PRACTICE 

GEORGE I). SOLTER. ESQ. 
MAX R. ISRAELSON, ESQ. 
Moderator: RUSSELL S. FISHER. MD 


The Good Samaritan Act 
Lawyer-Doctor Liaison in Trial Work 
Emergency Medical Calls—The Doctor’s Liability 
Reporting Medically Unfit Automobile Drivers 

dr. fisher: As you probably know, I am Dr. 
Russell Fisher and will moderate this session this 
evening. It is a presentation of the Joint Commit¬ 
tee of the Medical and Chirurgical Faculty and the 
Bar Association of Baltimore City and the Mary¬ 
land State Bar Association. This committee, which 
has been in existence now for 12 or 14 years, is 
divided into three subcommittees: the one on 
Interprofessional Relations, the one on Court 
Procedures, and the one responsible for your 
evening’s entertainment—I hope—the Subcom¬ 
mittee on Symposia Management. The chairman 
of the overall committee for the legal side is Mr. 
Theodore Waters and for the medical side, Dr. 
John Classen. Your panelists this evening are 


Medicolegal symposium presented May 9, 1963. Ar¬ 
ranged by the Joint Committee on Medicolegal Problems. 


Mr. George D. Solter and Mr. Max R. Israelson. 

Mr. Solter is a Baltimorean, educated here in 
primary schools, at Johns Hopkins University, 
and in law at the University of Maryland. He was 
assistant state’s attorney for some four years, 
from 1950 forward, and then retired from this 
post to enter trial practice, in which he has been 
engaged since 1954. He is a partner in the firm 
of Due, Nickerson, Whiteford and Taylor, and 
we will direct specific questions to him as time 
goes on. 

Mr. Max Israelson is also a native of Balti¬ 
more. He also was educated in the primary 
schools in Baltimore, spent some time at the 
University, and studied law at the University of 
Baltimore. He is a member of the City, State, and 
American Bar Associations and former national 
chairman of the Personal Injuries Section of the 
National Association of Claimants Counsel of 
America. He is a former president of the Mary¬ 
land Plaintiffs Bar Association. He is a member 
of the Joint Committee on Medicolegal Problems, 
which sponsored this whole series of meetings. 
He served as assistant city solicitor when the late 
Judge Simon Sobeloff held the post of city 
solicitor; is in the private practice of law in the 
city. 

The subjects to be discussed are listed, and with¬ 
out further ado, we will get directly into the busi¬ 
ness of the evening. We will not follow the exact 
order in which you see them printed, but I will 
start it off by asking Mr. Solter about the Good 
Samaritan Act, which the legislature passed and 
the Governor signed in a recent session. 

Would you define this act and state what effect 
it has on the doctor’s obligation to render aid at 
the scene of an accident and his liability for 
alleged negligence on rendering such aid. 

THE GOOD SAMARITAN ACT 

mr. solter: First of all, I am sure most 
of you have some idea what the Good Samaritan 
Act or law is. To state it simply, it is a law that 
is designed to free the physician from liability 
when he stops in good faith to render aid in an 
emergency. 

One might ask why it is necessary to have 
such a law. Contrary to public belief, it is not 
because there has been a rash of malpractice suits 


May, 1966 


61 






directed at doctors under such fact situations; 
it is more the fear that such would be the case 
that has made it necessary for several of the legis¬ 
latures in the country to consider whether such 
an act would be advisable and helpful as a matter 
of oublic policy generally. 

Since the end of the last war there has been 
in this country a marked increase generally in 
malpractice claims and suits. I am not referring 
now to the emergency aid situation that we are 
dealing with, but in a general sense there has 
been an increase of about 14 per cent, according 
to the American Medical Association. As a re¬ 
sult of this, most doctors — 29 per cent, according 
to a survey of the Association — have covered 
themselves with some form of liability insurance, 
in varying degrees of coverage, in the event they 
are sued or claim is made against them on the 
basis of malpractice. 

Of course, the continued growth in the number 
of malpractice claims has caused an increase in 
the insurance premiums, and in some instances, 
in some areas, which I believe Mr. Israelson will 
discuss with you, it has been a considerable hard¬ 
ship, because it seems that there is some sort of 
geographical character about these malpractice 
claims and suits and causes the premiums to go 
up. Yet they are affected generally, although most 
of the claims are in certain specific areas of the 
country. 

Research indicates that actually there are very 
few claims that arise out of emergency care 
rendered by a passing physician at the scene of 
an accident or in some other circumstance where 
the normal doctor-patient relationship would not 
have an opportunity to exist. 

1 he increase in claims in malpractice suits has 
brought about an awareness on the part of doctors 
which has, in turn, generated in them a fear that 
they should not stop and get involved. They fear 
that they will be charged with a hasty and incom¬ 
plete examination, with improper treatment, with 
a failure to follow an accepted or standard 
procedure in a given situation, with assault and 
battery for failure to obtain consent, and with 
not following a case to a conclusion. After the 
doctor renders aid, the ambulance arrives and 
takes the patient off to the hospital, and the doctor 
doesn’t follow up, which would seem perfectly 
natural once he is in the hands of an attendant 
or at least delivered to the emergency room. But 


doctors have been sued for failing to follow a case 
once they have undertaken to treat it. 

There are valid reasons for their fear, I think. 
Some fear that the lack of proper equipment at 
the scene of an accident will hamper them; they 
fear that under the circumstances, they will have 
to exercise an immediate matter of judgment on 
a situation that they are not totally familiar with; 
or they fear that perhaps their own specialty 
has not equipped them, since the days of medical 
school, to handle the situation they may run into 
at an emergency. 

There is some opposition to this law even 
among lawyers. They fear that perhaps this law 
sets up a special shield for doctors, whereas it 
does not pertain to a lay individual. Doctors are 
being protected in a situation where they above 
all are more equipped and ready to handle a situa¬ 
tion than a lay person would be. In substance, 
they feel that the law should read “any person,” 
and not just doctors, who stops and renders aid 
should be protected by the statute. 

The pressure of this problem in the last few 
years has culminated in the passage of statutes 
of this type in 15 states. There may be one or 
two that have passed it in the last few months 
that I have not been able to pick up, but at the 
beginning of 1963 there were 14; and I know 
that Maryland has now joined the list. 

The California statute was the first one to be 
passed, in 1959, and is the forerunner. It really 
is the simplest, and I will read it. 

No person licensed under this chapter who in good 
faith renders emergency care at the scene of an emer¬ 
gency, shall be liable for any civil damages as a result 
of acts or omissions by such person in rendering the 
emergency care. 

When it refers to “no person licensed under 
this chapter,” it is referring to doctors, nurses, 
and the like under the medical chapter of the 
California Code. That does not mean any person 
generally. 

In 1961 and 1962 the other states followed 
along. They vary in the actual wording and con¬ 
text of the statute, but basically most of them 
follow the California pattern. In Maryland, in 
1963, the legislature passed Senate Bill No. 117, 
which the Governor has signed and which will 
become effective on June 1, 1963. 

That statute reads as follows: 

A physician licensed to practice medicine by the Board 
of Medical Examiners of the State of Maryland, who in 
good faith renders medical aid, care not in a hospital, 
and assistance, for which the physician receives no fee or 
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compensation, at the scene of an accident, shall not be 
liable for any civil damages as a result of any professional 
acts or omissions by him, not amounting to gross negli¬ 
gence. In rendering such aid, care and assistance, the 
physician shall have the defense against any action not 
amounting to gross negligence, for negligence or mal¬ 
practice brought against him because of any professional 
acts or omissions in the rendering of such care, aid and 
assistance. 

Right off the bat you see that our legislature 
has inserted an exception in the form of gross 
negligence. In other words, you are protected 
from ordinary negligence but not from gross 
negligence. This opens up a big area of what is 
gross negligence. All I can do is tell you what 
our Court of Appeals has said about it and define 
it. Usually it comes up in connection with the 
operation of a motor vehicle or some other 
instrumentality that is capable of rendering harm 
and injury. Nevertheless, for what it is worth, 
these are some of the definitions that have been 
given for gross negligence. 

It is the omission of that care which even an inatten¬ 
tive and thoughtless person never fails to take of his 
own property. It implies malice and evil intention. Gross 
or criminal negligence is a wanton or reckless disregard 
of human life. 

The word “wanton” means characterized by extreme 
recklessness and utter disregard for the rights of others. 

Conduct to be in reckless disregard of the safety of 
others must not only be done with the knowledge of the 
risk involved but with perception of the extent thereof 
and realization that the conduct involves a high degree 
of probability that substantial harm will result from it. 
An attempt to discharge a high moral duty cannot be 
termed negligence unless the actor’s conduct exhibits such 
a reckless indifference to danger as amounts to rashness 
entailing almost certain injury. 

That last sentence, I think, certainly should 
apply in the case we have been discussing. 
Frankly, I think this whole thing is a big tempest 
in a teapot that his been grossly exaggerated. 
Records of the courts and the medical societies 
show there are very few instances where any 
such claims have ever been brought, and yet 
these statutes have been brought about because 
of a fear on the part of doctors that they will be 
brought. 

Perhaps the statute will relieve the minds of 
some at least while in Maryland. I don’t know 
whether they will have any list they can check 
as they pass from one state into the next to make 
sure they can stop in West Virginia, for instance, 
and help somebody or not. But suffice it to say, 
in my humble opinion, I think the need for the 
law is greatly exaggerated; but since it has now 
come on the statute books, I think it is probably 
one of those laws that eventually should be turned 


over to the American Bar Association for con¬ 
formity so that it would be uniform in all states. 

If anybody is interested in a capsule comment 
on the subject, I suggest you read the May issue 
of Reader’s Digest. There is a fairly short and 
concise article on the point there. 

dr. fisher: Mr. Israelson, would you like to 
comment on this act. 

mr. israelson: Mr. Solter has covered it most 
thoroughly. The only note I would make on it 
would be to try to give a practical illustration 
of the remoteness of any charge or claim under 
this act. When Mr. Solter defined gross negli¬ 
gence so well, that was the legal definition. To 
give an idea of how it applies in law, manslaughter 
by automobile calls for proof of gross or wanton 
negligence. In Maryland, while we have roughly 
400 to 500 motor vehicle fatalities in the course of 
each recent year, the ability to prove wanton or 
gross negligence is so very difficult, even in cases 
of the worst and most flagrant abuse of the law 
—such as drunken driving and driving at tre¬ 
mendously high speeds—that there are rarely 
more than possibly one, two, or three convictions 
in any of those cases in the course of a year. 

My understanding is that the American Medical 
Association in one recent publication indicated 
there were only approximately four, five, or six 
of these claims throughout the whole country. I 
agree that it is somewhat of a tempest in a teapot, 
but now the medical profession is fully protected. 

REPORTING MEDICALLY UNFIT 
AUTOMOBILE DRIVERS 

dr. fisher: Mr. Israelson, to move to the next 
question, it is commonly stated a significant 
percentage of all accidents are caused by medical 
disability on the part of drivers. Without de¬ 
bating that, would you assess for us the doctor’s 
duty and his liability in reporting possible disabl¬ 
ing disease in his patients to the Commissioner 
of Motor Vehicles. And would you carry this a 
little further and suggest what combined efforts 
on the part of our two professions you would like 
to see brought about in order to better protect 
the public in this regard. 

mr. israelson : The reluctance of doctors to 
report medically and mentally disabled drivers 
to the appropriate authorities is understandable, 
principally reflected in the starry-eyed light of 
youth and of the relatively early age at which 
they take the Hippocratic oath, which forbids 
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them from divulging the communications of 
their patients. However, this reluctance should be 
weighed against the doctor’s duty to the public 
and to the patient and, secondly, to the lack of 
any liability for so reporting. 

Taking those two in reverse order, commenting 
shortly on the lack of liability: in common law, 
physicians, when called upon to testify as 
witnesses, could not decline or refuse to disclose 
any information on the ground that such informa¬ 
tion had been communicated to them confi¬ 
dentially. While this condition of the law has been 
looked on with disfavor by distinguished judges 
and by the profession generally, some of the 
states have enacted statutes making the communi¬ 
cations between doctor and patient confidential. 
Maryland is not one of those states. 

In Maryland, following the common law, 
doctors in court, in non judicial proceedings—in 
fact, in any others really short of slander or 
libel, which is of course handled under a different 
category—none of these really have a legal 
liability for divulging patient information. 
Basically, then, any reluctance would go to the 
problem of ethics. 

I think that should be weighed against the duty 
that I spoke of, both to the public and to the 
patient. In the last few years the public has been 
keenly alerted to the physically impaired driver. 
Many of the magazines and newspapers have re¬ 
ported episodes in which a physically impaired 
driver has been the cause of an accident. 

Time Magazine, May 3, 1960, reported the 
findings of Dr. Nelville Murray, a Scottish-born 
psychiatrist, in San Antonio, who first spoke 
before the American Psychiatric Association 
about a peace-of-mind drug that resulted in 
drivers’ actions bringing injury to both themselves 
and to others. 

Wide press coverage was given to pep pill 
abuse, from benzedrine to amphetamine. In one 
instance, a truck-bus crash in or near Tucson, 
Arizona, resulting in the loss of nine lives, was 
traced directly to such use, according to the re¬ 
port of the investigators from the Interstate 
Commerce Commission. 

Nezvs Week, in a recent issue, gave front page 
coverage to a Pennsylvania law requiring appli¬ 
cants to present health certificates from doctors 
and, following that, under a new program which 
I believe has already been instituted in that state, 


organized and developed by the state secretary of 
health, Dr. Charles L. Wilbur, and a medical 
advisory committee, Pennsylvania plans to require 
all drivers to have periodic health examinations 
every ten years up to the age of 60 and every 
five years thereafter. 

Currently Maine, Delaware, Illinois, Indiana, 
New Hampshire, the District of Columbia, and 
possibly some others in the most recent enactments 
of the legislatures, require complete re-examina- 
tion upon renewals of driving privileges at certain 
ages, usually 65 or 70. 

It may interest the doctors in the audience to 
know that one alleged authority on the subject, 
speaking of doctors as drivers, claims they are 
the most inept, irresponsible, and unprofessional 
of all driving license holders; their minds are 
elsewhere, on life and death matters; they con¬ 
stantly worry about finding a parking space; they 
are always in a hurry, rushing to a sick patient or 
to a hospital. 

I would like to interpose a defense on behalf 
of the doctors. I don’t think they are any worse 
than the average driver on the street, and probably 
a little better. I just feel that they are a little 
more conspicuous and more easily identified by 
the MD or the blue cross on their cars when 
they happen to make a driving faux pas. 

The state of Connecticut was recently chosen 
by the United States Public Health Service for a 
study to determine the relationship between the 
health of drivers and traffic accidents. They 
arranged a 43-foot mobile unit, a trailer, to move 
around the state as an examination center. It will 
be used for the performance of ten different 
health checks, chiefly for hearing and visual 
impairment, diabetes, anemia, heart and lung 
diseases, and even driving aptitudes. 

Tn 1958 the Florida State Department of Public 
Safety examined more than a half million people 
in that state and found that approximately 11,000 
— these are drivers already licensed — failed to 
meet visual requirements; 31,000 needed glasses; 
and more than 1,300 needed special car equip¬ 
ment to provide for safe driving with the physical 
disabilities that they had. The examiners referred 
many persons to doctors as part of the program. 
Investigating certain specific accidents they had on 
record, more than 11,000 license holders were 
told to report for re-examination. Out of this 
group 900 failed to pass the examination, and 
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their licenses were taken away. About 1,200 were 
restricted to glasses, and 216 of these re-examined 
people were required to get the special equip¬ 
ment to enable them to drive safely. 

In that same group, 800 medical reports from 
the medical society of Leon County were received 
concerning drivers suffering from epilepsy, heart 
attacks, diabetes, blackout spells, and alcoholism. 
A recommendation is being made making it 
mandatory for doctors to report drivers in those 
categories who they know to be driving auto¬ 
mobiles. 

The Journal of the American Medical Associa¬ 
tion recently reported a grant of $809,000 to the 
Harvard University, Department of Legal 
Medicine, for research on fatal highway collisions. 

Recent medical studies show that bus and truck 
drivers suffer beyond the average from ulcers. 
The stress and strain of operating big equipment 
over the highways and on the city streets for long 
intervals and meeting pretty steady deadlines and 
schedules produce strains in these men apparently 
manifested by ulcers. When you think of that as 
being accompanied by the usual symptoms and 
evidence of this disease of abdominal pain, weak¬ 
ness from bleeding, the necessity for special diet, 
these symptoms hardly lend themselves to effi¬ 
cient and safe driving. Stomach cramp or spasm, 
anything that may cause a momentary inattention 
to the wheel and to what is ahead of them can 
follow; and of course it only takes a moment for 
an accident. 

Sedatives, tranquilizers, pep pills, and similar 
drugs all add to the fatal statistics on the high¬ 
way. 

So much for the realization of it. The AMA’s 
Committee on Medical Aspects of Automotive 
Safety discussed these points and passed its 
opinion. First, a physician should not determine 
what physical or mental conditions render a par¬ 
ticular patient an unsafe driver. The examining 
physician should furnish only specific clinical in¬ 
formation with respect to pertinent specified con¬ 
ditions. The determination of whether or not the 
patient is an unsafe driver should be left to the 
motor vehicles administrator. The administrator 
should avail himself of competent medical advice. 

Several states have attempted to establish these 
criteria, but the responsibility, in the opinion of 
this committee of the American Medical Asso¬ 
ciation, is that the doctor should report the medical 


facts. He need not assert his own opinion that 
the patient is or is not an unsafe driver, but they 
believe he has an obligation to report them to the 
motor vehicles authority. In Maryland that 
authority is the Department of Motor Vehicles. 

I inquired at our department and was pleasantly 
surprised to find that they have a routine which 
lends itself to this very recommendation. They 
have a medical advisory board which meets twice 
weekly. They have 15 doctors on whom they call 
to attend these meetings. The number at each 
meeting is five. Usually these are distributed among 
the following specialties: neurology, psychiatry, 
internal medicine, surgery, and orthopedics. They 
then have the license reviewers, of whom there 
are six, and a Mr. Robinson. One of the six 
hears only medical cases. He advises that up to 
now the doctors bear out this reluctance to report; 
but he is hopeful, with the assurance that it not 
only implies no liability on the doctor but really 
calls for a duty on the doctor’s part to do so, 
that more doctors will feel inclined, when they 
come upon these people with any disease or any 
disability that would make them a danger on the 
road, to call the Department of Motor Vehicles. 
Here is what would then happen. 

Typically, someone will call and say, “My 
father is now of an age and has such a condi¬ 
tion that he should not really drive a car. We 
are fearful for his safety,” and of course they 
really mean they are fearful for his safety and 
the safety of others. When that happens, the 
DMV communicates with the person and asks him 
to report to their headquarters. The person is 
then interviewed by Mr. Robinson. He tries to 
elicit all medical information that might be helpful 
in appraising him. He gets the person to sign an 
authorization for release of information from 
his doctor or from a hospital and forwards 
this to the medical advisory board for review. 
If he feels there is an imminent danger, he will 
suspend that license immediately, pending review 
and decision by the board. If the medical board 
wants to see the man himself or examine him, 
they will call him for that purpose. 

This board’s recommendation to the reviewer, 
Mr. Robinson, is only advisory, but this advice 
is almost always followed. If it is suggested that 
his license be revoked, that is done. I think that 
this is a great step toward getting unfit drivers off 
the road. 
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One of the most recent public relations or ad¬ 
vertising projects that I have seen on the bill¬ 
boards is: “Drive as if your family were in the 
other car.’’ I think it is an excellent slogan. 

I think this follows the same theme, that it is 
the duty of the doctor to report these people and 
to let a medical advisory board decide whether the 
highway statistics cannot be lowered by getting 
disabled drivers and dangerous drivers off the 
street. 

dr. fisher: Mr. Solter, would you take that 
briefly. 

MR. solter: Just a couple thoughts occurred 
to me. Apparently the system now in effect here 
is sort of a voluntary one and probably comes up 
in connection with compulsory re-examination of 
drivers under certain circumstances. For instance, 
when there is a fatal accident, the driver, whether 
he is at fault or not, has to be reviewed. With the 
compulsory re-registration of drivers periodically 
you have to answer certain questions, I believe, 
on the application, such as whether you have 
eoilepsy, are subject to coronary, and so forth. 
As a result, these things come to the attention of 
the commissioner more or less on a voluntary 
basis, or where the driver himself furnishes the 
information. 

I think the answer probably is eventually a 
matter for the legislature in a statute that would 
set up certain requirements whereby doctors 
would have to report these various specified con¬ 
ditions without opinion as to whether or not 
they affect the driving, and then have a board 
established with the power to make recommenda¬ 
tions with some sort of appeal provision for the 
driver. 

You can see that this would be a serious thing 
for a person w'ho must drive in order to make a 
living, so there must be adequate safeguards of 
the private interest as well as the public welfare. 

You may have noticed in the paper a night or 
two ago an article telling of a car having gone 
through a wall right into a building. The caption 
under it was: “Police investigated and found 
that the driver was a 76-year-old lady who was 
dead.” They were going to turn it over to Dr. 
Fisher, 1 think, to determine whether she died 
before or as a result of the accident. 

I would like to drop the ball in your lap for 
a minute, Russ, because I heard you recently 
give a brief statement to us about this problem 


of people who die and cause an accident and 
those who die as a result of an accident. 

dr. fisher: I would confirm the fact that we 
have a real problem here. If the doctors can 
within their own ethics help to prevent these un¬ 
necessary accidents by helping the Department of 
Motor Vehicles to insure that only safe drivers 
are on the road, then it would seem wise to do so. 

The statistics to which you referred, I think, 
were those that came from a survey of drivers 
found dead in automobiles involved in fixed-object 
collisions over a period of several years. Sur¬ 
prisingly enough, some 19 per cent of the drivers 
found dead after the crash in this series were 
found not to have had fatal injuries but to have 
had fatal disease. So that at least in this selected 
group of people who run off the road or run 
into fixed objects, disease accounts for the 
accident in nearly 20 per cent. I think this con¬ 
firms the fact that we have a problem, and I 
think the suggestions made here tonight may stir 
up a little action in dealing with them. 

EMERGENCY MEDICAL CALLS 

Let us move on to another subject. A recent 
innovation in the Baltimore City Medical Society 
of a screening panel has caused considerable 
interest and comment. As you know, for a num¬ 
ber of years the medical society has sponsored a 
program through Physicians’ Exchange whereby 
any patient who did not have a family doctor and 
who needed a doctor in an emergency could call 
and he would be put in touch with a member of 
the panel of doctors who took these emergency 
calls. 

This was not intended to take all calls just 
because a patient’s doctor had gone to the movies 
and he couldn’t be reached right away, but rather 
to supply doctors in emergencies when the patient 
did not have a family physician or could not reach 
his relief. 

The society a year or so ago altered this pro¬ 
gram in order to lessen the burden a little bit 
on the panelists, the men on call, so that each 
member of the society acts in rotation for a 
twelve-hour period as a screener on these calls. 
That is to say, they are reported first to a doctor, 
not the one who might ultimately make the call 
but simply to one who screens the calls to decide 
if indeed it is an emergency situation, if indeed 
the patient needs a doctor to come to the home, 
or whether an ambulance should be dispatched. 
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He reaches a decision on the basis of talking with 
the person who calls in and advises the caller ac¬ 
cordingly; either he will send an ambulance, or the 
patient doesn’t need a doctor, or he should see 
his own doctor tomorrow, or what-have-you. 

At any rate, he ends up producing advice via 
telephone, and this has interested us a lot. I would 
like to pose a question: What in your opinion is 
the liability of the physician who serves on this 
screening panel for the action he recommends ? 

mr. solter: For those of you who are not 
members of the Baltimore Medical Society, in the 
Yellow Pages under “Physicians” there appears 
a little ad, if I may call it an ad. It reads as 
follows: 

When you cannot locate your doctor, call Physicians’ 
Exchange, PLaza 2-3340. If you cannot reach your doctor 
in an emergency, call Medical Service, PLaza 2-1400. 

As I understand it, the last number is the one 
to which Dr. Fisher has just referred. First of 
all, as I understand it, an operator answers the 
call and does a little preliminary screening before 
she even calls the screening doctor. She then 
calls the doctor and fills him in briefly before he 
talks to the individual. So there is sort of a 
monitor sendee set up so that when the doctor 
does take the call, I believe the call is monitored 
by the operator, and perhaps—I don’t know 
whether it is true or not, but maybe it should be 
done—some notes or records could be kept, over 
and above just the name and address and the date 
and the time, of just what transpired. I think this 
might be some sort of protection if somebody did 
cause trouble later. 

In any event the questions to be answered are: 
Is a doctor needed now? Is an ambulance needed? 
Or is it something that you can tell them to hold 
until morning and go to the out-patient depart¬ 
ment or their own doctor, or find some doctor 
that will see them ? 

This is a pretty tough job, I would think, with 
the specializing in various fields. Frequently, when 
your turn is up, you might get some kind of case 
with symptoms that you are not familiar with, 
or disease you are not familiar with. You 
probably would refer a doctor to the case just 
out of good judgment or a fear that you might 
say the wrong thing, but in any event, this is a 
very difficult problem for a lawyer to answer, 
as to what the liability is under these circum¬ 
stances. 

Bear in mind we are not talking about the 


doctor to whom this call is eventually referred, 
if the screening doctor thinks a doctor should be 
called; we are just talking about the screening 
doctor. 

Of course, generally, it is the duty of a 
physician to use the reasonable care and skill that 
are usually exercised by reputable physicians in 
the same community. That is the rule of thumb 
you have to follow. You have to exercise your 
own judgment as you see it at the time. 

In researching this matter, I could find no case 
squarely on point. That does not say there is not 
one, but I was unable to find one. The closest 
case I could find was a New York case. Here 
suit was brought against a hospital and a 
physician for failure to treat the plaintiff’s de¬ 
ceased husband. The plaintiff—the wife—took her 
husband to the hospital and informed the 
personnel at the desk that her husband was ap¬ 
parently having a heart attack. She also told the 
hospital personnel that they were members of 
some certain insurance plan. The hospital told 
her that they didn’t handle patients under that 
plan. The nurse then called a doctor of the in¬ 
surance plan on the phone, telling him the situa¬ 
tion and describing the symptoms. The nurse then 
gave the telephone to the patient, who talked to 
the doctor and described his pains. The doctor 
told him to go home and come back when the 
insurance plan clinic was open. The patient died 
during the night. 

The trial court dismissed the complaint against 
both the hospital and the doctor, but the Court of 
Appeals of New York took care of the situation 
and reversed, holding that a prima facie case had 
been established against both the hospital and the 
doctor and said that a doctor who undertakes to 
examine or treat a patient and then abandons 
him may be held liable for malpractice. 

Actually I think that applies a little bit more to 
the second step in your procedure, but there it 
is for what it is worth. You would, I think, have 
to be extremely careful in using your judgment 
in these matters. 

The fact that this is a gratuitous service doesn’t 
relieve you from liability if you in fact are negli¬ 
gent under the definition which I have just given 
a few minutes ago. Having once undertaken to 
offer the service, the doctor must exercise that 
reasonable care and judgment that is accepted in 
the community in his advice. 
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I was asked whether I thought that the asso¬ 
ciation as a group or as a unit would have any 
liability in a case of a doctor who negligently 
carried out this service. It was my opinion that 
the association probably would be exempted from 
liability because of its character and the fact that 
it is a non-profit organization which is rendering 
this service as a public service. But I am sure that 
could be debated cpiite extensively. 

Of course, if the doctor is called as a result of 
the screening service, he must then go ahead and 
take the case and follow through to a reasonable 
conclusion until the patient is in the hands of 
someone who is competent. 

I would like to say this at this juncture, before 
I close on this point, that I think there is a lot 
of fear of malpractice suits and liability on the 
part of doctors that is unjustified. It has been 
exaggerated because of the facts you see in the 
unusual case. I would like to read to you from 
one of the recent Maryland decisions what the 
plaintiff has to prove in a malpractice case in order 
to recover against you if you should be sued. This 
is a quote from Suburban Hospital Association 
Incorporated v. Mewhinney. 

Tt is settled in Maryland that the burden of proof in a 
malpractice case is upon the plaintiff to show a lack of 
the requisite skill or care on the part of the physician 
and that such want of skill or care was a direct cause 
of the injury; proof of either of these is wanting, the 
case is not a proper one for submission to the jury . . . 
General rules of negligence apply to malpractice cases as 
well as to ordinary claims of negligence. Therefore, to 
constitute actionable negligence, there must be not only 
causal connection between the negligence complained of 
and the injury suffered, but the connection must be by 
the natural and unbroken sequence without intervening 
efficient causes so that, but for the negligence of the 
defendant the injury would not have occurred. It must 
not only be a cause, it must be the proximate cause. 

That is a stiff burden of proof for those of 
us who are in the area of negligence trial work, 
and I submit to you that it is a most difficult one 
to meet. Proof of that is that in the Maryland 
reports you will find that most malpractice cases 
that go to the higher courts end up—if they didn’t 
end up below in favor of the defendant — in favor 
of the defendant, the physician, and the hospital. 

LAWYER-DOCTOR LIAISON IN 
TRIAL WORK 

dr. fisher: We have one other question to be 
discussed here this evening. I am going to start 
by asking Mr. Israelson to discuss it and to round 


off the program by giving Mr. Solter a turn at it 
also. 

There are frequent problems in communica¬ 
tion between doctors and lawyers. Would you 
like to list several of these and suggest at least 
one method of dealing with each in the interest 
of better communication between the two profes¬ 
sions ? 

mr. israelson: In approaching this, I selected 
what I think are probably four of the outstand¬ 
ing problems and approached it with the hope that 
in defining them, in discussing them, it may tend 
to draw our two professions closer together, help 
each to understand the other’s problem, and pos¬ 
sibly work a little more to eliminate them as 
problems. 

The two professions meet most frquently in 
the personal injury field. You have two groups 
of physicians: the physician who has made up his 
mind he will accept these cases and will cooperate 
in their handling and the physician who will not. 
The first problem that arises is that of reporting 
on the case. Either a doctor is set up by inclina¬ 
tion and secretarially to handle this or he is not. 

If he is set up to handle them, then he should 
cooperate in reporting to the attorney on proper 
request. It is helpful, as you all by now have 
learned by the request of the attorneys, to report 
with several copies, because your report is not 
secreted in the lawyer’s file — not under our present 
practice. Our present practice in the last twenty 
some years has been led by Chief Judge Emory 
Niles. Judge Niles’ thorough administration of 
these discovery procedures has brought out of the 
darkness and eliminated surprise elements in the 
trial of cases by these procedures, which let both 
sides know what is in the other side’s file. This 
means not only witnesses in the case but, from 
your viewpoint, the medical reporting of the case. 
So, when your report is received, if you are to 
testify in the trial of the case, a copy of your 
report must go to the other side in response to a 
proper interrogatory. Therefore, it helps immeas¬ 
urably if you send your report in triplicate or 
duplicate, along with your bill, similarly in dupli¬ 
cate or triplicate. 

If the doctors understand that everything stops 
in the negotiation and processing of a personal 
injury claim until their report is received and 
appreciate that this puts an absolute brake on the 
process of handling the claim, helping the patient 
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Partners in misery: 
common cold and duodenal ulcer' 





2 century or two ago our forefathers believed that 
the common cold was caused by an excess of evil 
humors. Today we regard these baleful humors 
as a result of the cold rather than its cause. Only in 
the last ten years have some of the offending 
viruses been cultivated, and we now know many 
others can be transmitted to human volunteers 
although they cannot yet be grown in the laboratory. 
Various body defenses react to infection by a virus, 
and in the respiratory tract the lung is protected by 
the phagocytic properties of the pulmonary alve¬ 
olar macrophage. 1 

Because of the brief history and large proportion of 
unidentified viruses, effective prophylactic vaccines 
have not yet appeared. A universal antiviral agent 
seems even more remote. Meanwhile, these viruses 
continue to produce epidemics of upper respiratory 
infection at seasonal intervals, particularly in 
spring, fall and winter, during which they propagate 
and distribute progeny indiscriminately. As a result, 
they are responsible for significant work loss. Since 
the immunity afforded is temporary, recurrent infec¬ 
tions are common. 

This recurrent morbidity in spring and fall is shared 
by duodenal ulcer, itself a cause of significant loss 
in wages and medical expense. Thirty years ago 
Emery and Monroe reported 1,279 recurrences of 
peptic ulcer of which 13 per cent could be attributed 


to upper respiratory infection, thus confirming a 
long-held clinical impression. 2 While the inflam¬ 
mation, congestion and secretion of the mucosa of 
the nasopharynx in the common cold, and the hyper¬ 
emia and hypersecretion of the gastric mucosa dur¬ 
ing acute exacerbation of a duodenal ulcer may not 
be directly linked, it is probable that the miseries of 
the infection are reflected in the pain of the ulcer. 
The following case history illustrates this point. 


Case report A 48 year old white male executive, suffer¬ 
ing from hematemesis and melena for 12 hours was admit¬ 
ted to hospital on April 8, 1965. He gave a history of duo¬ 
denal ulcer proved by x-ray studies 23 years previously. In 
the intervening years he suffered from typical epigastric 
pain occurring two hours postprandially, usually for two 
or three weeks each spring and fall. A hospital admission 
two years earlier had followed hematemesis of moderate 
amount. 



normality of chronic duodenal ulcer due to spastic rcw/rdtjln 
tions and scarring. Hr 


The present admission was preceded by a recurrence of 
pain during a period of unusual business pressure. In addi¬ 
tion he caught a cold one week before his entry to hospital 
and his already irregular eating habits were made more so 
by loss of taste and appetite, blocked nose and general 
malaise. During the final 36 hours he used aspirin to re¬ 
lieve his cold, taking 2 or 3 tablets with a glass of water on 
6 or 7 occasions. Before retiring he drank a glass of hot 
toddy. 

He awakened about 1 a.m. and vomited dark red blood 
and recently ingested food mixed with whisky. Melena 
followed and he was transferred to hospital. On admission 
he was pale, cold and sweating. Apart from epigastric 
tenderness and black stool on the examining finger after 
rectal examination, his general physical examination was 
not remarkable. Temperature was normal, pulse was thin 
and thready with a rate of 114 beats per minute, and blood 









Typical site of duodenal ulcer showing anatomical rela¬ 
tionship to gastroduodenal artery and common bile duct. 

pressure measurement was 104/60mm. of mercury. Hemoglobin esti¬ 
mation was 8.6 grams per cent, but white blood count, chest x-ray and 
urinalysis were within normal limits. No further bleeding occurred. 
After blood transfusions and a suitable medical regime he was dismissed 
two weeks later and advised to return later for consideration of surgery. 

t he care of the ulcer patient suffering from a viral infection of 
the upper respiratory tract is additionally handicapped by the 
local and constitutional symptoms so produced. Indifference 
to food often makes it difficult to "feed a cold” even in a patient 
without an ulcer. In the ulcer patient this becomes more than 
a homily, for malaise and apathy towards irksome routine 
produce a lack of interest in adhering to an ulcer program and 
result in its eventual failure if these symptoms are not relieved. 
The absence of curative treatment for these viral infections has 
spawned many a strange therapeutic offspring and some of the 
more generally accepted remedies contain a special risk for the 
ulcer patient. 

To the gastric physiologist, the shot heard around the world 
was not fired at Concord but was discharged through the stom¬ 
ach of Alexis St. Martin. The worthy voyageur had a more 
than modest thirst and on several occasions William Beaumont 
observed through the resulting fistula the changes of gastritis 
which followed an immoderate ingestion of alcohol. 3 It is now 
well known that alcohol stimulates the production of gastric 
juice and the patient with an ulcer, even in remission, should 
not drink alcohol without first taking food, milk or antacid. 
The use of various alcoholic remedies for the common cold is 
|to be strongly discouraged in this type of patient. Factors al¬ 
ready present can produce an acute exacerbation of ulcer symp¬ 
toms without the added stimulus of alcohol. 

Headache and facial pain, sore throat and generalized aching 
are subjective discomforts of viral infections of the upper res¬ 
piratory tract or their complications. Relief from them is 
usually sought in the family medicine cabinet, and of all the 
medications habitually stored there, salicylates are the most 
frequently used. Oral ingestion of salicylates has produced 
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substernal pyrosis and some¬ 
times epigastric pain in sus¬ 
ceptible individuals. Bleed¬ 
ing from erosions of the 
gastric mucosa has followed 
their use and has been severe 
enough in some instances to cause hematemesis and 
melena. 4 It has been suggested that interference 
with the protective mucous layer of the stomach 
allows this to happen. There is no evidence that 
hypersecretion occurs, but the taking of aspirin has 
been followed by exacerbation of ulcer symptoms 
and occasionally by gastrointestinal bleeding. 5 The 
ulcer patient with a cold should take salicylates with 
an antacid, or preferably other means of sympto¬ 
matic relief should be found. 


Caffeine has two actions on gastric secretion. One 
directly stimulates production of acid and the other 
potentiates the out-pouring of gastric juice as a 
response to other stimuli. 6 In high doses to animals, 
it has produced erosive gastritis and peptic ulcera¬ 
tion. Caffeine-containing beverages are discouraged 
for the ulcer subject and forbidden during an acute 
exacerbation. 7 Many cold remedies contain caffeine. 

To sufferers from allergic rhinitis springtime brings 
symptoms of nasal obstruction, loss of taste and 
smell and malaise similar to those caused by viral 
infection but due instead to allergens which at that 
time of year are principally tree pollens. Relief from 
these symptoms can be obtained, though not wisely, 
by the use of steroid medication. Unfortunately, 
chronic sufferers from these allergies have used this 
approach with varying degrees of success. Steroid 
hormones increase gastric secretion and delay the 
healing of experimental ulcers. 8,9 Clinically their 
administration has been associated with reactivation 
of healed duodenal ulcers, and with bleeding and 
perforation which were not always preceded by 
typical ulcer distress. Because of these harmful 
effects, their use in the ulcer patient is best avoided 
for other than serious medical problems and then 
only with adequate antacid coverage. 


Summing up It is immaterial by which pathways 

the malaise and lassitude, depression and irritability 
activate an ulcer, but it is the physician’s responsi¬ 
bility to ensure that the medications he selects to 
relieve the symptoms of a cold do not further aggra¬ 
vate the ulcer. 
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conclude his claim, and payment of the doctor’s 
bill, they would honor the request for reports as 
quickly as they can. 

Reporting in these cases is just as much an 
obligation of the doctor who accepts the treat¬ 
ment and handling of it as the treatment itself. 
The doctor should never, of course, exaggerate or 
misstate his findings, his appraisal or his prog¬ 
nosis, any more than any other report should be 
exaggerated. 

As to those who don’t handle these cases, I 
lament their decision, and I have a feeling that 
Judge Niles would agree that those doctors who 
rid themselves of the problem by saying, “1 just 
won’t handle this kind of case,” are really de¬ 
priving both the patient and the judicial processes 
of some of the most competent and able advice 
in the medical field. 

The next problem is what bothers you doctors 
so much: court attendance. The doctor’s quite 
valid objection is the wasting of his time, but both 
the doctor and the lawyer can cooperate much 
more fully in this sphere toward eliminating this 
as fully as possible—you will never eliminate it 
completely—under the terrible situation in which 
the legal profession finds itself today. 

For a combination of reasons, which commit¬ 
tees of the Supreme Bench and the Bar Associa¬ 
tion are trying to fathom and correct locally, there 
is a serious backlog of cases, and I am sure all of 
you have heard or read of the backlog in most of 
the courthouses of the metropolitan areas in 
the country. 

In one assignment, 209 cases were marked in 
the final assignment for one day, allegedly ready 
for trial with four civil judges operating the 
courts the following day. That is the unusual, and 
it is no use talking about the unusual or ex¬ 
ceptional. Let’s hope that this is a temporary 
situation and that it will revert to the former 
situation when cases could come up and be tried 
in normal course. 

Here is the procedure followed in the court¬ 
house in this city in connection with most of the 
personal injury cases. Three weeks before a case 
is tentatively scheduled for trial, the assignment 
commissioner sends out a postcard to the lawyers 
on both sides. Keeping in mind that at the 
optimum we have six civil trial judges in jury 
cases operating in our courthouse at any one time, 
you may wonder why the assignment commis¬ 


sioner sends out 100 cards—100 cases for a 
specific day three weeks hence. 

I think you will find the answer rather obvious. 
In the course of three weeks many cases are 
settled; many are postponed for various reasons; 
and what we are trying to do is line up with 
enough cases, maybe just a few more, so that the 
six courts will be kept busy. When we speak of 
being kept busy, this means busy throughout a 
trial day, because you have to have a small back¬ 
log in case one of the assigned cases on that day 
is settled at the last minute or postponed at the 
last minute, and the judges, wanting to keep busy, 
want another case ready to go. 

Of course, there is a multitude of reasons for 
postponements. Some of them are real; some of 
them are not so real. But many of them center 
around the absence of a witness, the absence of 
the client, the illness of a lawyer, the absence of 
a doctor, and many, many other reasons. 

Nevertheless, the doctor’s complaints are that he 
is notified to get ready; he puts time aside; he 
even cancels out office hours or eliminates some 
patients who are by set appointment. Then at the 
last minute he is called and told that the case is 
settled or postponed; in any event it is not going 
ahead. 

He also complains: “I get a summons, I come 
to court, and that morning, after I have gotten 
to court, I am told the case is settled or post¬ 
poned.” The last complaint is when the case goes 
ahead, the doctor comes to court, but he is kept 
waiting. 

These are valid complaints. To those in my 
profession, I lay at our feet a great part of the 
responsibility for this. It should be kept in mind, 
however, that the three-week notice is by no means 
more than a tentative notice, and it is utterly im¬ 
possible for the court, for the judges, for the 
assignment commissioner, or for the lawyers to 
know with any reasonable degree of certainty 
until one day before the trial that a case is or 
is not going ahead. 

When that takes place, after letting the doctor 
know tentatively a couple weeks in advance, the 
day before the trial is the first day of real activity. 
A call ought to go from the lawyer to the doctor 
or his secretary, telling him, “The case is in third 
or fourth position after the pending case. We may 
start tomorrow, doctor. I am sorry, that is the best 
we can tell you right now.” 
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At least alert the doctor. It is not definite, but 
it is a maybe. We know that doctors have difficult 
schedules. If the lawyer checks with the lawyer 
in the pending court case to arrive at some esti¬ 
mate of the likely termination hour of that case, 
and then takes into consideration the one or two 
other cases ahead of him, he may be able to say 
to the doctor the day before, “I think we will get 
started tomorrow afternoon, in which case, doctor, 
we can’t use you until day after tomorrow, be¬ 
cause the opening hours will be taken with jury 
selection, opening statement, factual witnesses, 
and so forth.” 

On the eve of trial, and still better at ten o’clock 
the next morning, when the final assignment of 
cases is made, the lawyer is in better position to 
say to the doctor, “We think we will be able to 
call you between one and two o’clock tomorrow.” 

I think this gives the doctor some assurance 
that he need not sit by for any part of the whole 
first day and then look for another call the end of 
that first day for a fairly definite hour on the 
second day of trial. 

One thing the doctors seem to resent is the 
issuance of a summons directing them to be in 
court at ten o’clock the next morning. You get 
a summons because the attorney must send you a 
summons. If he does not, and if he relies on 
merely telephoning and having you come in at the 
proper time, he lays himself open to severe 
censure from the judge if the case is on and the 
doctor is not there. The lawyer will very likely 
be asked, “Have you summoned the doctor?” If 
he dares admit he has not, the judge will direct 
him to proceed without the doctor, without the 
proof of injury, without the doctor’s appraisal of 
permanency, without even the doctor’s bill. 

Some of the doctors ask, “Why can’t my report 
be used instead of my coming to court?” Your 
report, excellent as it may be, detailed as it may 
be, does not contain all you will talk about in 
court. Still more important is the proposition that 
a report is not subject to cross-examination. You 
are. The opponent in the case has an absolute right 
to ask you questions, to try to qualify your 
opinions, to try to explain your findings and so 
forth, so that except in the very rare case that 
opposing counsel can stipulate, a report cannot be 
used. 

When the doctor appears in court, the attorney 
asks, and usually the court will grant permission, 


to remove the witness on the stand, take the doctor 
out of turn, permit him to complete his testi¬ 
mony, and then excuse him promptly. If a judge 
does not do this, there is usually a good reason 
for it. 

The third big problem has already been touched 
on by Mr. Solter, and that is the problem of mal¬ 
practice. I agree with him, although we are 
frequently found on opposing sides of the trial 
table, that malpractice is exaggerated greatly, par¬ 
ticularly here in Maryland. The newspapers and 
publications and reports out of California head¬ 
lining the tremendous verdicts they get out there 
—none of which, incidentally, have ever been 
gotten in Maryland—is quite natural to rouse in 
the doctor some fear. The fear goes not only to 
his pocketbook but it goes to his ego. It goes to his 
professional reputation, so I don’t blame the 
doctors for having the fear of it, but I would like 
to give you a few of the statistics I have been able 
to elicit. Unfortunately the State Insurance De¬ 
partment and the insurance companies do not 
segregate the statistics having to do with mal¬ 
practice claims and payments as well as we might 
want; they are rather fragmentary. 

This report was filed in December, 1962, with 
the State Insurance Department of Maryland. It 
is made by all companies reporting to the National 
Bureau of Casualty Underwriters. This includes 
approximately 150 out of 200 companies that 
report to the National Bureau. At the same time 
we ought to realize there are only four or five 
companies doing any appreciable business in 
Maryland. 

Here are the statistics, which, unfortunately, 
while filed in December, 1962, are somewhat be¬ 
lated in that they refer to the five years preced¬ 
ing; 1955, ’56, ’57, ’58 and ’59. They are the latest 
reports we are able to find. In 1955 there were 
24 claims; in 1956, 20 claims; in 1957, 25 claims; 
in 1958, 31 claims; in 1959, 35 claims. I am will¬ 
ing to assume there has been some increase in 
each of the next couple of years. 

I spoke about this with an attorney of top 
standing in our community who has had some 
experience in this, and he felt—and I am in¬ 
clined to agree with him—these sound like very 
low figures. However they are as complete and 
accurate as obtainable. 

In that five-year period, based on the premiums 
taken in by all these companies reporting, com- 
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panies which did business in Maryland, the 
earned premiums for the entire period were $638,- 
668. The incurred losses were $321,061, meaning 
there is a loss ratio in the entire five-year period 
from 1955 to 1959 inclusive of 50.3 per cent. 

That is not a strictly fair figure to the in¬ 
surance company because in between earned 
premiums and losses incurred are the under¬ 
writing costs and the costs of doing business. 

On the other hand, this statistic shows incurred 
losses, not paid losses, so that again there is an 
accounting difference there, it being, I believe, 
correct that the paid losses usually are below 
the reserves they put aside for what they call 
incurred losses. 

This is the latest report available. It is my 
understanding that insurance rates are supposed 
to be geared to the loss ratio experience in the 
state of Maryland. I am confident that your 
society checks this carefully. In my best judgment, 
it would not be equitable if Maryland doctors are 
paying premiums based on national experience, 
because we know that many states around the 
country have much higher losses. 

I am informed on good authority that at least 
one of our four major companies writing in 
Maryland is about to decrease its premium on 
malpractice insurance, which again would be an 
indication of the trend. If one does it, the four 
others are likely to follow suit. 

So this bogey man that has been conjured up 
to scare the doctors and to alienate their affections 
for lawyers is not quite so big and dangerous a 
fellow as the exaggerated headlines might have us 
believe. 

There is one other element of liaison where I 
think we could be on better ground. This has to 
do with the payment of doctors’ bills. This is an 
inexcusable negligence on the part of attorneys, 
and I see a good many of my friends who are 
counselors in the audience. I say to you, if nothing 
else, I have two suggestions. I will get right to the 
meat of it. 

In your power of attorney with your client, if 
you insert this, which I have incorporated into 
mine: “I further agree to be responsible for all 
depositions, medical, hospital, and other expenses 
as are necessary, and authorize my attorney to 
pay any that are unpaid out of my share of any 
recovery,” that goes halfway, because this author¬ 
izes the attorney to pay them. 


There is one more form I recommend to the 
lawyers, and I would recommend it to the doctors: 

Dear Doctor, I retained Attorney So-and-so to handle 
my claim for injuries occurring (date). Kindly furnish 
him with such information and reports as may be re¬ 
quested of you concerning my physical condition or 
treatments given both before and since said injuries. I 
agree that I am personally responsible for all charges 
incurred for examination, treatment and/or reports, and 
should there be unpaid charges for these or other pro¬ 
fessional services due by me or my family owing at such 
time as any sums are recovered by my lawyer, he is 
authorized and directed to pay such unpaid charges in 
full out of my share of any recovery. 

That would go three-fourths of the way. One 
more protection that the doctors can insist on if 
they care to, is to say; “I will be delighted to send 
you my reports, but, Mr. Attorney, please sign 
this last paragraph 

I agree to comply with the authorization and direction 
of my client and pay the bills rendered by you in full 
out of any recovery to be obtained for said patient or 
his family. 

Have the lawyer sign it, and you have a 
binding claim. I don’t think any lawyer of repute 
would fail to pay a doctor’s bill. 

dr. fisher: I am going to ask Dr. Classen 
and Dr. Ward to pick up any questions that may 
be written. While they are doing that, making a 
brief screening of these questions, I would like to 
ask Mr. Solter if he would like to comment on 
this general field of doctor-lawyer liaison. 

mr. solter: 1 certainly would like to comment 
on it, because I think that something has got to be 
done by both professions to erase the image as 
far as the lawyer is concerned of the demanding, 
selfish, inconsiderate person who is trying to use 
the doctor in order to make a big recovery and 
therefore a big fee, and the image of the doctor, 
on the other hand, of the prima donna who can’t 
take time to follow his case to the logical conclu¬ 
sion that his association with the patient demands 
under certain circumstances. 

I think that the two images are created by a 
small segment of both professions, but, as is 
always the case, the problem rubs off on every¬ 
body. The result is that you have unhealthy and 
unfriendly relationships existing. 

I would hope that some day a president of the 
Bar Association of Baltimore City or the Mary¬ 
land State Bar, or both, and the president of your 
society would form a joint committee to look into 
this problem, because I think it is extremely 
damaging to us both in the eyes of the public. 
Believe me, it is just as difficult from our side 
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as it is from yours, and I think the real answer to 
it is a simple one basically, and that is the use 
of common courtesy. 

It is just as discourteous to a considerate 
lawyer to call up a doctor and ask him about a 
court appearance and get on the other end of the 
phone: “Who do you think you are? I’m not going 
to court. I don’t testify and, furthermore, if you 
don’t like it, you know what you can do about it.” 
That happens, believe me. The only thing to do is 
issue a summons for him, and if he doesn’t come 
in, ask for a bench warrant or appropriate 
summons. By the time he gets in, if you have to 
use him, he has lost his effectiveness because he 
is so mad that it rubs off on his testimony, and the 
whole thing turns into a great big fiasco. 

I appreciate also the problem of the doctor who, 
without any prior notice, suddenly has a sheriff 
hand him a summons, particularly if he is one of 
the doctors who doesn’t get into the situation 
often. The oldtimers who are used to it know how 
to handle the problem, but I have had clients of 
mine who are doctors call me up in a panic and 
say they have a summons for ten o’clock to¬ 
morrow morning. “I have got six operations set, 
an office full of patients, and so forth and so on; 
what am I going to do ?” I won’t tell you what my 
advice to them is, but it can easily be worked out. 

I hope that this whole area can some day he 
explored and some helpful rules of mutual conduct 
developed that will make it easier for us, make it 
better for our patients and clients, and easier 
for the courts to cope with as well. 

dr. fisher: Here is a question directed to Mr. 
Israelson: What duty does the attorney have to 
pay an adverse medical witness that attorney may 
have to summons to court ? 

mr. israelson: When an insurance company 
requests an examination of the client, I permit it 
voluntarily without their having to get an order 
of court. If the report is reasonsably favorable, 
the attorney must ascertain if the opposing 
attorney is going to call the doctor to court. In 
one case I handled, although the opposing attorney 
said he was going to call the doctor to testify and 
indicated to the judge that he would, he failed 
to do so. So I summoned him. He then sent a bill 
for his testimony. I took the position that he had 
been called for examination by the opposing side; 
he had been paid by the opposing side, and should 


be paid for any court attendance made necessary 
by his examination. 

dr. fisher: Mr. Solter has two which I think 
are related to the problem of the Good Samaritan. 

mr. softer: These two questions overlap. What 
about a physician not licensed to practice in 
Maryland who in passing through Maryland en¬ 
counters an injured individual? Is he protected 
according to Maryland law ? 

The other question is the other side of it: Is 
a Maryland doctor protected by the Maryland act 
if traveling in another state and renders aid and is 
later sued in Maryland? 

This points up the problem I mentioned in the 
beginning. I would have to say, in answer to the 
first question, “Is a non-resident doctor protected 
in Maryland under the Maryland act?” the 
answer is no. The law specifically says a physician 
licensed to practice by the Board of Medical Ex¬ 
aminers of the State of Maryland. 

As to the second question, I would have to say 
no to that also, that the doctor from Maryland 
who is traveling elsewhere is not protected by 
the Maryland statute, but there might be more 
likelihood of that than otherwise if there is some 
comity between the states involved. This is not 
a reciprocal sort of statute in its present form, 
and I think these two questions clearly point up 
the need, if you are going to have the statute at 
all, to have it a uniform statute adopted in all 
states in the same language. 

Of course, that is a rather rough problem, but 
it has been done in many areas of the law and 
maybe some day a Good Samaritan will be a 
Good Samaritan, whether he is in Baltimore or 
San Francisco. 

dr. fisher: One further question along that 
same line: What is civil negligence as applied to 
the Good Samaritan Act? 

mr. solter: That would be what I pointed out 
earlier in my notes here. It is a failure on the 
part of the doctor to exercise that degree of care, 
or a reasonable degree of care and skill that is 
customarily exercised by reputable physicians in 
the same area. Basically it is using that accepted 
standard of medical procedure which is customary 
in the community in which you are practicing. If 
you don’t use that, then you have at least from a 
prima facie standpoint been guilty of an act or 
omission constituting ordinary negligence in the 
concept of a medical malpractice case. 
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dr. fisher: As distinguished from criminal 
negligence in which there must be gross and 
wanton disregard for the life or property of 
another. 

mr. solter: I don’t exactly agree that it would 
be necessarily criminal negligence used in the 
context of the Good Samaritan Act. We usually 
think of criminal gross negligence as having some 
sort of a penal aspect to it, but I don’t think 
there is any penalty involved here except that of 
responding substantially in civil damages at the 
hands of a jury. 

dr. fisher: Here is a question which I believe 
will preempt my legal brethren from answering. 
Should out-patient mental patients who are under 
heavy sedation be allowed to drive? 

This is a medical question, but I think any one 
of you here could answer it equally well, that any 
patient under heavy sedation has no business 
driving an automobile. Whether it be alcohol or 
drug sedation, he is a hazard on the highway, and 
he should be kept from driving in the interest 
of his own life as well as that of his fellow 
drivers. 

Mr. Israelson has one with regard to some of 
the material he discussed. Is there any statutory 
authority for the action you set forth for the De¬ 
partment of Motor Vehicles as far as revocation 
of license is concerned? 

mr. israelson: Yes, there is a statutory author¬ 
ity in the regulation given—the powers given to 
the Department of Motor Vehicles to regulate the 
safe driving on the highway. Under that they have 
set up this medical examining board that I have 
mentioned earlier. The reviewers and license ex¬ 
aminers and those in authority then, upon recom¬ 
mendation of that board, have a complete right to 
revoke that license. 

The question really went on: Does the person 
whose license is so revoked have appeal to the 
courts, and does prior good record enter into 
consideration? Yes, there is an appeal; any 
decision of the Department of Motor Vehicles 
revoking a license is appealable. 

dr. fisher: Here is a brief one: It it necessary 
to testify in court without proper arrangements 
for payment of services being made prior to 
trial? If so, how can payment be assured? 

While you are cogitating about that, I am going 
to read one which is obviously a statement not a 
question, but you may enjoy it: “I wish to bring 


your attention to how inconsiderate some attorneys 
are in summonsing a doctor the day before trial, 
when the summons is the first notice the doctor 
has had of a case coming to trial, for instance, of 
a patient he examined many months ago.” 

I think we will get a comment from both 
members of the panel with respect to the question 
about pre-arrangement of service or fees before 
the trial and how a doctor is assured he is going 
to get paid later. 

mr. israelson: There are two classifications, 
as I understand it, having to do with payment to 
physicians for testifying in court, one with regard 
to the so-called expert witness—that is, the witness 
called in to give an expert opinion—as opposed 
to merely his treatment of the patient and the 
factual medical details. Either can insist on pay¬ 
ment. The nice way and proper way to accomplish 
this would be to call the attorney and say, “Now, 
you have asked me to come to court; my time is 
valuable; I would like some assurance of pay¬ 
ment.” 

I am glad to say that most attorneys will co¬ 
operate on this. A doctor will set a reasonable fee; 
the lawyer will consult with the client and see if 
he is willing to assume this; that is, without con¬ 
tingency, because the doctor’s fee is not on a con¬ 
tingency basis. The lawyer is nearly always on a 
contingent basis, so the lawyer runs a risk of not 
getting any fee. 

Either the client-patient or the attorney can 
assure the doctor of payment if he chooses to do 
so. In any event, and especially in the cases in 
which there is a recovery, the payment for court 
attendance in my humble judgment is just as 
binding on the attorney to deduct from the re¬ 
covery as is the bill for services for treatment. 

mr. solter: I have nothing to add to that. 
Is a medical student from out of state without 
a license to practice in Maryland covered by the 
Good Samaritan Act? The answer is no, because 
he is not licensed to practice by the Board of 
Medical Examiners of the State of Maryland, 
which is specifically set forth in this statute. This 
points out the complaint that many people have 
about the statute generally, that it should say 
“Any person who gives medical aid should be 
protected,” because now it is giving the doctor 
greater protection than a layman or perhaps a 
person like this medical student who may be just 
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about ready to take bis boards and really knows 
what he is doing. 

The next question which has been handed me 
is: What is the law pertaining to attorneys 
referring clients to physicians ? Are they practicing 
medicine when they do this? 

I don’t know exactly what is meant here, 
whether the question is when your client manages 
to pull himself into your office before having gone 
to a doctor, and then you send him to a doctor, 
or whether it means when you have a medical- 
legal problem in the course of preparation of a 
personal injury case and you refer him to a 
specialist for an examination and a report. Cer¬ 
tainly the latter would in no sense be improper 
in any way I can think of. 

The other, I must say I don’t know the 
answer. I don’t think the lawyer is practicing 
medicine, of course, but there may be some ethical 
point involved. I would think that if the lawyer, 
in his judgment, felt that the client needed help 
because he didn’t know a doctor or had no way 
of getting medical advice and had some ostensible 
signs of injury, he would be entitled to suggest 
a doctor for him to see. 1 think the converse of 
the problem usually comes up more frequently, 
about doctors referring patients to lawyers, but 
I won’t comment further on that. 

mr. israelson : May I say just one word on 
that? There is no impropriety whatsoever for an 
attorney in the course of handling a case to get 
in touch with the treating doctor and ask certain 
information which may call for a specialist’s 
opinion. It would be better from protocol to ask 
the treating physician to refer him to a specialist, 
but if the treating physician indicates he has no 
choice of a specialist and the attorney wants to 
suggest or recommend a reputable specialist, there 
is no impropriety whatsoever. 

I cannot understand why lawyers shudder in 
court when the opposing counsel asks: “Were you 
sent to the doctor by the plaintiff’s lawyer?” The 
plaintiff’s lawyer should tell this in the opening 
statement to the jury: at some point in this case 
a question came up as to whether Mr. Jones had 
a certain condition. I called Dr. Smith and asked 
him to give me his opinion. As a matter of fact, 
frequently we call in a physician for private con¬ 
sultation, for the attorney’s own information, to 
ascertain the real condition of the client. 


dr. fisher: There is a brief question here to 
outline the procedure or procedures to be taken 
in advance by an attorney to prevent the doctor 
from losing precious time at the trial by being 
forced to await his turn to testify. 

mr. israelson: 1 mentioned that in the course 
of the main discussion, but when the attorney 
suspects he may have any difficulty with the judge, 
he should go to the judge in advance, before the 
case starts or at some juncture in the case when 
he is at the bench, and merely say, “Your Honor, 
I expect Dr. So-and-so in here at eleven o’clock. 
1 know it will be taking him out of turn, but 
would you permit me to do this?” He may con¬ 
sult the other attorney; the other attorney may 
or may not object. Then it is entirely up to the 
court. 

dr. fisiier: I’m going to ask Mr. Solter to 
answer a brief one, again about the Good Samari¬ 
tan Act, comparing it in this state with other 
states, on the basis of the fact that our act 
specifies acts of the doctor without fee shall not be 
subject to litigation. 

mr. solter: Our act says, “For which the 
physician receives no fee or compensation.” The 
question was asked: Our Good Samaritan Act 
contains the statement, “To a doctor who does not 
receive a fee.” Ts this statement or phrase in the 
acts of other states? If not, does this make the 
Maryland law different.? 

Just shuffling through the other statutes here 1 
see some of them do and some of them don’t. 
Georgia said, “Without making any charge.” 
There was another one that used the word 
‘gratuitously.” I hen I ran across this one which 
answers one of the previous questions. This is the 
North Dakota statute. Specifically it extends the 
benefits of this statute to any physician or surgeon 
duly licensed to practice his profession in any 
other state. 

1 hey all vary. They all have different terms. I 
just wonder how much of a problem this really 
is to a doctor under those circumstances. 

dr. fisiier: I would like to express the apprecia¬ 
tion of the committee for the attendance of my 
two counselors, who have certainly done a very 
excellent job this evening. I would like to express 
the gratitude of the committee to those of you who 
came out on this threatening night which turned 
out to be one whale of a rainy night to join us. 
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Flagyl eliminates the difficulties and frus¬ 
trations that have long attended the treat¬ 
ment of trichomonal infection. 

These difficulties arose mainly from: 

1) the failure of any previously known 
agent to destroy the protozoan in para¬ 
vaginal crypts and glands; 

2) the failure of any previously known 
agent to prevent reinfection by eradicat¬ 
ing the disease in male consorts. 

The introduction of Flagyl removed both 
of these long-standing deficiencies. Hun¬ 
dreds of published investigations in thou¬ 
sands of patients have confirmed the ability 
of Flagyl to cure trichomoniasis. 

Correctly used, with due attention to re¬ 
peat courses of treatment for resistant, 
deep-seated invasion and to the presump¬ 
tion of reinfection from male consorts, 
Flagyl has repeatedly produced a cure rate 
of up to 100 per cent in large series of 
patients. 

Nothing cures trichomoniasis like Flagyl. 

Dosage and Administration 

In women: one 250-mg. oral tablet t.i.d. for 
ten days. A vaginal insert of 500 mg. is avail¬ 
able for local therapy when desired. When the 
inserts are used one vaginal insert should be 
placed high in the vaginal vault each day for 
ten days, and concurrently two oral tablets 
should be taken daily. 

In men: in whom trichomonads have been 
demonstrated, one 250-mg. oral tablet b.i.d. 
for ten days. 

Contraindications 

Pregnancy; disease of the central nervous sys¬ 
tem; evidence or history of blood dyscrasia. 

Precautions and Side Effects 

Complete blood cell counts should be made 
before and after therapy, especially if a sec¬ 
ond course is necessary. 

Infrequent and minor side effects include: 
nausea, unpleasant taste, furry tongue, head¬ 
ache, darkened urine, diarrhea, dizziness, dry¬ 
ness of mouth or vagina, skin rash, dysuria, 
depression, insomnia, edema. Elimination of 
trichomonads may aggravate moniliasis. 
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Oral—250-mg. tablets/Vaginal—500-mg.inserts 
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Chapter 5.—The Almshouse At Calverton: 

The Beginning of Scientific Medicine (1840-1865) 


It would be impossible to tell in detail how Louis’ 
students brought back his spirit and his methods to their 
daily work, and of the revolution which they gradually 
effected in the study and in the treatment of disease. 

Partly because the time was ripe and they were ac¬ 
tive agents in bringing the new art and science to the 
New World, partly owing to inherent capabilities, etc., 
but not a little because the brightest minds among them 
fell under the influence of Louis—they more than any 
others gave an impetus, which it still feels, to the scien¬ 
tific study of medicine in the United States . 1 



Advances In the Science of Medicine 

If a time had to be set for the introduction 
of scientific medicine into the City of Baltimore, 
the year would be 1840; the place, the Baltimore 
City and County Almshouse; and the person, Dr. 
William Power. For it was in Dr. Power that 
the new age of scientific medicine was personified 
and brought to Baltimore. 

Born in Baltimore in 1813, Power graduated 
from Yale in 1832 and from the University of 
Maryland School of Medicine in 1835. He was 
a student at the Almshouse in 1834. He then 
went to Paris to study five years with Pierre 
Louis. He was one of a number of Americans 
who brought back Louis’ spirit and methods to 
the United States. As resident physician at Cal¬ 
verton in 1840, he introduced careful medical 
history, the new methods of percussion and aus¬ 
cultation in the physical examination, proper pro¬ 
gress notes, and careful postmortem examination 
to try to understand the nature of disease. He 

Fig. 1 

William Power (1813-1852): AB, Yale (1832), 
MD, University of Maryland (1835), student of 
Pierre Charles Alexandre Louis at Paris from 1835- 
1840. Resident physician, Baltimore Almshouse 
1840, attending physician, 1841-1852, professor of 
practice of medicine, University of Maryland 
School of Medicine. (Collection of Medical and 
Chirurgical Faculty of Maryland.) 
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Fig 2 

Thomas Hepburn Buckler (1812-1901): MD, Uni¬ 
versity of Maryland, 1835. Physician to Baltimore 
City Almshouse 1840-44 and 1946-50. Author of 
“History of Epidemic of Cholera at Baltimore 
Almshouse," 1851. (Collection of Medical and 
Chirurgical Faculty of Maryland.) 


Fig 3 

Staffordshire dark blue china teapot. “Baltimore 
Almshouse’’ From Moore, N. Hudson: “The Old 
China Book,’’ Tudor Publishing Co., New York 
1903 (Reprinted 1937, see p. 76). Picture of 
Almshouse is copy of Latrobe's “Alms House, 
Calverton.’’ 
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continued his interest until 1852, when he died 
at the age of 39. 

Characteristic of this period were the scientific 
papers resulting from work performed at the 
Almshouse. Dr. Thomas H. Buckler wrote his 
interesting book on the cholera epidemic. 2 Wil¬ 
liam P. Howard carefully studied patients with 
malaria. 3 Articles on other infectious diseases 
were published. 4 

All through this period, medical students, resi¬ 
dents, and visiting men participated in a teach¬ 
ing program as well as in patient care. Clinical 
lectures by the visiting physicians were frequent. 

A number of students and residents at the 
Almshouse later became professors at the Uni¬ 
versity of Maryland: Christopher Johnston in 
surgery in 1869; Frank Donaldson in physiology 
and hygiene in 1866; George Warner Milten- 
berger in obstetrics in 1858, and William T. 
Howard in diseases of women and children in 
1867. 

A large vegetable garden and dairy herd helped 
supply food for the inmates. There was a shoe¬ 
maker shop, a tailor shop, a tin shop, a barber 
shop, a blacksmith shop, and a children’s school¬ 
room. In 1865, 1,615 people were admitted; 57 
children were born in the institution; 1063 were 
discharged; and 174 died. About 45% of the 
people admitted were of foreign birth. The 
largest number of admissions was in the age 
group 20-30 years. No residence requirements 
were necessary for admission. Nearly half the 
people admitted were thought to be “intemperate.” 
The most common diagnoses made in 1865 were: 
debility, gonorrhea, primary syphilis, secondary 
syphilis, ulcers, acute and chronic rheumatism and 
phthisis pulmonalis. 5 

Attitudes Toward Inmates of the Almshouse 

Segregation of the races was definitely being 
enforced at the Almshouse as early as 1818 and 
continued into the 20th century. Slaves were 
not admitted. 

During the cholera epidemic in the Almshouse, 


two leading men of Baltimore, James McHenry, 
“a gentleman of fortune,” and John C. Brune, 
not only volunteered their personal services as 
nurses but also give money to help the sufferers. 

Perhaps much of the reforming zeal of this 
period was being used in the improvement in 
public education. In Baltimore, at least, there 
was no major loss of humanitarian energy in 
the abolition struggle. 

In his book on cholera at the Almshouse, Dr. 
Buckler in 1851 noted that a single attack of 
illness often consigned an individual to the doom 
of pauperism. He stated that the first duty of 
every community is to take care of the poor and 
ignorant because they are unable to take care of 
themselves. This view echoes Chrysostom’s 
wholly Christian point of view: “The poor have 
only on recommendation: Their need. If he be 
the most perverse of all men—should he lack 
necessary food, we ought to appease his hunger.” 6 

Tn October, 1866, because of gradual deteriora¬ 
tion of the building and the unhealthy situation, 
the Calverton Almshouse property was sold for 
$341,000, and the move to the present location 
was carried out. 

Calverton had been unfortunately located in a 
mosquito-infested swamp. It was prone to epi¬ 
demics of all the infectious and mosquito-borne 
diseases. In the midst of ignorance, epidemics, 
and filth, the beginnings of scientific medicine 
were laid by Dr. William Power. 
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Well, Doctor Cunningham, I was just telling Herbert I should 
talk to you about my cough. It comes from down here and... 


Chances are the symptom recital may prove to be as difficult to control as the cough. 
If it's the useless, exhausting type of cough that often accompanies respiratory infection or 
allergy, you can provide prompt relief with Novahistine DH. Its decongestant-antitussive 
action controls frequency and intensity of cough spasms without abolishing cough reflex. 
And the fresh, grape flavor of Novahistine DH appeals to children and adults alike. 

When your diagnosis is bronchitis, complicated by thick tenacious exudates, Novahistine 
Expectorant is particularly useful. It not only provides decongestive action and controls 
the cough, but also encourages expectoration, thus easing bronchial obstruction. 

Use with caution in patients with severe hypertension, diabetes mellitus, hyperthyroidism 
or urinary retention. Ambulatory patients should be advised that drowsiness may result. 
Continuous dosage over an extended period is contraindicated since codeine phosphate 
may cause addiction. 

Each 5 ml. teaspoonful of Novahistine DH contains codeine phosphate, 10 mg. (Warning: 
may be habit forming); phenylephrine hydrochloride, 10 mg.; chlorpheniramine maleate, 
2 mg.; chloroform (approx.), 13.5 mg.; l-menthol, 1 mg. (Alcohol 5%). Each 5 ml. of 
Novahistine Expectorant contains the above ingredients and, in addition, glyceryl 
guaiacolate, 100 mg. i 


NOVAHISTINE DH 
NOVAHISTINE* EXPECTORANT 

PITMAN-MOORE Division of The Dow Chemical Company, Indianapolis 
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COMPONENT MEDICAL SOCIETIES 


^Vllegany county 

NEW 1966 OFFICERS 

On December 15, the following officers were 
elected to serve for 1966: David H. Miller, MD, 
president; L. Michael Glick, MD, vice president; 


Lester Kiefer, MD, secretary; and Wyand F. 
Doerner, MD, treasurer. The Society has 
planned an active program for 1966, which in¬ 
cludes outside speakers, joint meetings with the 
Pharmacists’ and Bar Associations, and several 
social functions. 

NEW PROFESSIONAL PERSONNEL COME 
TO ALLEGANY COUNTY 

In June, 1965, G. Allen Moulton, MD, joined 
Lester Kiefer, MD, pathologist and director of 
laboratories at the Memorial Hospital, to serve 



Allegany County Medical 
Society Officers, left to 
right: Lester Kiefer, MD, 
secretary; David H. Miller, 
MD, president; L. Michael 
Click, MD, vice president; 
and Wyand F. Doerner, MD, 
treasurer. 


Save time • save trouble • save money 



So many of your needed forms are “stock items” with 
our Professional Service Division. And your specialized 
needs are a specialty with this department that’s so 
well versed in serving the medical profession. Order¬ 
ing’s a breeze, with all your forms and stationery avail¬ 
able at one time-saving source. And we’ll gladly be your 
“Stationery room,” storing your order and delivering 
it as needed. May we show samples and prices at 
your convenience? 


*1021 


EAGLE 


PRINTING 


COMPANY 



INC. 


Cathedral Street • PLaza 2-5400 


as pathologist. Dr. Moulton is a graduate of 
The Johns Hopkins University School of Medi¬ 
cine. He was formerly associated with the De¬ 
partment of Neuropathology at the University 
of Maryland School of Medicine under the aus¬ 
pices of the National Institute of Neurological 
Diseases and Blindness, National Institutes of 
Health. 

In July, Wayne C. Spiggle, MD, joined L. 
Michael Glick, MD, in the private practice of 
internal medicine. Dr. Spiggle is a graduate of 
the Medical College of Richmond, Va., 1961. 
He completed his training in internal medicine 
at the West Virginia Medical Center, in Mor¬ 
gantown, with a subspecialty in clinical hem¬ 
atology. 

In September, Robert F. Miller, MD, joined 
the Department of Radiology of the Memorial 
Hospital as associate radiologist. Dr. Miller re¬ 
ceived his training in radiology at the German¬ 
town Hospital in Philadelphia. He became a 
Diplomate of the American Board of Radiology 
in 1964. Before his present position, he was 
radiologist at the Keesler Air Force Base Hos¬ 
pital, Biloxi, Miss. 

In October, Kenneth N. Takehara, PhD, joined 
the laboratory staff of the Memorial Hospital as 
clinical biochemist and associate director of labo- 
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For the patient 
who must lose 
more than 15,25 or 
even 50 pounds... 

the patient who must adhere to a long-term regimen —mere appe¬ 
tite suppressants are often not broad enough in scope. They suppress 
appetite and help achieve minor weight loss, but after several weeks 
the patient frequently becomes discouraged by a weight plateau. Many 
times other problems such as anxiety, constipation and hunger spasm 
complicate therapy. 

Phantos Day-Long Action Capsules afford more complete obesity 
control because one capsule daily provides much more than mere 
appetite suppression. In addition to day-long appetite control, Phantos 
capsules supply a mild metabolic boost, alleviate hunger spasm, pro¬ 
vide general mild laxation and promote sound sleep. 

Unlike ordinary anorectics, the Phantos formula anticipates the prob¬ 
lems which demoralize the dieting patient. The components are re¬ 
leased at different times throughout the day, thus adhering to the 
changing pattern of the patient’s need. 



11 


Each Phantos Day-Long Action Capsule supplies: for immediate release—amphetamine sul¬ 
fate 5 mg., thyroid V 2 gr., atropine sulfate 1/360 gr., aloin V 4 gr.; for intermediate release- 
amphetamine sulfate 5 mg., thyroid V 2 gr., atropine sulfate 1/360 gr.; for final release- 
amphetamine sulfate 5 mg., thyroid Vz gr., phenobarbital* Va gr. 

Also, Phantos-10: two-thirds above formula. 

Dosage: One Phantos capsule daily, taken before breakfast. 

Precautions: Contraindicated in cases of marked hypertension, coronary or cardiovascular 
disease, diabetes mellitus and thyroid disease. Use with caution in patients hypersensitive 
to barbiturates or sympathomimetic compounds (*Warning: May be habit-forming). 
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anticipate the problems which 
demoralize the dieting patient 
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Chesapeake Manor 

NURSING HOME 


V. 


24 hour 
professional 
care 


Registered 

nurses 


Physical therapy 
facilities 



Pleasant and 
distinctive 
atmosphere 


Warm, cheerful 
hospitality 


The cost 
is moderate 


Chesapeake Manor Nursing Home introduces a new standard of dignity and pride for 
convalescents. Family-fashion rooms and pleasant informal lounges avoid all sense of the 
institutional. Excellent facilities and competent personnel assure the comfort and care you 
would wish for your family or friends. 

509 East Joppa Road — Tcwson, Maryland, 21204 — Phone 828-9494 
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ratories. Dr. Takehara received his PhD in bio¬ 
chemistry from the State University of Iowa in 
1953. Before joining Memorial Hospital Labo¬ 
ratory, he was assistant laboratory director and 
clinical biochemist at the Conemough Valley Me¬ 
morial Hospital, Johnstown, Pa., from 1953 
through 1965. He also was consultant to the dis¬ 
trict attorney for three counties in Pennsylvania 
in problems referable to forensic medicine. He 
had published an article on marihuana in 1964. 

PERSONALS 

In October, A. J. Mirkin, MD, Cumberland, 
presented a paper on “Medical Aspects of Auto¬ 
motive Safety” before the joint meeting of the 
Indiana State Medical Society and the Congress 
on Environmental Health. Later, he represented 
the American Medical Association at a meeting 
of the Canadian Medical Association, speaking 
on medical aspects of traffic accidents. 

On February 12, approximately 100 members 
of the society enjoyed a dinner-dance at the 
Cumberland Country Club. 

On December 8, Dr. and Mrs. Thomas F. 


Lewis, Cumberland, became parents of their 
sixth boy. 

On February 25, L. Louis Mould, MD, Cum¬ 
berland, fractured his right tibia and fibula 
while skiing in western Pennsylvania. 

Leslie E. Daugherty, MD 



BALTIMORE CITY 


The scientific session on Friday, March 4, was 
presented by C. Lockard Conley, MD, professor 
of medicine, The Johns Hopkins University 
School of Medicine; Dudley P. Jackson, MD, as¬ 
sociate professor of medicine, The Johns Hopkins 
University School of Medicine; R. Patterson Rus- 
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eczema: scourge of childhood 



R. R., Age 77 — Before treatment — After treatment —with ARISTOCORT 

atopic eczema of long standing Topical Ointment 0.1% for two weeks 


ARISTOCORT* Triamcinolone AcetonideTopicals have 
proved exceptionally effective in the control of various 
forms of childhood eczema: allergic, atopic, nummular, 
psoriatic, and mycotic. 

In most cases responsive to topical ARISTOCORT, 
the 0.1% concentration is sufficiently potent. The 0.5% 
concentration provides enhanced topical activity for 
patients requiring additional potency for proper relief. 

Administration and Dosage: Apply sparingly to the affected 
area 3 or 4 times daily. Some cases of psoriasis may be more 
effectively treated if the 0.1% Cream or Ointment is applied 
under an occlusive dressing. 

Contraindications: Tuberculosis of the skin, herpes simplex, 
chicken pox and vaccinia. 

Precautions and Side Effects: Do not use in the eyes or in 
the ear (if drum is perforated). A few individuals react un¬ 
favorably under certain conditions. If side effects are en¬ 
countered, the drug should be discontinued and appropriate 

Aristocort* Topical 

Triamcinolone Acetonide 


measures taken. Use on infected areas should be attended 
with caution and observation, bearing in mind the potential 
spreading of infection and the advisability of discontinuing 
therapy and/or initiating antibacterial measures. Generalized 
dermatological conditions may require systemic corticoster-l 
oid therapy. Steroid therapy, although responsible for remis¬ 
sions of dermatoses, especially of allergic origin cannot be ex¬ 
pected to prevent recurrence. The use over extensive body 
areas, with or without occlusive nonpermeable dressings 
may result in systemic absorption. Appropriate precaution; 
should be taken. When occlusive nonpermeable dressings 
are used, miliaria, folliculitis and pyodermas will sometime; 
develop. Localized atrophy and striae have been reportet 
with the use of steroids by the occlusive technique. Wher 
occlusive nonpermeable dressings are used, the physiciar 
should be aware of the hazards of suffocation and flamma 
bility. The safety of use on pregnant patients has not beet 
firmly established. Thus,do not use in large amounts or fo 
long periods of time on pregnant patients. 

Packages: Tubes of 5 Gm. and 15 Gm.; V 2 lb. jar. 

PHOTOGRAPHS COURTESY OF M. M. NIERMAN, M.[ 


Ointment 0.1% and Cream 0.1%, 0.5% 

Also available in foam form and with neomycin 



LEDERLE LABORATORIES, A Division of American Cyanamid Company, Pearl River, New Yor 
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sell, MD, instructor in medicine, The Johns Hop- j 
kins School of Medicine; and Samuel Charache, j 
MD, fellow in medicine, The Johns Hopkins { 
School of Medicine. The subject of the panel 1 
discussion was polycythemia and related dis- | 
orders. i 

Dr. Conley said that the term polycythemia 1 
means an elevated hemoglobin content and hem- l 
atocrit in the circulating blood but that a high | 
hematocrit alone is not necessarily a part of the I 
definition. Dehydration and diuretics may reduce I 
the plasma volume and produce a falsely elevated j 
hematocrit. The clinical manifestations of poly- f 
cythemia are the result of the increase in blood f 
volume and in its viscosity. The clinical manifes- | 
tations are florid appearance of the face, changes I 
in the vascular system with a tendency to disease { 
of all blood vessels, primarily manifested by in- f 
sufficiency and thrombus formation. The primary | 
cause of polycythemia is arterial oxygen unsatura- f 
tion which leads to the formation of erythropoie- | 
tin in the juxtaglomerular apparatus of the kid- I 
ney. Anoxia is the stimulus for this production, f 
Causes are hypoventilation, the so-called Pick- I 
wickian syndrome, high altitude living, arterio- | 
venous fistula, diseases of the lungs and heart l 
which lead to an effective right to left shunt, ab- | 
normality of hemoglobin impairing the transfer f 
of oxygen such as methemoglobinemia and an in- \ 
herited hemoglobinopathy recently discovered and f 
named Chesapeake Hgb, which has high affinity l 
for oxygen. Administration of testosterone and f 
the overproduction of corticosteroids such as in | 
Cushing’s disease may be associated with poly- | 
cythemia. Finally, exposure to cobalt salts, which | 
stimulate erythropoietin production, may cause I 
polycythemia. 

Dr. Jackson described polycythemia vera as a I 
condition in which there is elevation of the hem- I 
atocrit, the white blood corpuscles, and the plate- j 
lets, accompanied by splenomegaly. Occasionally, 1 
the leukocyte count may not be elevated. Dr. f 
Jackson reported on a patient who had con- j 
junctival suffusion, nasal congestion, an hemato- f 
crit of 73, and was found to have a mass in the ] 
left upper quadrant of the abdomen. He was op- f 
erated on and was found to have a hypernephroma. } 
Dr. Jackson reviewed the incidence of polycythe- j 
mia in association with hypernephroma. There | 
is an incidence of polycythemia with nephroma. I 
I n such patients the plasma contains measurable ] 
erythropoietin, which the kidney produces. The 




\ 


Prompt, professional service 24 hours 
a day, every day! A complete line of 
hospital beds, wheelchairs, traction 
equipment, oxygen, crutches, walkers, 
commodes, lamps, whirlpools —every¬ 
thing to help patients get well faster. 


358-3400 

6316 Reisterstown Road 
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Brentwood Inn 

FRENCH CONTINENTAL CUISINE 

Smorgasbord Luncheon and Dinner 

every Tuesday. 

“Home of Maryland's Internationally 
Famous Wine Cellar ” .... 

We honor all preferred Credit Cards 



UPIA/ / Another Dining Room has been added 
• to accommodate our many guests 


OPEN DAILY & SUNDAY 11 A.M. to 2 A.M. 

Fifth Ave. & Brentwood—I block N. E. of Dundalk and Holabird 
Ave. I mile from Holabird Ave. Exit of Baltimore Harbor Tunnel 

We cater to Private Parties, Banquets and Dinners 

AT. 5-0520 Ample Free Parking BALTIMORE, MD. 27222 
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DRINK MORE MILK 
for your health sake 

• More Vitamins 

• More Minerals 

• More Energy 




Deliveries in Mary¬ 
land, Washington, 
and Virginia. 

Life Begins With 
Embassy Milk 

EMBASSY DAIRY 
DU 7-1441 

1620 First St. N.W. 
Washington, D. C. 


erythropoietin disappears with removal of the 
tumor and reappears when metastases from the 
hypernephroma occur. This has been seen also 
in renal carcinoma, adenomas, and sarcomas of 
the kidney, in renal cysts and renal tuberculosis, 
and in nephrosis, as well as in association with 
tumors of the brain, liver, adrenal, and uterus. 

Dr. Russell described a group of patients who 
had elevated hematocrits without apparent cause. 
They were found not to have renal tumors, and 
there were no definitive causes (such as Dr. Con¬ 
ley outlined) of polycythemia associated with 
their illness. The inpatients were all men around 
45 years of age who complained of dizziness and 
headache. Many had previous myocardial infarc¬ 
tions and history of gastric or duodenal ulcers. 
They all smoked fairly heavily, had histories of 
hypertension in the family, and exhibited other 
manifestations of vascular disease. On physical 
examination they all had hypertension and were 
generally of a stocky build and overweight. For 
the most part they exhibited only a rise in hem¬ 
atocrit but had normal leukocyte counts, normal 
platelets counts, normal differentials, and no 
splenomegaly. The patients had been treated by 
vena section in the past which brought little or no 
benefit. Six of these patients have been followed- 
up for 12 years. None has developed polycy¬ 
themia vera, none has developed tumor, and none 
has developed splenomegaly. Dr. Russell sug¬ 
gested that a definite syndrome is associated with 
hypertension which is characterized by these pa¬ 
tients, who are all tense, stocky, white men, heavy 
smokers with hypertension, and have a recurring 
of prior manifestations. Patients with this syn¬ 
drome have been described earlier by Gaisback. 
I his is one form of polycythemia which is not 
true polycythemia. There is no proof of increased 
erythropoietin in their blood, nor is there proof 
that vena section prevents further arterial disease. 

Dr. Charache discussed the problem of blood 
viscosity and vascular complications in patients 
with polycythemia vera. When the hematocrit is 
high, viscosity rises. With the increase in the 
fluid viscosity, the heart’s action to pump, in 
theory, must be greater. In actual fact, patients 
with polycythemia vera have no heart trouble; 
rather they have small hearts but they do suffer 
from intravascular thrombosis. Dr. Charache de¬ 
scribed the properties of fluids in terms of vis¬ 
cosity and shear and the theoretical relationship 
between these two. When shear decreases vis- 
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MARLOW HEIGHTS MEDICAL CENTER 


Adjacent to Suites available for 

Capital Beltway immediate occupancy 

A medical building; striking in appearance and architectural design that meets the 
most demanding requirements of doctors and dentists 
for prestige, working efficiency and comfort. 

FOR INFORMATION CALL OR WRITE TO ... 

GA-LA CORPORATION 

4302 St. Barnabas Road, S.E. Washington, D. C. 20031 Phone 423-1423 


cosity increases and an increased hematocrit ex¬ 
aggerates the viscosity. Blood volume is increased, 
vascular distention occurs, flow is slower, viscos¬ 
ity is greater, and the hazard of thrombosis is 
greater. Dr. Charache showed the effect of a re¬ 
duction of hematocrit upon shear and viscosity 
and gave a satisfactory explanation for the treat¬ 
ment of these patients by repeated phlebotomiza- 
tion. 

After the scientific session the business session 
was held. The following new members were 
elected to active membership: Maxwell D. Lai, 
MD, Samuel M. M. Lumpkin, MD, Edward E. 
Morse, MD, Carl J. Pauerstein, MD, Kirby L. C. 
Von Kessler, MD, and Kerr L. White, MD. 

The following members were elected to active 
membership by transfer from associate status: 
Arthur E. Cocco, MD, Paul D. Meyer, MD, 
Emile R. Mohler, Jr., MD, Morton M. Mower, 
MD, and Mary Betty Stevens, MD. 


I he following associate members were elected: 
Leslie A. Bard, MD, William M. Coburn, Jr., 

MD; and by transfer from active status: John 
M. Atwood, MD, and Nathaniel M. Beck, MD. 

A motion made at the last meeting by Samuel 
Morrison, MD, that “if the membership of the 
Baltimore City Medical Society wish to instruct 
their delegates on an issue they may do so, and 
the delegates must be held to this instruction,” 
was the subject of a lively and spirited debate. 
The motion was carried. 

Dr. Arthur Siwinski reported, for information 
of the members of the Society, that Russell 
Fisher, MD, had requested a distribution of a 
flyer concerning information regarding criminal 
abortions and the legal implications thereof. 
This had been done in the preceding mailing, 
and Dr. Siwinski explained the flyer. 

John Collins Harvey, MD 
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Indications: ‘Miltown’ (meprobamate) is ef¬ 
fective in relief of anxiety and tension states. 
Also as adjunctive therapy when anxiety 
may be a causative or otherwise disturbing 
factor. Although not a hypnotic, ‘Miltown’ 
fosters normal sleep through both its anti¬ 
anxiety and muscle-relaxant properties. 
Contraindications: Previous allergic or idio¬ 
syncratic reactions to meprobamate or 
meprobamate-containing drugs. 
Precautions: Careful supervision of dose 
and amounts prescribed is advised. Consider 
possibility of dependence, particularly in pa¬ 
tients with history of drug or alcohol addic¬ 
tion; withdraw gradually after use for weeks 
or months at excessive dosage. Abrupt with¬ 
drawal may precipitate recurrence of pre¬ 
existing symptoms, or withdrawal reactions 
including, rarely, epileptiform seizures. 
Should meprobamate cause drowsiness or 
visual disturbances, the dose should be re¬ 
duced and operation of motor vehicles or 
machinery or other activity requiring alert¬ 
ness should be avoided if these symptoms 
are present. Effects of excessive alcohol may 


An eminent role in 
medical practice 

• Clinicians throughout the world con¬ 
sider meprobamate a therapeutic 
standard in the management of anxi¬ 
ety and tension. 

• The high safety-efficacy ratio of 
‘Miltown’ has been demonstrated by 
more than a decade of clinical use. 

Miltown* 

(meprobamate) 

possibly be increased by meprobamate. 
Grand mal seizures may be precipitated in 
persons suffering from both grand and petit 
mal. Prescribe cautiously and in small quan¬ 
tities to patients with suicidal tendencies. 
Side effects: Drowsiness may occur and, 
rarely, ataxia, usually controlled by decreas¬ 
ing the dose. Allergic or idiosyncratic re¬ 
actions are rare, generally developing after 
one to four doses. Mild reactions are char¬ 
acterized by an urticarial or erythematous, 
maculopapular rash. Acute nonthrombocy¬ 
topenic purpura with peripheral edema and 
fever, transient leukopenia, and a single 
case of fatal bullous dermatitis after admin¬ 
istration of meprobamate and prednisolone 
have been reported. More severe and very 


rare cases of hypersensitivity may produce 
fever, chills, fainting spells, angioneurotic 
edema, bronchial spasms, hypotensive crises 
(1 fatal case), anuria, anaphylaxis, stoma¬ 
titis and proctitis. Treatment should be 
symptomatic in such cases, and the drug 
should not be reinstituted. Isolated cases of 
agranulocytosis, thrombocytopenic purpura, 
and a single fatal instance of aplastic ane¬ 
mia have been reported, but only when other 
drugs known to elicit these conditions were 
given concomitantly. Fast EEG activity has 
been reported, usually after excessive me¬ 
probamate dosage. Suicidal attempts may 
produce lethargy, stupor, ataxia, coma, 
shock, vasomotor and respiratory collapse. 
Usual adult dosage: One or two 400 mg. 
tablets three times daily. Doses above 2400 
mg. daily are not recommended. 

Supplied: In two strengths: 400 mg. scored 
tablets and 200 mg. coated tablets. 

Before prescribing, consult package circular. 

WALLACE LABORATORIES 
\Kr«Cranbury, N.J. cm-sjsi 










BALTIMORE 

COUNTY 


The February meeting of the Baltimore Coun¬ 
ty Medical Association was held at the Western 
Electric Company, Cockeysville, at the invitation 


of the medical director, Samuel Bacon, MD, and 
the executives of the Company. 

After a delicious buffet luncheon, Dr. Bacon 
welcomed our members and introduced two ex¬ 
ecutives, who explained the work of the com¬ 
pany at this new plant. A tour was conducted 
for our members. 

The following physicians were elected to ac¬ 
tive membership: Leonard Berger, MD, Bar¬ 
bara A. Solomon, MD, John M. Krager, MD, 



Samuel Bacon, MD, medical 
director, Western Electrical 
Company, addressed the 
Baltimore County Medical 
Association at its February 
meeting. 


A tour of the Western 
Electric Company’s new 
plant in Cockeysville was 
part of the program. Left to 
right, Kevin Quinn, MD, 
William Pillsbury, MD, Theo¬ 
dore Patterson, MD, Presi¬ 
dent Edward Krieg, MD, 
Vice President Cordon Grau, 
MD, and guide. 
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In rheumatoid arthritis-effective therapy 
with minimal chance ofG-l upset 


rently. Large doses of Butazolidin alka are 
contraindicated in patients with glaucoma. 


Precautions 

Before prescribing, the physician should 
obtain a detailed history and perform a 
complete physical and laboratory examina¬ 
tion, including a blood count. The patient 
should be kept under close supervision and 
should be warned to report immediately 
fever, sore throat, or mouth lesions (symp¬ 
toms of blood dyscrasia); sudden weight 
gain (water retention); skin reactions; black 
or tarry stools. Regular blood counts should 
be made. The drug should be used with 
greater care in the elderly. 


Warning 

If coumarin-type anticoagulants are given 
simultaneously, the physician should watch 
for excessive increase in prothrombin time. 


occur. Leukemia and leukemoid reactions 
have been reported but cannot definitely be 
attributed to the drug. Thrombocytopenic 
purpura and aplastic anemia are also pos¬ 
sible side effects. Confusional states, 
agitation, headache, blurred vision, optic 
neuritis and transient hearing loss have 
been reported, as have hepatitis, jaundice, 
and several cases of anuria and hematuria. 
With long-term use, reversible thyroid 
hyperplasia may occur infrequently. 


Average Dosage in Rheumatoid Arthritis 

Initial: 3 to 6 capsules daily in divided doses 
It is usually unnecessary to exceed 4 cap¬ 
sules daily. A trial period of 1 week is ade¬ 
quate to determine response; in the absenc< 
of favorable response, discontinue. 


Maintenance: An effective level is often 
achieved with 1 to 2 capsules daily; do not 
exceed 4 daily. 


azolidirralka 


tazone 100 mg. 
minum 

gel 100 mg. 

urn trisilicate 150 mg. 


omide 1.25 mg. 


Effects 

H 75% of patients obtain major relief of 
nc symptoms, as reported by numer- 
tinicians. In addition, the problem of 
tt upset —a major problem with certain 
3Hal antiarthritic agents —is minimized 
Presence of antacids and an antispas- 
lilin the formulation. 


r’ement is generally seen within 3 to 4 
5‘ nd trial therapy need not be con- 
eibeyond a week. Relief of pain is 
)1td quickly by resolution of inflamma- 
id improved joint function. Relief of 
poms is often accompanied by in- 
Ud appetite, gain in weight and an 
r ed sense of well-being. 


itial response is usually maintained 
cit dosage increases; indeed, initial 
a|) is often reduced for maintenance 
>!es. 


c|ate or steroid therapy can usually be 
irlihed or, in some instances, eliminated 

tlindications 

nk danger of cardiac decompensation; 
ol or symptoms of peptic ulcer; renal, 
ab or cardiac damage; history of drug 
nl; history of blood dyscrasia. Because 
^Increased possibility of toxic reac- 
she drug should not be given when the 
e| is senile or when other potent 
mtherapeutic agents are given concur¬ 


Pyrazole compounds may potentiate the 
pharmacologic action of sulfonylurea and 
sulfonamide-type agents and insulin. Pa¬ 
tients receiving such concomitant therapy 
should be carefully observed for this effect. 

Adverse Reactions 

The most common adverse reactions are 
nausea, edema and drug rash. The drug 
may reactivate a latent peptic ulcer. Infre¬ 
quently, agranulocytosis, generalized 
allergic reaction, stomatitis, salivary gland 
enlargement, vertigo and languor may 


Also available: 

Butazolidin® phenylbutazone 
Tablets of 100 mg. 


Geigy Pharmaceuticals 

Division of Geigy Chemical Corporation 

Ardsley, New York 


Geigy 
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SACROILIAC 

SUPPORTS 

Scientific block and tackle 
lacings cause the durable 
Camp material to firmly en¬ 
circle the bony pelvis, in 
conservative treatment of 
sacro-iliac conditions. This 
basic Camp model also pro¬ 
vides upper adjustment to 
balance the support or to 
ease spasm and pain, de¬ 
pending on the needs of 
the wearer. Effective for re¬ 
lief of effects of disease 
and moderate low back in¬ 
jury. 


DONALD 0. FEDDER, orthotist 

Horizon House Dundalk Office 

1101 N. Calvert St. 201 Wise Ave. 
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BALTIMORE, MD. 
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Edward Warren Hopf, MD, Henrietta Moritz, 
MD, Abdul A. Rahman, MD. Irving Freeman, 
MD, and Sigmund Amitin, MD, were elected 
associate members, and Anatol Oleynick, MD, 
was elected affiliate member. 

Mrs. Dorothy E. Holman 


^Aontgomery county 

Seruch T. Kimble, MD, the 1966 president of 
the Montgomery County Medical Society, like 
quite a few doctors, has been able to manipulate 
time so as to get considerably more than 24 hours 
in each day. He seems to have the genius of 
doing a great many things well without slighting 
any of them. 

Dr. Kimble was born in Washington, DC, on 
February 21, 1921. He attended George Wash¬ 
ington University, receiving his AB in 1941 and 
his MD in 1945. He interned at Presbyterian 
I Iospital in Chicago. 

While a student at G.W., Dr. Kimble met Miss 
Helen Matchett, whom he subsequently married. 
Mrs. Kimble’s father is General Henry J. Match¬ 
ett, who helped plan the D-Day invasion of Nor¬ 
mandy. The Kimbles with their two girls and 
five boys live in their roomy and delightful new 
home off Georgia Avenue, south of Olney. 

Dr. Kimble is a member of the Association of 
American Physicians and Surgeons, the Interna¬ 
tional Society of Internal Medicine, National 
Academy of Arts and Science, the American 
Geriatrics Society, Pan-American Medical As¬ 
sociation, the New York Academy of Sciences, 
and the Eastern Psycho Analytical Association. 
He is a diplomate of the American Board of In¬ 
ternal Medicine. Locally he is affiliated with the 
Medical Arts Society of the District of Columbia, 
the Montgomery County Mental Health Associa¬ 
tion, treasurer of the Montgomery County Foun¬ 
dation for Community Health, a past member of 
the Board of the Montgomery County TB and 
Heart Association, and past president of the Civi- 
tan Club. 

Dr. Kimble is on the staff at Suburban Hos¬ 
pital, Washington Sanitarium, and Holy Cross 
Hospital. 

* * He ❖ * 

William C. Swatek, MD, has been elected pre- 
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The Montgomery County Gynecological Society, newly formed specialty group, had its founding ban¬ 
quet at the Linden Hill Hotel, Bethesda, on February 22. John B. Brady, MD, is president of the group; 
George A. Maxwell, MD, is vice president, and George J. Ellis, Jr., MD, is secretary-treasurer. 


- 


sident of the staff of the Washington Sanitarium 
and Hospital for 1966. He also heads the 
Pathology Department. 

Other physicians elected to head departments 
for 1966 are: Abraham Danish, medicine; Lysle 
Williams, surgery; Charles Hughes, obstetrics; 
Eino Magi, general practice; Herbert Diamond, 
pediatrics; George Innocent, radiology; Cyril 
Hardy, psychiatry; Ervin Chapman, anesthesia, 
and Torsten Lundstrom, physical medicine. 

Clifton R. Brooks, MD, has been accepted in 
the South Eastern Allergy Association. 

5-; ;Js jfs 

The American Medical Association, at its 
Public Relations Institute, at the Drake Hotel in 
Chicago in 1965, displayed the Physicians Direc¬ 
tory, “Choosing Your Physician,” and the “Wel¬ 
come Doctor” booklet from the Montgomery 
County Medical Society. 

The Montgomery County Medical Society 
recently sponsored a one-day symposium on 
Medicare. 

Invited to the symposium were hospital ad¬ 
ministrators, chiefs of the hospitals’ medical 
staffs, nursing home administrators, county 


health personnel, and representatives from wel¬ 
fare agencies. 


Going to Europe? 

(A car is really a must!) 

Why not have a chat with me? Did you 
know you can own and drive your own 
Volkswagen through-out your stay in 
Europe and have it financed through our 
local banks! 

• SEE MORE oSAVE MONEY 


Meet Our Special 
Authorized 
Volkswagen Tourist 
Delivery Representative, 
Mrs. Ade Reier. 

Call today for details 
SA. 7-4400! 



MRS REIER 


©Hobelmann Motors, Inc.© 




814 Light St/Baltimore 30/SA. 7-4400 


Authorized Dealer 
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Rover 2ooo 


WHAT’S GOING ON HERE? 

19 panels are going on here, to make the Rover 2000 
Sports Sedan look like other cars. But its not. Practically 
everything you see—except 5 wheels, 4 seats and I dog—is 
one piece. No rattles. More strength. More safety. (Posts 
and top rim form a "roll-bar.") Panels go on and off 
easily, so replacement in case of damage, and repairs 
underneath, cost you less. 

Come sit in a leather bucket seat. See what else is new. 

ROVER 2000 

SPORTS SEDAN 

Baltimore's Only Authorized Dealer 

A & R Imported Motor Cars 


4412 Reisterstown Road 


LI 2-5000 


LI 2-3004 


Baltimore’s 
Newest and Finest 
Gourmet Rendezvous! 

Featuring the Finest in 


Sea Foods 
Prime Steaks 
Chops and 
Poultry 



Open Doily 
11 A.M. to 2 A.M. 
7 Days a Week 


QuAt&i &cuf 

RESTAURANT 

2-4 North Liberty St. PL.2-2732 

BALTIMORE, MARYLAND 

tZessse&eese&e&sssesse&sssessssseeeeg 1 


DOCTORS' OFFICES 


LARGE 

MEDIUM 

SMALL 


MEDICAL OFFICE BLDG. 

REASONABLE RENT 


W. Burton Guy & Co. 

11 E. Chase St. 
Phone MU 5-4084 


For Infants.... 

AcfitSliSS BOB. 

The standard of quality, 
. purity, and dependability 
in the Baltimore-Washing¬ 
ton area for over 90 years. 

In Baltimore area call 889-3500 
In Washington area call 965-2211 



DAIRY PRODUCTS 
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Night Leg Cramps... 

Frequent Bedfellow in Diabetes,Arthritis, 
and Peripheral Vascular Disorders* 


"'Nocturnal cramps occurring in the calf muscles "... nocturnal cramps may be the presenting symp- 
and small muscles of the feet have been encoun- toms of patients with arteriosclerosis obliterans, deep 
tered in a significant number of diabetic patients." 1 thrombophlebitis, varicose veins, osteoarthritis..." 2 


now... specific therapy for night leg cramps 

QUINAMM 


Consistently effective, QUINAMM provided com¬ 
plete relief in 94% of 200 patients studied, many 
of whom were severe cases refractory to other 
medication. 3 Your prescription for one tablet at 
bedtime often controls painful night cramps with 
the initial dose .. . helps restore restful sleep. 



QUINAMM Prescribing Information: Composition: quinine 
sulfate 250 mg. and aminophylline 200 mg. per tablet. Pre¬ 
cautions: aminophylline may produce intestinal cramps in some 
instances, and quinine may produce symptoms of cinchonism 
such as tinnitus, dizziness, and gastrointestinal disturbance. Dis¬ 
continue if ringing in the ears, deafness, skin rash or visual 
disturbances occur. Since Quinamm contains quinine sulfate, cau¬ 
tion should be observed regarding administration during preg¬ 
nancy. Dosage: 1 tablet three or four times daily. For nocturnal 
leg cramps, 1 tablet on retiring. 

References: 1. Shuman, C.: Am. J. Med. Sci., 225:54, 1953. 2. 
Perchuck, E., et al.: Angiology, 12:102, 1961. 3. Rawls, W., et al.: 
Med. Times, 87:818, 1959. 

Division of Richardson-Merrell Inc.Mt. Vernon, New York 10551 
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{ The symposium was arranged by the society’s 
I Committee on Medicare, which was appointed 
| shortly after the passage of PL 89-97 last year. 

Seruch T. Kimble, MD, the society’s president, 
1 pointed out that the society recognizes that 
I Medicare “will affect every physician, hospital, 
1 nursing home, and other health facilities as well 
I as the majority of families in Montgomery 
f County. 

“The reality of the problems that will arise 
{ in our community has little to do with approval 
I or disapproval of the law,” he continued. “We 
| hope that the fund of information and statistics 
[ that came out of the symposium will benefit all.” 


Georgia Ave. Extended, 
Route 97 



Offering 2 GENERATIONS of research 
and experience in cooperation with the 
MEDICAL PROFESSION 


CORRECT SHOES 



Normal Pronators 

Straight Supinators 

Corrective D. B. Splints 

Modifications and Custom Work 


HERBERT COX 


Pikesville 8, 

Baltimore 1, 

! 133 Reisterstown Rd. 

210 N. Liberty St. 

HU 4-0021 

SA 7-7883 


w 

IV ASHINGTON COUNTY 

A discussion of “Life Threatening Microbial 
Diseases and Their Treatment,” a brief interest¬ 
ing trip through Pakistan, an upcoming sports 
injuries seminar, and a new executive secretary 
were reported at the March meeting of the Wash¬ 
ington County Medical Society. 

Theodore E. Woodward, MD, professor of 
medicine at the University of Maryland, reviewed 
some of the more occult causes of bacterial prob- 
blems in an interesting discussion of “Life Threa¬ 
tening Microbial Diseases and Their Treatment, ,r 
Dr. Woodward’s presentation included colored 
slides and a review of his experiences while on 
sabbatical leave in Pakistan. 

James W. Banks, MD, reported on the pro¬ 
gress of a sports injury seminar, of which he is 
chairman, to be held April 2. Coaches and 
trainers from secondary schools and colleges 
within a 50-mile radius of Hagerstown have been 
invited. Attendance is anticipated at 150-200 
people. 

The resignation of Mrs. Joyce Harlacher as 
executive secretary was accepted with regret. 
Mrs. Jacob G. Warden, whose physician husband 
was greatly respected and admired, has been ap¬ 
pointed as the new executive secretary of the 
\\ ashington County Medical Society. 

Robert vL. Campbell, MD, discussed medicine’s 
viewpoint on Medicare with the Hagerstown 
Kiwanis Club. He explained that the decision 


104 


Maryland State Medical Journal 


















PENTID-SULFAS FOR SYRUP 

SQUIBB BUFFERED PENICILLIN POWDER WITH 
SULFADIAZINE, SULFAMETHAZINE. AND SULFAMERAZINE 


the fruit punch 
that packs a wallop 


0 


Pentid-Sulfas for Syrup is a real knock-out when it 
comes to good taste. And, with a single prescrip¬ 
tion, you provide an anti-infective that combats 
both gram-positive and gram-negative bacteria. 
Notable for its economy, Pentid-Sulfas for Syrup is 
everybody's choice, patient, parent and physician. 


Contraindications: Contraindicated in patients sensitive to 
sulfa or penicillin, pregnant females at term, premature in¬ 
fants, newborns during first week of life. Precautions: Watch 
for hypersensitivity reactions and overgrowth of nonsuscep- 
tible organisms. Observe usual precautions for sulfonamide 
therapy: adequate fluid intake; force fluids if urine volume is 
low; maintain urinary pH of 7 or higher; use only after critical 
appraisal in patients with liver or renal damage, urinary ob¬ 
struction, blood dyscrasias. Adverse Reactions: Anaphylactoid 


shock (rare), G.l. disturbances, hepatitis, pancreatitis, 
blood dyscrasias, neuropathy, drug fever, urticaria, pur¬ 
pura, hematuria, crystalluria, conjunctival and scleral 
varicula, petechiae may occur. Dosage: Daily pediatric dos¬ 
age should supply 65-100 mg. trisulfapyrimidines per 
pound body weight in divided doses q. 4 to 6 h. Supply: 
Pentid-Sulfas for Syrup when prepared, provides 80 cc. (16 
doses) or 150 cc. (30 doses) of fruit-flavored syrup provid¬ 
ing in each 5 cc. teaspoonful 125 mg. (200,000 u.) potas¬ 
sium penicillin G and 167 mg. each of sulfadiazine, sulfa¬ 
methazine, and sulfamerazine. 

Now . . . NEW PENTID® ‘400’-SULFAS FOR SYRUP (buffered 
penicillin powder with sulfadiazine, sulfamethazine, and sulfa¬ 
merazine each 5 cc. providing 250 mg. [400,000 units] potas¬ 
sium penicillin G and 167 mg. each of sulfadiazine, sulfa¬ 
methazine, and sulfamerazine). Available in 16-dose (80 cc.) 
and 30-dose (150 cc.) bottles. 

For full information, see Product Brief. 


Squibb 



Squibb Quality—the Priceless Ingredient 
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60 YEARS OF FRIENDLY SERVICE 




WHERE YOU SAVE DOES MAKE A DIFFERENCE 
DIRECT REDUCTION HOME LOANS 

Hours 9 A.M. to 2 P.M. Doily 
Tuesday Evenings 7 to 9 

355-9300 

PATAPSCO AVENUE & FOURTH STREET 

Baltimore, Maryland, 21225 









LUNCHEONS 

DINNERS 


CALL.833-0345 

(Area Code 1) 

Closed Mondays 


Route 140 Westminster Pike 

REISTERSTOWN, MARYLAND 


for compliance or noncompliance is made by the 
physician himself. 

Richard A. Young, MD, society president, was 
re-elected to the executive board of the Mason- 
Dixon Council of the Boy Scouts of America. 
Re-elected as members at large were: J. Walter 
Layman, MD, and Stanley Macht, MD. 

The records made by athlete John Stouffer, 
MD, during the 1965-66 winter season of the 
YMCA placed his name at the top of the “over 
age 30” category. He was timed for three miles 
in 17"30.0 and for the 880 in 2:22.2. 

New members of the Washington County 
Medical Society are: George W. Comstock, MD, 
T. W. Cooper, MD, John J. Donoghue, MD, J. 
E. Harrell, MD, R. E. Keyser, MD, A. Lazo, 
MD, J. P. Norris, MD, C. M. Snyder, MD, D. W. 
Whitcomb, MD, and C. R. Wierer, MD. John 
Turco has returned from residency in Ob-Gyn. 
The society also welcomed the new county 
health officer, Neil Gordon, MD. 

John W. Clark, MD, DDS 


w 

VWicomico county 

Mr. James Woodson, director of the Salisbury 
Social Security office, and Mr. Richard Morris, 
of the Charlottesville (Va) regional office of 
Social Security, were guests of the Wicomico 
County Medical Society at its March meeting. 
They discussed the mechanisms by which the 
Medicare program will be implemented and the 
coverage which will actually be provided. 

At the same meeting, the society expressed 
opposition to HR 9256, a bill to provide mort¬ 
gage insurance and loans for group practice 
facilities. The bill was at that time under con¬ 
sideration by the Subcommittee on Housing of 
the House Banking and Currency Committee. 

Other business included approval of the 
application of George H. Henning, MD, for 
active membership in the society. 

Mrs. Kit Hargreaves 


106 


Maryland State Medical Journal 










Doctor, 

Here is the Abbott anorectic 
program designed to meet 
the individual needs of your 
overweight patients. 









mood elevation 


Abbott 

Anorectic 

Program 


DESOXYN® Gradumet® (metham- 
phetamine hydrochloride) 

Smooth appetite control plus mood elevation. 

The obese patient on a diet often has to battle 
depression as well as overweight. Desoxyn Grad- 
umet helps the dieter in both battles by elevating 
the mood while it curbs the appetite. Thanks to 
the Gradumet, medication is smoothly released 
all-day from a single oral dose. 


If she can’t take plain amphetamine, 
put her on DESBUTAL! Gradumet 

Calms anxieties; controls compulsive eating. 

Desbutal Gradumet provides 2 drugs in 2 tablet 
sections, combined back to back to form a single 
tablet. One section contains Desoxyn to curb the 
appetite and lift the mood; the other contains 
Nembutal® (pentobarbital)to calm the patientand 
counteract any excessive stimulation. 

Both drugs are released in an effective dosage 
ratio throughout the day. 



> 'V* L A 

; mffllv * 5 j* 




tL. V 

.m 




controlled release 


Abbott 

Anorectic 

Program 



Not all long-release vehicles are 
the same. Here is why the Gradumet 
is different and what it means 
for your overweight patients. 
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The release action is purely physical and relies on 
only one factor common to every patient: gastro¬ 
intestinal fluid. There is no dependence on enteric 
coatings, enzymes, motility, or an “ideal” ion con¬ 
centration in the gastrointestinal tract. 

Your patients get a measured amount of medi¬ 
cation, mo ment by mo ment, throughout the day. 

They are not subjected to ups and downs of 
drug release ... or to erratic release from patient 
to patient ... or to erratic release in the same 
patient from day to day. 


That's why the Gradumet provides 
controlled-release as well as 
long release. 


Perhaps you saw the Gradumet model demon¬ 
stration which shows that the release is entirely 
physical. When fluid is added, the drug in the outer 
ends of the channels dissolves. As fluid pene¬ 
trates deeper into the channels, there is a con¬ 
tinuous release of medication. The rate of release 
is rigidly controlled by the size and number of 
channels. 









choice of 5 strengths & 


DESOXYN Gradumet 

Methamphetamine Hydro¬ 
chloride in Long-Release 
Dose Form 



5 mg. 10 mg. 15 mg. 


DESBUTAL 10 Gradumet 

10 mg. Methamphetamine 
Hydrochloride, 

60 mg. Pentobarbital Sodium 



Front Side 


DESBUTAL 15 Gradumet 

15 mg. Methamphetamine 
Hydrochloride, 

90 mg. Pentobarbital Sodium 


Front Side 




samples available 



to suppress »pp«tit» smoothly 
ail-day from a stogie or«t dose 

and Sucaryl Sweeteners 

to provide satisfying sweetness 
in the diet without calories 


Desbutal 15 Gradumet 

Product of choice for patients who 
overreact to plain amphetamine 

At «n anoiecltc in treatm«ni of 
obMity; also to counteract anxiety and mild cteptsssion. 
i M ' 'r • Desbutal « contraindicated in pa¬ 
tients taking a monoamine oxidase inhibitor Nervousness 
or excessive sedation have occasionally been observed; 
alien these effects will disappear after a lew days. Use 
with caution in patients with hypertension, cardiovascular 
disease, hyperthyroidism or who are sensitive to syrupa- 
thomimetfc drugs. Carelut supervision is advisable with 
maladlusted individuals. 

A single Gradumet tablet in the morning 
provides alt-day appetite control. 

SUPPUtD Desbutal 10 contains 10 mg of meth 
amphetamine hydrochloride and 60 mg. of pentobarbital 
sodium. Desbutal lScoetains 15mg ot methampbetamine 
hydrochloride and 90 mg, of pentobarbital sodium In 
botltes of 100 and 500. 



Sucaryl Sweeteners 

Brand J 

A proven aid to weight control — 

For use in beverages and foods 
—stable to heat 

A constant reminder to your pa¬ 
tient to “watch her calories” 

A carefully balanced formula to 
prevent aftertaste 

—in tablets and liquid— 


Sucaryl—Abbot! brand 

of low and non caloric sweeteners 


Each sample contains 6 tablets and a filled 
Sucaryl® Sweetener dispenser. Fora supply, write 
Abbott Laboratories or ask your Abbott man. 

QQQ 

For: 

Direction*: 




economy 

Patients, in many cases, save 
enough to get five weeks of 
medication for the price of 
four, compared to other leading 
long-release anorectics. 


CONTRAINDICATION: Desoxyn and Desbutal are 
contraindicated in patients taking a monoamine 
oxidase inhibitor. 

PRECAUTIONS: Use with caution in patients with 
hypertension, cardiovascular disease, hyperthy¬ 
roidism, old age, or those sensitive to sympatho¬ 
mimetic drugs or ephedrine and its 
derivatives. Careful supervision is ad¬ 
visable with maladjusted individuals. 



601060 


Gradumet—long-release dose form, Abbott: U.S. Pat. No. 2,987,445. 
Sucaryl—Abbott brand of low and non-caloric sweeteners. 










brings 
peace to the 
hyperactive 
colon 



CANTIL 

(mepenzolate bromide) 


helps restore normal motility and tone 


“In 40 of 44 cases of irritable or spastic 
colon, Cantil [mepenzolate bromide] or 
Cantil with Phenobarbital reduced or 
abolished abdominal pain, diarrhea and 
distention and promoted restoration 
of normal bowel function ... Cantil 
[mepenzolate bromide] proved to be 
singularly free of anticholinergic side- 
effects . . . Urinary retention, noted in 
two cases was eliminated in one by re¬ 
ducing dosage. 



LAKESIDE 


IN BRIEF : One or two tablets three times a day and one or 
two at bedtime usually provide prompt relief. Cantil with Phe¬ 
nobarbital may be prescribed if sedation is required. 

Dryness of the mouth or blurring of vision may occur but it is 
usually mild and transitory. Urinary retention is rare. Caution 
should be observed in prostatic hypertrophy—withhold in glau¬ 
coma. Cantil with Phenobarbital is contraindicated in patients 
sensitive to phenobarbital. 

Supplied: CANTIL (mepenzolate bromide)—25 mg. per scored 
tablet. Bottles of 100 and 250. CANTIL with PHENOBARBITAL 
—containing in each scored tablet 16 mg. phenobarbital (warn¬ 
ing: may be habit forming) and 25 mg. mepenzolate bromide. 
Bottles of 100 and 250. 

1. Riese, J. A.: Amer. J. Gastroent. 28:541 (Nov.) 1957 


LAKESIDE LABORATORIES, INC. Milwaukee, Wisconsin 53201 
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SOCIETY OF PATHOLOGISTS INC. 



Robert G. Lancaster, MD, President W. Bradley King, Jr., MD, Secretary 

Mitchell Rosenholtz, MD, Chairman, Editorial Committee 



Curriculum Needed in Medical Technology 


It can only be hoped that the recent series of 
three articles in The Evening Sun, under the title 
of “Test Tube Crisis,” which described the ori¬ 
gins and effects of the critical shortage of medi¬ 
cal technologists, will arouse sufficient public in¬ 
terest to stimulate appropriate remedial action. 
There is no doubt that diagnostic laboratory work 
suffers in accuracy and promptness of service be¬ 
cause of this shortage, which is becoming more 
acute almost daily and which, to some extent, 
forces pathologists to settle for less qualified and 
less highly motivated personnel. Night labora¬ 
tory coverage, for example, is frequently pro¬ 
vided by personnel with variable laboratory back¬ 
grounds, and the quality of night laboratory work 
may suffer. The demand for technologists far 
outstrips the supply, and there are not enough 
technologists to staff the existing laboratories dur¬ 
ing the day, much less at night. 

Most hospitals in Baltimore would be delighted 
to offer technologist training programs, given the 
required college or university affiliation and a 
reasonable flow of students. Such programs are 
not maintained because there are no students to 
place in them. The lack of students is largely the 
fault of the undergraduate schools because of 
their failure to recognize and accept their respon¬ 
sibility to offer curricula for medical technology 
students. Pathologists have repeatedly and un¬ 
successfully solicited for affiliation with any of 
the many good undergraduate schools in this 
area. Educators here, unlike those in many other 
parts of the country, regard medical technology 
training as vocational training which should not 
be provided on an undergraduate level. They re¬ 
main unconvinced that a career in medical tech¬ 
nology is a professional career equal in potential 


John E. Adams , MD 

for advancement, salary, and responsibility to 
that found in many other acknowledged profes¬ 
sional careers such as nursing and teaching. 

It seems unlikely that either University Hospi¬ 
tal or The Johns Hopkins Hospital, will, within 
the foreseeable future, formulate medical tech¬ 
nology training programs. These laboratories are 
completely decentralized and compartmentalized 
under multiple directors so that no one person 
or group is interested in championing the inter¬ 
ests of medical technology for technologists. In¬ 
deed, there is no demand for doing so, since 
these laboratories remain well staffed with tech¬ 
nologists trained by other hospitals who are 
drawn by the glamor of research activity or by a 
high salary scale with which other hospitals can¬ 
not compete. It would be difficult for a student 
in general medical technology to receive a com¬ 
prehensive, well balanced training experience in 
these laboratories with a continuing lack of cen¬ 
tral direction of the laboratory as well as of a 
director of student education. For this reason, 
technologist training may often be better provided 
in the average-sized general hospital laboratory 
where direction is centralized and the opportunity 
for proper supervision and broad exposure to 
laboratory science is more accessible. 

Even if the university hospitals are unsuited or 
unwilling to participate in medical technology 
training to bolster the manpower market they 
readily utilize, there would seem to be no sound 
reason for the undergraduate schools of the parent 
universities not to contribute by providing the 
curriculum and the appropriate degree in medical 
technology. Indeed, it would seem to be their 
obligation to do so. 


112 


Maryland State Medical Jolirnal. 





DACTILASE® 

Each tablet contains: 

Dactil® (piperidolate hydrochloride), 50 mg.; 
Standardized cellulolytic* enzyme, 2 mg.; 
Standardized amylolytic enzyme, 15 mg.; 
Standardized proteolytic enzyme, 10 mg.; 
Pancreatin 3X** (source of lipolytic activity), 

100 mg.; Taurocholic acid, 15 mg. 

•Need in human nutrition not established. 

•*As acid resistant granules equivalent in activity to 300 mg. Pancreatin N.F. 



In chronic or acute indigestion, fluttery, 
gassy stomachs obtain prompt, gratifying 
relief through the antispasmodic, surface 
anesthetic and enzymatic activity of 
Dactilase. Dactilase decreases hypermotility 
and pain and reduces the production of 
gas. Dactilase does not induce stasis, but 
helps restore normal tone. It has little or no 
effect on enzyme secretions, but adds 
enzymes, thus contributing to the digestive 
efficiency of the patient. 

Side Effects and Contraindications: 

Dactilase is almost entirely free of side 
effects. However, it should be withheld 
in glaucoma and in jaundice due to 
complete biliary obstruction. 

Administration and Dosage: One tablet 
with, or immediately following, each meal. 
Tablets should be swallowed whole. 

Supplied: Bottles of 60 and 250. 

LAKESIDE LABORATORIES, INC., Milwaukee, Wisconsin 53201 
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REHABILITATION SECTION DOUGLAS G. CARROLL M.D. 

BALTIMORE CITY MEDICAL SOCIETY, _ EDITOR 


VOCATIONAL EVALUATION 
OF THE HANDICAPPED 


L. MYRTON CAUSES , JR. 
DANIEL MAUCHLINE 
JULIAN NADOLSKY 
ANNA MILLER 
GORDON GEORGE 


In 1964 the Baltimore League for Crippled 
Children and Adults instituted a program for vo¬ 
cational evaluation of handicapped individuals. 
This report summarizes the results in the first 47 
clients and includes data from six months of 
follow-up. 

To be eligible for this program a person must 
have a medical impairment—physical, mental, or 
emotional—and must be unemployed because of 
this impairment. An applicant has to supply his 
own transportation. He must also be able to take 
care of his personal needs and have the stamina 
to put in a six to seven-hour day. With these ex¬ 
ceptions, the service has been available to any 
handicapped person age 16 or older and to any 
agency working with the handicapped. 

The vocational evaluation entailed a comprehen¬ 
sive survey of the client’s disability. His overall 
progress through the program was supervised by 
a psychologist. In turn, the client was seen and 
examined by a social worker, physician, and phys¬ 
ical therapist; current cases are also being seen 
by an occupational therapist. Detailed reports of 
past treatment and evaluation were obtained. The 
client was then studied by the vocational evaluator. 
This study began with a battery of standardized 
psychological tests. Based on the strengths and 
weaknesses and personal preferences which came 
to light, the client was then given various work 
samples and situational tasks which included the 
use of office equipment, hand tools, and machin¬ 
ery. The emphasis was on the client’s ability to 


perform the task, but an important byproduct was 
the general observations on work tolerance. The 
average person required two weeks to complete 
the evaluation. At the end of this period a staff 
conference was held to summarize each case. The 
emphasis then was placed not on the medical han¬ 
dicap but on the residual, functional ability and 
how this related to the world of work. The re¬ 
sults of testing were compared with a pre-estab¬ 
lished occupational frame of reference. 1,2 This 
enabled a realistic vocational appraisal to be made 
on any or all existing occupations rather than a 
few selected training areas. 

Results 

By March, 1965, 53 clients had been referred 
for evaluation, mostly from the Division of Voca¬ 
tional Rehabilitation of the State of Maryland. 
After preliminary screening, five clients were re¬ 
jected because their medical impairments were 
considered too severe. A sixth client was with¬ 
drawn by the referring agency because a trial of 
work tolerance was their aim and not vocational 
evaluation. The remaining 47 clients completed 
the evaluation. In all but two there has been a 
follow-up, at least six months after study at the 
League. 

Age, Education, and IQ 

The clients had an age range of 17 to 56 years 
with a median age of 28 years. There were seven 
female and 40 male clients. Thirteen were Negro 
and 34 were white. Fifteen were married, five 
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had been divorced, and 27 were single. Their for¬ 
mal education ranged from 0 to 16 years with a 
median of 10 years. The most valid measure of 
IQ showed a range from 51 to 126 with a median 
IQ at 90. 

Types of Recommendations 

Table 1 lists the individuals according to their 
major medical impairment. The final vocational 
recommendation for each category is shown. The 
vocational recommendations were often specific in 
individual cases and were extremely diverse for 


the entire group. For purposes of analysis, how¬ 
ever, the vocational recommendations can be 
grouped into five general categories. Direct job 
placement and vocational training are the highest 
recommendations. These two categories imply 
definite industrial potential. 

Personal adjustment training would be the next 
best recommendation. An individual in this cate¬ 
gory would be considered to have possible in¬ 
dustrial potential, but a period of sheltered work 
with personal and vocational counseling was con¬ 
sidered to be necessary prior to entering the labor 


TABLE 1 

RECOMMENDATION BY IMPAIRMENT 


MEDICAL IMPAIRMENT VOCATIONAL RECOMMENDATION 

Persona! 



Number of 

Job 

Vocational 

Adjustment 

Sheltered 



Clients 

Placement 

Training 

Training 

Workshop 

Recreation 

Neurologic 







Cerebral palsy 
Cerebrovascular 

8 

1 

2 

3 


2 

accident 

Cerebral disease, 

5 

2 



2 

1 

idiopathic 

5 

3 




2 

Paraplegia 

5 


2 

1 

1 

1 

Poliomyelitis 

2 

1 




1 

Other 

4 

2 



1 

1 

Subtotal 

29 

9 

4 

4 

4 

8 

Musculoskeletal 







Rheumatoid 







arthritis 

3 

3 





Other 

5 

3 

2 




Subtotal 

8 

6 

2 




Psychiatric 







Schizophrenia 

5 

2 

1 

2 



Psychoneurosis 

1 


1 




Subtotal 

6 

2 

2 

2 



Cardiac 

Subtotal 

2 

2 





Miscellaneous 

Subtotal 

2 

2 





Totals 

47 (100%) 

21 (45%) 

8 (17%) 

6(13%) 

4 (8%) 

8 (17%) 
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market. Personal adjustment training is not de¬ 
signed to impart a specific, salable skill to an in¬ 
dividual but to equip him with good work habits 
which employers expect in all employees. These 
include such basic things as promptness, regular¬ 
ity of attendance, proper dress and grooming, 
ability to establish and maintain satisfactory in¬ 
terpersonal relationships, etc. No matter how 
talented or skillful a person may be, regardless of 
his intelligence or artfulness, these attributes are 
essential to maintaining employment. 

A recommendation of sheltered workshop 
meant that the staff believed that such employ¬ 
ment was the highest possible goal and industrial 
placement was unrealistic. 

A final recommendation was that a client was 
suitable only for recreational activities. 

Medical Impairment’s 

There were 29 clients with neurologic impair¬ 
ments; eight, musculoskeletal; six, psychiatric; 
two, cardiac; and two, miscellaneous diseases. 
The medical impairments have been arranged in 
groups in the table for emphasis. Cerebral dis¬ 
ease, idiopathic, probably represents an admix¬ 
ture of pathologic states. Encephalitis was sus¬ 
pected in three and a brain tumor in a fourth, 
whereas there was no clue to etiology in the fifth 
case. “Other” neurologic includes one case each 
of subdural hematoma, cerebellar ataxia, myas¬ 
thenia gravis, and muscular dystrophy. “Other” 
musculoskeletal includes one instance each of os¬ 
teogenesis imperfecta, scoliosis, herniated lumbar 
disc, amputation of leg, and multiple congenital 
deformities. The five clients with schizophrenia 
were all in partial remission after treatment. Both 
of the clients with cardiac impairments had cor¬ 
onary heart disease with a past history of myo¬ 
cardial infarction. The miscellaneous category 
comprises one person with cirrhosis of the liver 
and one who is deaf. 

Impairments and Recommendations 

As shown in the subtotals in Table 1, eight cli¬ 
ents with neurologic impairments were considered 
capable of recreation only. No individuals with 
other medical impairments were considered to be 
so severely handicapped. Four clients, all with 
neurologic diseases, were deemed suitable only for 
a sheltered workshop. Four of the six clients 
for whom personal adjustment training was ad¬ 


vised had neurologic diseases. With the exception 
of two individuals with schizophrenia, for whom 
personal adjustment training was suggested, all 
clients with non-neurologic impairments were con¬ 
sidered to be proper candidates for vocational 
training or direct job placement in competitive 
employment. There is, thus, a distinct pattern of 
recommendations ..according to medical impair¬ 
ment with neurologic disease affording the most 
severe vocational handicap. 

Not apparent from the table, but brought out 
clearly by individual case review, is the fact that 
the loss of higher functions of the cerebral cor¬ 
tex is most disabling. The basic intelligence, the 
ability to reason and make judgments, and the 
skills of communication were the most important 
requirements for vocational rehabilitation. Many 
of the clients with neurologic impairments had 
low intelligence quotients, exhibited an organic 
brain syndrome, or were aphasic. 

With the exception of a few with borderline in¬ 
telligence quotients none of the clients with non¬ 
neurologic diseases had such deficits in cerebral 
function. For example, of the eight clients for 
whom recreation was considered the highest goal, 
six had measured IQ’s below 80 and the other 
two had organic brain syndromes. Four of the 8 
had severe aphasia. There were only two (one 
poliomyelitis and one muscular dystrophy) in 
whom severe paralysis of extremities rather than 
cerebral deficiency was the major bar to employ¬ 
ment. Even these two clients had dull normal in¬ 
telligence, which prevented them from adapting 
to very sedentary work. 

A sheltered workshop recommendation for four 
paralytic clients was related to severe aphasia in 
three and mental retardation in one. The clients 
recommended for personal adjustment training 
tended to have mild to moderate impairments. 
Only two of these six clients had low intelligence 
or communication problems. Vocational training 
was suggested for eight clients. One had an IQ 
of 78 and another had minimal aphasia and bor¬ 
derline intelligence. Neither of these two have 
succeeded in training programs. The remaining 
six individuals had no cerebral deficit and are 
achieving their goals in training. 

Direct job placement was recommended for 21 
clients. Only four of this group had an IQ be¬ 
low 80. Four of these clients had mild aphasia 
and one had organic brain syndrome. 

Personal adjustment training was generally 
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TABLE 2 

STATUS AT FOLLOW-UP 
Number of Sheltered 

Clients Job Training Workshop Unemployed Unknown 


Vocational Recommendation 
Job placement 21 9(43%) 

Vocational training 8 

Personal adjustment 
training 6 

Sheltered workshop 4 

Recreation 8 


1 2 7 

5(63%) 1 2 

1 1 4 

3(75%) 1 

8 ( 100 %) 


Medical Impairment 
Neurologic 
Musculoskeletal 
Psychiatric 
Cardiac 
Miscellaneous 
Totals 


29 4 

8 2 

6 1 

2 1 

2 


47(100%) 8(17%) 


3 

2 

3 


8 (17%) 


5 

2 


7 (15%) 


16 

2 

2 

2 

22 (47%) 


1 

1 

2 (4%) 


found to be suitable for young, single men. There 
was no other correlation between age, sex, race, 
or social status and the results of evaluation. 
There was a trend discernible in the previous 
work history. Those clients who had been out of 
work for more than two years before referral 
tended to receive workshop or recreation designa¬ 
tions, whereas those individuals who had been un¬ 
employed for less than two years tended to be 
placed into job or training categories. This trend 
may be artificial and reflect only the varying se¬ 
verity of the medical impairments. Young clients 
with no previous work or a poor work history 
tended to be recommended for vocational training 
or personal adjustment training. 

Follow-up Data 

A follow-up has been obtained on all except 
two clients at least six months after evaluation. 
The status at follow-up is summarized in Table 
2. In this table the status at follow-up is con¬ 
trasted to the initial recommendations and the 
major diagnostic headings. Of 21 clients recom¬ 
mended for job placement, nine have actually se¬ 
cured employment. Five of the eight individuals 
in the training category are receiving their sug¬ 
gested vocational training. Of the six recom¬ 
mended for personal adjustment, one was in 
training, one was in a sheltered shop, and the 
remainder were idle. Three of the four clients 
recommended for a sheltered shop were so em¬ 


ployed, and two other clients who had been rec¬ 
ommended for industry were in a workshop for 
the handicapped. None of the clients from the 
recreation category were found at work. The 
follow-up results confirmed that neurologic im¬ 
pairments afford a greater vocational handicap 
than other diseases. 

Case Reports 

The five clients who were paraplegic were very 
instructive and illustrate many of the aforemen¬ 
tioned points. 

S.W. was a 29-year-old, married, Negro man 
with a past work history of unskilled labor. He 
had suffered a traumatic spinal cord transection at 
the level of the twelfth thoracic vertebra two and 
a half years before. Despite marital and emotion¬ 
al problems he had fair motivation. He had 
learned to give complete self-care. He had an IQ 
of 105. Based on the aptitudes revealed in evalu¬ 
ation it was recommended that he be trained as a 
bookkeeper. This client is now in the Woodrow 
Wilson Rehabilitation Center receiving vocational 
training as a bookkeeper. 

B.B., a 27-year-old, single, Negro man, had an 
almost identical severe paraplegia, having also had 
trauma with severance of the spinal cord at the 
twelfth thoracic vertebra three years before. In 
contrast to S.W., however, B.B. was mentally re¬ 
tarded with an IQ of 69. No doubt related to 
this, he had never learned to control his inconti- 
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nence. This client had fair motivation and an 
unskilled labor background. Evaluation revealed 
no vocational potential. He was recommended for 
a sheltered workshop. Plans for this have been 
delayed because of further surgery to help correct 
his urinary incontinence. 

L.M. and W.B. present contrasts of individuals 
with much milder paraplegia. Both had neuro¬ 
logic damage at the fourth lumbar level with re¬ 
sultant partial paralysis and anesthesia of their 
lower legs and urinary incontinence. The cause 
was an unknown type of bone disease in the case 
of L.M. and a spina bifida with meningomyelo¬ 
cele in W.B. Both clients could walk with the aid 
of braces. L.M. was a 53-year-old, single, Ne¬ 
gro woman who had been schizophrenic but was 
in remission while taking a phenothiazine medica¬ 
tion. She had an IQ of 51, which was a valid 
measure of her observed functional status even 
though it might not have reflected her true intel¬ 
lectual capacity. She could not concentrate, had 
difficulty with any instructions, and performed 
all activities slowly. The evaluation discovered 
no vocational potential, and recreational activities 
only were recommended. In follow-up she was 
unemployed and inactive at home. W.B. was a 
21-year-old, single, white man. Though imma¬ 
ture and anxious, he had an IQ of 100 a*d seemed 
well motivated. He had aptitudes for clerical 
work, and training as a clerk-typist was sug¬ 
gested. In follow-up this client was succeeding 
in a secretarial course and was engaged in part- 
time work as a radio dispatcher. 

C.G., an 18-year-old, single, Negro male had 
received a gunshot wound at age 15. This pro¬ 
duced a spinal cord transection at the first lum¬ 
bar level. Pie could ambulate slowly with bilateral 
leg braces and crutches but preferred a wheel¬ 
chair. Antedating his injury he had chronic vesi¬ 
cle neck obstruction and had been partially incon¬ 
tinent of urine all his life. With this as an excuse 
he had remained at home and had no formal edu¬ 
cation. Psychologic evaluation revealed an in¬ 
ordinately dependent boy due to maternal over¬ 
protection. His IQ was 82. Evaluation revealed 
no vocational aptitudes at that time but much 
potential for the future if he could be matured. 
It was recommended that he receive personal ad¬ 
justment training while working in our sheltered 
shop. Unfortunately, he dropped this activity 
promptly, and follow-up reveals that his status is 
unchanged. 


Discussion 

Throughout the vocational evaluation program 
the Baltimore League for Crippled Children and 
Adults has tried to emphasize important princi¬ 
ples of rehabilitation. First, one must concentrate 
upon the residual ability of the handicapped and 
not the disability. This is a reversal of the classi¬ 
cal medical interest. Where the physician has pri¬ 
mary interest in 'diagnosis and treatment he must 
concentrate on the diseased part and not the 
healthy part. In our evaluation every attempt has 
been made to uncover and use the residual 
strengths and attributes of the individual. Sec¬ 
ond, one must be concerned with the functional 
status and not the anatomic damage or pathologic 
diagnosis. The medical handicap must be inter¬ 
preted in functional terms that will allow the 
vocational evaluator to assign work that is real¬ 
istic for the particular individual. The period of 
observation in a work situation during the evalua¬ 
tion was, in most cases, essential in this regard. 

More than half of all the clients referred for 
vocational evaluation had neurologic impairments. 
This fact deserves some explanation because neu¬ 
rologic diseases are not the leading medical cause 
of unemployment. One obvious reason is that the 
Baltimore League for Crippled Children and 
Adults has long been interested in cerebral palsy. 
This old interest has created a public image which 
may have accounted for some of the influx of cli¬ 
ents with neurologic diseases. Further, at the 
onset of this program the Division of Vocational 
Rehabilitation may have had a backlog of neuro¬ 
logic cases that were immediately referred. Other 
agencies, such as the Maryland Heart Association, 
were performing evaluations of individuals with 
other handicaps. All of these reasons may ex¬ 
plain a portion of our referral bias. However, 
this high percentage of neurologic referrals con¬ 
tinues. We believe that this indicates that neuro¬ 
logic impairments are the most difficult to evaluate 
vocationally and represent the greatest challenge 
in vocational rehabilitation. 

At the start of the League’s vocational evalua¬ 
tion program there were no preconceived ideas as 
to which types of impairment were compatible 
with employment, training, sheltered workshop, 
or recreational activities. Each case was consid¬ 
ered upon its own merits; only in retrospect bave 
distinct patterns of recommendation according to 
medical impairments appeared. As noted, clients 
with neurologic diseases had the greatest voca- 
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tional handicap. Furthermore, although the ex¬ 
tent of paralysis is important, the most limiting 
factor is the amount of damage to the cerebral 
cortex, and a disturbance in ability to think, rea¬ 
son, and communicate was the greatest bar to vo¬ 
cational rehabilitation. This should not be too 
surprising, for rehabilitation has much in common 
with education. 3 Rehabilitation is really a process 
of retraining or re-education, and the ability to 
think and to communicate is essential to the suc¬ 
cess of either. 

The vocational recommendation is the summa¬ 
tion of opinion of the highest possible goal for 
that client, while the follow-up reveals the achieve¬ 
ment or lack of it and measures something differ¬ 
ent. Follow-up information indicates the effect of 
many factors, including such complex psycho¬ 
logic phenomena as the motivation of an individ¬ 
ual and needs for emotional dependency. These 
were not discussed in the results. Their great im¬ 
portance is recognized in the specific case, but 
there is no adequate, objective way to measure 
such factors. The results of the follow-up also 
reflect family pressures, marital status, family 
structure, family income, source and adequacy of 
disability pensions, social strata of family, etc. 
The follow-up data also mirror the needs and 
vocational opportunities in the community as well 
as the feelings of employers about particular 
handicaps. 

The number of clients capable of work who re¬ 
main unemployed is discouraging but not un¬ 
usual. 4,5 It points up a need for aggressive voca¬ 
tional placement services to become an integrated 
extension of the evaluation process. The small 
sample reported here does not permit a meaning¬ 
ful breakdown of the types of jobs for which 
clients deemed ready for employment were recom¬ 
mended, but most were in unskilled or semiskilled 
categories. These are the jobs for which the 
greatest competition exists and which, consequent¬ 
ly, require the most persistence and the best job- 
hunting knowledge to obtain. 

It is a rare individual who can objectively sep¬ 
arate his rejection as a potential employee from a 
rejection of himself as a person, who has enough 
ego strength to stand up to continued refusals. 
Development of this ability can be expedited 
through provision of factual labor market infor¬ 
mation and other information designed to help the 
individual objectify the process of job hunting 


and separate refusals of jobs from attacks upon 
himself as a person. This approach is not aimed 
at directly strengthening the client’s ego but rath¬ 
er at helping him develop practical and non¬ 
stultifying defenses. 

Concurrent with these psychotherapeutic activi¬ 
ties, practical instruction is needed on how to com¬ 
plete applications,.how to be interviewed, how to 
ferret out job openings, etc. In a really effective 
placement program, this intensive preparation and 
training of clients to carry on their own job 
searches is backed up by extensive job develop¬ 
ment by the agency’s staff, for although it is most 
desirable to have the client find his own job, there 
will always be clients who need someone else to 
develop at least the first job for them. It is appar¬ 
ent that this is a complex subject which requires 
expenditure of considerable time by highly trained 
staff. 

The lack of achievement of those clients rec¬ 
ommended for personal adjustment training is 
particularly evident and indicates a need in the 
community for an appropriate vocational adjust¬ 
ment center for the immature handicapped. At 
the present time there is no agency in Baltimore 
prepared to mobilize the resources required to 
deal with this problem as it is presented by the 
population of which the clients in this study are 
representative. Experience in other large cities 6,7 
indicates that such centers, using work as a medi¬ 
um of communication with the vocationally mal¬ 
adjusted, can successfully return significant num¬ 
bers of such clients to competitive employment. 
Vocational adjustment centers attempt to deal 
with those aspects of the individual’s personality 
which impinge most directly on his adequacy as 
an employee. By using trained counselors as fore¬ 
men, detrimental behavior is dealt with in a con¬ 
structive manner as it occurs in the work situa¬ 
tion. Having the counselor on the scene when 
events occur lends an immediacy and an effective¬ 
ness to the counseling process which is lost when 
clients must be referred to a counselor off the 
work floor, and there is less danger of distortion 
in communication when third parties are not in¬ 
volved in client-counselor communications. 

Finally, by reducing the case material to its 
bare essentials for analysis, there is a danger of 
oversimplification. Only the major impairment 
is listed, whereas in fact most clients had multiple 
diseases. The psychologic complexities often defy 
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affords a mild, calming action and enhances 
the antispasmodic action of Piptal (pipenzo- 
late bromide). The latter drug, as reported in 
the medical literature, has a favorable ratio of 
effectiveness to side-effects which is unusual 
in anticholinergics and thus is particularly 
appropriate to pediatric use. 
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any attempt to classify. It is therefore clear that 
each case represents a unique problem. The above 
patterns can serve only as general guidelines. 

Summary 

This report analyzes the results of vocational 
evaluation in the first 47 clients referred to the 
Baltimore League for Crippled Children and 
Adults. Most had neurologic impairments. It 
was found that in this sample neurologic diseases 
produced a much greater vocational handicap than 
did other types of disease. It appeared that this 
major difference was explained by the loss of 
cerebral function and not the motor paralysis in 
the neurologic diseases. If a person loses the 
ability to think or to communicate, he is left with 
little vocational potential. , 

Follow-up has shown the expected amount of 
human underachievement. It also revealed cer¬ 
tain inadequacies of the community in placing 
individuals who could work or in the training of 
others with vocational potential. 
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The Electrocardiogram in Infants and Children 




The basic electrophysiologic principles of elec¬ 
trocardiography are the same in infants and chil¬ 
dren as they are in adults, but slight changes in 
the technique make a more technically perfect rec¬ 
ord. In infants it is important to use the smaller 
infant limb electrodes as well as the small suction 
cup infant chest electrode. At times gentle re¬ 
straint is necessary in order to maintain a stable 
base line. 

P zvave .—The average P-wave duration is 0.06 
seconds and the wave is less than 2.5mm in height. 
It is normally inverted in AVR and usually 
reaches maximal height in lead II. If the dura¬ 
tion is greater than 0.08 seconds or the height is 
more than 2.5mm, atrial hypertrophy is likely. 

P-R interval .—In infants and children not only 
the rate but also the age must be taken into con¬ 
sideration. As a general statement, the P-R in¬ 
terval increases with age and decreases as the rate 
increases. Occasionally, the P-R interval may be 
less than 0.10 seconds in a child less than one year 
old. Up to five years of age the usual range is 
0.12-0.14 with a maximum of 0.16 seconds. From 
5-16 years the P-R interval usually is less than 
0.18 seconds but may be as long as 0.20 seconds. 
Even though myocarditis may cause an increased 
P-R interval, such a finding is certainly not diag¬ 
nostic. A constantly prolonged P-R interval may 
be a congenital conduction delay with or without 
coexisting congenital heart disease. 

QRS .—In children the duration is usually 0.08 
seconds or less, although occasionally it may be as 
long as 0.1 seconds. As a general statement, a 
q-wave usually has no significance in an infant’s 
or young child’s electrocardiogram. The R-wave 
is most prominent in the limb leads, AVF, and 
leads V 5 and V 6 . The S -wave is most prominent 


in lead I, AVR, and precordial leads Vi and V 2 . 
A r 1 R 1 configuration may be seen in the right 
precordial leads, being more common in the 
younger child. 

T-zvave .—In lead I, the T-wave should be up¬ 
right. Within the first 24 hours of life the T- 
wave may be upright in lead Vi but should be¬ 
come inverted at least by the fourth or fifth day 
of life. After that time an upright T-wave in 
lead V! in the electrocardiogram of an infant or 
young child may be due to right ventricular hy¬ 
pertrophy. In the early hours of life the T-wave 
in V c may be inverted but should become upright 
after that time. 

Axis .—In the early months of life the child has 
a definite right axis, usually being about +135. 
Sometime within the period between six months 
and a year, that degree of axis regresses and is 
usually replaced by a normal axis of approxi¬ 
mately +75. These are average ranges only, and a 
right axis in a child even as old as 15 or 16 is 
not necessarily abnormal. It only means that the 
normal right axis found in the electrocardiogram 
of an infant usually regresses within the first 
year or so of life to a normal axis and then very 
slowly becomes relatively more negative over the 
next 10-15 years. 

The diagnosis of ventricular hypertrophy on 
the basis of voltage alone, unless very marked, is 
not overly accurate. Of more help is the R/S 
ratio in the precordial leads. 

Right ventricular hypertrophy should be sus- 
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pected if the following ratios of R/S in precor¬ 
dial lead Vi are present or exceeded at the given 
age: 6 months, R/S 3.5-4.0; 18 months, 2.5-3.0; 
3 years, 1.0-1.5; and 6 years and older, 1.0. Right 
ventricular hypertrophy should also be suspected 
when there is a deep S-wave in limb leads I, II, 
and III; a marked right axis deviation of +125 
or more; a tall R-wave in AVR; a qR configura¬ 
tion in the right precordial leads; a deep S-wave 
in the left precordial leads or an R-wave in \T or 
more than 20mm, in height with an insignificant 
S-wave. 

Left ventricular hypertrophy is usually mani¬ 
fest electrocardiographically by tall R-wave in 
V 5 . c and deep S-waves in V/; a R/S ratio in V/ 
of less than 1.0 under 1 year of age and less than 
0.2 between the ages of 18 months to 5 years; a 
left axis deviation of more than a —30 degrees 
under 16 years of age or T-wave inversion in the 


left precordial leads or a deep Q-wave over the 
left precordium. As a general rule, if the sum 
of the R-wave in V 6 and the S-wave in V/ is 
greater than 50mm or if the R-wave in I and 
the S-wave in III is greater than 40mm, left ven¬ 
tricular hypertrophy is probable. 

Combined ventricular hypertrophy is manifest 
by a combination of the findings of right and left 
ventricular hypertrophy. The most frequent find¬ 
ing is that of the indications of left ventricular 
hypertrophy plus a tall R-wave in precordial leads 
Vi and V 2 or a deep S-wave in lead 1. 

An infant or child may have any cardiac ar¬ 
rhythmia. The more common ones are premature 
atrial, nodal, or ventricular beats, first degree A-V 
block, and paroxysmal atrial tachycardia (PAT). 
It is frequently the child of six months of age 
or less who develops PAT. A sinus arrhythmia 
is frequently found in children and is normal. 
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From the Subcommittee on Alcoholism of the Medical and Chirurgical Faculty of the State of Maryland 


GOVERNOR TAWES PROMOTES TREATMENT 
PROGRAM FOR HABITUAL DRUNKENNESS 

OFFENDERS 


Maryland’s Governor J. Millard Tawes has re¬ 
sponded to the historic Driver case decision of the 
U.S. Fourth Circuit Court of Appeals by includ¬ 
ing in his supplemental budget for the coming fis¬ 
cal year, planning money for a 200-bed rehabilita¬ 
tion facility for habitual drunkenness offenders. 

The decision in the Driver case was that a 
chronic alcoholic suffers from a sickness and can¬ 
not be prosecuted for public drunkenness. The 
written opinion, by Judge Albert V. Bryan, 
states: 

The upshot of our decision is that the State cannot 
stamp an unpretending chronic alcoholic as a criminal 
if his drunken public display is involuntary as the result 
of disease. However, nothing we have said precludes 
appropriate detention of him for treatment and rehabili¬ 
tation so long as he is not marked a criminal. 

The Governor’s new program is to be planned 
and administered by the State Department of 
Mental Hygiene and has been recommended by 
the Medical and Chirurgical Faculty of Maryland, 
the State Board of Health and Mental Hygiene 
(in its comprehensive mental health plan), Mayor 
McKeldin’s Task Force on Alcoholism Programs 
for Baltimore, the Baltimore Area Council on Al¬ 
coholism, and jurists and legislators across the 
state. Delegate Harvey Epstein, of Baltimore’s 
Fourth District, was an eloquent spokesman in 
favor of the appropriation. 

A survey conducted by the Department of Men¬ 
tal Hygiene indicates that habitual drunkenness 
offenders (those individuals convicted of public 
drunkenness five times in one year) constitute a 


statewide health problem which traditionally has 
been the responsibility of correctional agencies. 
Nearly 300 have been identified in the City of 
Baltimore. 
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Instructive case histories 
submitted by Subcommittee on 
Maternal Welfare 



r~ 

Case 12 —Cause Undetermined 

j 


This patient was 18 years old, para 1. A 
previous pregnancy had been terminated by 
cesarean section because of cephalopelvic dis¬ 
proportion. During the present pregnancy she 
had received adequate prenatal care and was 
admitted, at term, in early active labor. Physi¬ 
cal examination on admission was not re¬ 
markable and revealed no abnormalties of the 
lungs. Because of the previous cesarean sec¬ 
tion, a decision was reached to carry out im¬ 
mediate repeat cesarean section. 

Under pentothal and cyclopropane anes¬ 
thesia, a classical cesarean section was carried 
out uneventfully with the delivery of a 71b 12oz 
living boy at 12:30 pm on June 18. Blood loss 
was not excessive, and the patient was given 
intravenous methergine after extraction of 
the placenta. No difficulties were encountered 
until the anesthetist noted excessive secre¬ 
tions as the abdominal wall was being closed. 
It became necessary to aspirate the patient’s 
airway frequently. 

The patient reacted from her anesthesia to 
the point where she was beginning to talk, 
but at this juncture the respiratory secretions 
became more profuse and rales were noted in 
both lungs. She was given a digitalis prepa¬ 
ration intravenously (preparation and dose 
not noted). The heart rate rose to 140 per 
minute and the blood pressure ranged between 
120/60 and 90/60. She was also given Solu- 
Cortef. An endotracheal tube was inserted, but 
despite suctioning through the tube she failed 


to respond and was pronounced dead at 3:35 
pm. i 

Postmortem examination revealed early bi¬ 
lateral bronchopneumonia with marked pul¬ 
monary edema. The pericardial sac and heart 
were opened under water, and there was no 
evidence of air embolism. The pulmonary ves¬ 
sels were not remarkable, there being no evi¬ 
dence of pulmonary embolism. The pathol¬ 
ogist lists the cause of death as early diffuse 
bronchopneumonia with marked pulmonary 
edema. 

Comment 

Frequently, as in this case, the committee 
finds it difficult to be satisfied as to the actual 
cause of death. In this instance the attending 
physician did not believe the death was due to 
bronchopneumonia, since on admission the tem¬ 
perature was normal and the lung fields were 
clear. He speculated whether this might have 
been a case of cardiac arrhythmia or some type of 
anaphylactic reaction. 

Members of the committee wondered wheth¬ 
er the patient had inadvertently received a 
pituitary preparation instead of methergine, 
since the clinical picture was compatible with 
that of adverse reactions when pituitary ex¬ 
tracts are administered with cyclopropane. 

The committee voted to classify this as a 
non-preventable maternal death with the exact 
terminal cause unclear. 
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Medical Scientists have 
conquered 6 dread diseases j 
in the past decade, but 
they are largely in the 
dark, they admit, in find¬ 
ing relief for one age-old 
ailment—itching 



New remedies con- 
t a i n 1 n g antibiotics 
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effects which are worse 
than itching skin. Af¬ 
ter many years of re¬ 
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tains an amazing, prov¬ 
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Bamadex Sequels 

Contraindications: In hyperexcitability and in agi¬ 
tated prepsychotic states. Previous allergic or 
idiosyncratic reactions. 

Precautions: Use with caution in patients hyper¬ 
sensitive to sympathomimetic compounds, who 
have coronary or cardiovascular disease, or are 
severely hypertensive. 

Dextro-amphetamine sulfate: Use by unstable in¬ 
dividuals may result in psychological dependence. 

Meprobamate: Careful supervision of dose and 
amounts prescribed is advised: especially for pa¬ 
tients with known propensity for taking excessive 
quantities of drugs. Excessive and prolonged use 
in susceptible persons, e.g. alcoholics, former ad¬ 
dicts, and other severe psychoneurotics, has been 
reported to result in dependence. Where excessive 
dosage has continued for weeks or months, re¬ 
duce dosage gradually. Sudden withdrawal may 
precipitate recurrence of pre-existing symptoms 
such as anxiety, anorexia, or insomnia; or with¬ 
drawal reactions such as vomiting, ataxia, trem¬ 
ors, muscle twitching and, rarely, epileptiform 
seizures. Should meprobamate cause drowsiness 
or visual disturbances, reduce dose—operation of 
motor vehicles, machinery or other activity re¬ 
quiring alertness should be avoided. Effects of 
excessive alcohol consumption may be increased 
by meprobamate. Appropriate caution is recom¬ 
mended with patients prone to excessive drinking. 
In patients prone to both petit and grand mal 
epilepsy meprobamate may precipitate grand mal 
attacks. Prescribe cautiously and in small quanti¬ 
ties to patients with suicidal tendencies. 

Side Effects: Overstimulation of the central nerv¬ 
ous system, jitteriness and insomnia or drowsiness. 

Dextro-amphetamine sulfate: Insomnia, excita¬ 
bility, and increased motor activity are common 
and ordinarily mild side effects. Confusion, anx¬ 
iety, aggressiveness, increased libido, and halluci¬ 
nations have also been observed, especially in 
mentally ill patients. Rebound fatigue and de¬ 
pression may follow central stimulation. Other 
effects may include dry mouth, anorexia, nausea, 
vomiting, diarrhea, and increased cardiovascular 
reactivity. 

Meprobamate: Drowsiness may occur and can be 
associated with ataxia, the symptom can usually 
be controlled by decreasing the dose, or by con¬ 
comitant administration of central stimulants. 
Allergic or idiosyncratic reactions: maculopapu- 
lar rash, acute nonthrombocytopenic purpura 
with petechiae, ecchymoses, peripheral edema 
and fever, transient leukopenia. A case of fatal 
bullous dermatitis, following administration of 
meprobamate and prednisolone, has been re¬ 
ported. Hypersensitivity has produced fever, 
fainting spells, angioneurotic edema, bronchial 
spasms, hypotensive crises (1 fatal case), anuria, 
stomatitis, proctitis (1 case), anaphylaxis, agranu¬ 
locytosis and thrombocytopenic purpura, and a 
fatal instance of aplastic anemia, but only when 
other drugs known to elicit these conditions were 
given concomitantly. Fast EEG activity, usually 
after excessive dosage. Impairment of visual ac¬ 
commodation. Massive overdosage may produce 
drowsiness, lethargy, stupor, ataxia, coma, shock, 
vasomotor, and respiratory collapse. 
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Syndromes of 
Minimal Brain 
Dysfunction in Children 


RAYMOND L. CLEM MENS, MD 
Associate Professor of Pediatrics and Director 
of the Central Evaluation Clinic for Children, 
University Hospital 


The term minimal brain dysfunction does not 
refer to a necessarily minor or unimportant im¬ 
pairment but rather to brain involvement which 
is not readily and grossly demonstrable. 1 

The diagnostic and descriptive categories in¬ 
cluded in the term refer to children of near aver¬ 
age or higher general intelligence with learning or 
certain behavioral abnormalities, or both, rang¬ 
ing from mild to severe, which are associated 
with subtle dysfunction of the central nervous 
system. These may be characterized by combina¬ 
tions of deficits in perception, conceptualization, 
language, memory, and control of attention, im¬ 
pulse, or motor function. 

These aberrations may arise from genetic var¬ 
iation, biochemical irregularities, perinatal brain 
insults, illnesses or injuries sustained during the 
years critical for the development of the central 
nervous system, or from unknown cause. During 
the school years a variety of special learning dis¬ 
abilities are the most predominant manifesta¬ 
tions. 2 

Neurologic disorders in the form of manifest 
brain damage resulting in mental retardation, ce- 

From the Department of Pediatrics, School of Medi¬ 
cine, University of Maryland School of Medicine. 


rebral palsy, or seizures can usually be recognized 
without difficulty. However, the realization that 
certain behavior, language, and learning problems 
can be caused by minimal central nervous system 
disorders has come about only gradually. 3 

Neurologic Factors 

Two major categories of neural-anatomic and 
neuro-physiologic disorders need be considered. 
First is the group with neurologic damage or 
cellular destruction as a result of some insult to 
the brain, called minimal brain damage. Other 
terms used to designate the same condition are 
chronic brain syndrome, hyperkinetic impulse 
disorder, organic brain disorders, and Strauss 
syndrome. The second group is that with physi¬ 
ologic and maturational deviations which result 
in marked unevenness of functioning and which 
many investigators believe represents constitu¬ 
tional idiosyncrasies of genetic origin, called 
specific language disability. 

Children with minimal brain damage present a 
picture of generalized awkwardness, principally 
manifest in fine motor incoordination, difficulties 
in balance, mild chorea-athetosis, and poor hand¬ 
writing. Hyperactivity, distractability, impulsiv- 
ity, perseveration, low frustration tolerance, and 
learning disorders are among the other cardinal 
manifestations. 

Specific Language Disability 

Specific language disabilities, the second major 
category of minimal brain dysfunction, are not 
the result of neurologic insult but are considered 
to be the extreme of individual variability (con¬ 
stitutional idiosyncrasy). 4 These conditions oc¬ 
cur much more frequently in boys than in girls 
and are presumed to be of genetic origin. Al¬ 
though overall intelligence is average or higher, 
there is particular difficulty in learning language 
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skills, including reading, spelling, and often 
handwriting. The condition is often associated 
with delayed speech development, articulation de¬ 
fects, mixed laterality, delayed determination of 
handedness, fine motor awkwardness, and direc¬ 
tionality confusion. 

Importance of Diagnosis 

The various manifestations of minimal brain 
dysfunction are such that it is difficult for a child 
to adjust in an ordinary classroom setting or to 
achieve at a rate commensurate with his general 



THE PERFECT 
MEMORIAL 

The Lorraine Mausoleum, in Lorraine Park 
Cemetery, Woodlawn, offers the finest and 
most sanitary Memorial (above-ground en¬ 
tombment) to be found in this area. Write 
for free brochure. We shall gladly mail it to 
you. 

TEL: VE 7-0758 OR VE 7-1838 


LORRAINE MAUSOLEUM 
6 E. Franklin St., Baltimore, Md. 21202 

Gentlemen: Without obligation MAIL me free 
color brochure and full information. 

NAME_ 


intellectual abilities. The restlessness, impulsiv- 
ity, and unpredictable nature of their responses 
make the usual class setting inappropriate. Teach¬ 
ers become annoyed because the child cannot sit 
still, conform to usual group instructions, or 
achieve at expected rates. In many instances sec¬ 
ondary emotional disturbances develop which 
may eventually present as the major problem. 

Drug therapy can be of significant value in de¬ 
creasing the hyperactivity and distractability as¬ 
sociated with minimal brain dysfunction. 

Once the child’s organic difficulties have been 
recognized, a reasonable understanding of the 
psychological factors which are commonly pres¬ 
ent may be achieved. A simple explanation of 
the clinical diagnosis, the symptoms, and their 
significance help teachers and parents in their at¬ 
titude and approaches; this in turn may help these 
children to cope with environmental stress at 
home, at play, and in school. 

A significant number of seemingly organically 
impaired children can be managed by a combina¬ 
tion of direct parent counseling, structured envi¬ 
ronment, psychotropic drugs, and special educa¬ 
tional planning. Some of these children present 
a generalized picture of immaturity, to which the 
mother often responds instinctively with over¬ 
protection. Within limits, this may be helpful to 
the child rather than detrimental, as might be sug¬ 
gested on superficial examination. This point 
should be considered in our appraisal of over¬ 
anxious mothers. In more difficult cases and 
when a weakness in the capacity of the parents 
to respond to the child’s needs are the most im¬ 
portant limiting factors, more formal psychother¬ 
apeutic intervention may be required. 

In the management of children with severe read¬ 
ing disabilities, special educational placement in a 
small group setting, using multisensory (visual, 
auditory, kinesthetic, tactile) techniques, will of¬ 
ten bring about satisfactory progress in children 
who have failed to learn by the usual pedagogic 
methods in a regular classroom setting. 
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at OCEAN VILLAGE 

(exciting new ocean front community near Bethany Beach, Delaware) 


OCEAN VILLAGE, located on the “beach highway" (Route 14), one mile north of Bethany 
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a great variety of wholesome, healthful outdoor activity and awe-inspiring views of ocean, 
wide beaches and rolling dunes, yet is only a few minutes driving time from churches, 
restaurants, shops and stores. 
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Sun View Motel 
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The Science of Communication 
as practiced at Monumental Printing 

It’s more than a science: it’s an Art, the precise translitera¬ 
tion in print of an intangible idea for a heterogeneous group 
of critical readers. 

Here, at Monumental Printing, we learned to handle the tools 
of intelligent communication by the empirical method: work¬ 
ing with them. The brush and palette of our art, the chisel, 
the score, the script are simply words on paper. We learned 
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Dermatoglyphics in Medicine 


The use of fingerprints in personal identifica¬ 
tion is widely appreciated. Less well known is the 
fact that fingerprint patterns can have character¬ 
istic configurations in certain clinical entities and 
thus be of diagnostic value. 

The word “dermatoglyphics” is used in medical 
literature to describe the skin patternings of fin¬ 
gers, toes, palms, and soles. The dermatoglyphic 
patterns are composed of epidermal ridges. They 
are so variable that their characteristics are not 
duplicated either in another region or in another 
individual. A person’s dermatoglyphic patterns 
remain unchanged during life. Studies on various 
biologic aspects of dermatoglyphics by Kristine 
Bonnevie established the basis for genetic studies 
on dermal ridge patternings. 2 

The first instance of characteristic dermato¬ 
glyphic pattern was discovered in mongolism by 
Cummins and Workman. In mongolism, palmar 
abnormalities are not limited to dermal ridge for¬ 
mation but involve the flexion creases as well. 
The fusion of two palmar creases into the “mon- 
golian” or “four-finger” line (sometimes called 
simian line) is well known to physicians, as is the 
absence of one flexion crease on the fifth finger. 
Flexion creases can readily he analyzed by sim¬ 
ple inspection, and they should be distinguished 
from the dermal ridge patterns, which can be 
best studied from prints obtained from the sub¬ 
jects. This is especially true for newborns where 
the ridges are less distinct. 

On the fingers and toes one can find the combi¬ 
nation of three basic patterns which are referred 
to as arch, loop, and whorl. The loops open to¬ 
ward the radial or fibular and tibial or fibular 
sides and are designated accordingly. By study¬ 
ing the dermal ridge patterns, one can notice 

The author is supported by Special Project Grant 
Number 414 of the Children’s Bureau, Department of 
Health, Education, and Welfare. 


MIHALY BART4LOS, MD 
Medical Geneticist 
Department of Pediatrics 
Howard University College of Medicine 

points where three radiants meet and form three 
angles of approximately 120 degrees each. Such 
points are referred to as triradii. The most im¬ 
portant landmark on the palm is the axial trira¬ 
dius, which is usually located in a proximal posi¬ 
tion near the wrist crease. In mongolism this tri- 
radius is displaced clistally and ulnar loops occur 
frequently on the fingers. Occurrence of patterns 
in the third interdigital area of the palm was seen 
more frequently also in mongoloid patients. It is 
generally believed that the formation of the der¬ 
mal ridges are determined by several genes 
spread over many chromosomes. 4 One would 
therefore expect that the presence of an extra 
chromosome, with its large number of genes, 
might well produce characteristic peculiarities in 
dermal pattern formation. Since it is well estab¬ 
lished that in mongolism all or a large portion of 
one of the smallest chromosomes is present in 
triple dose, 1 the finding of dermatoglyphic pe¬ 
culiarities in this condition is not surprising. 

The practical importance of dermatoglyphic 
studies in mongoloid patients is in their contribu¬ 
tion to diagnosis. The clinical stigmata found in 
mongolism are numerous, yet they may he in¬ 
conclusive. 3 At present, chromosome analysis is 
regarded as producing the most reliable diagnos¬ 
tic criterion. Between the reliability of chromo¬ 
some studies and the commonly noted clinical 
features, dermatoglyphic studies occupy an inter¬ 
mediary position. Since the study and evaluation 
of dermatoglyphics is far more simple than are 
cytogenetic studies, dermal ridge analysis can be 
used profitably by the practicing physician. 
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operated underthe direct supervision of the Lowry Memorial Medical Center. 

Offering full treatment to the adult physically handicapped, specialized care to the 
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THE 


While mongolism is the best known and most 
frequently observed condition with characteristic 
patterns of dermal ridge configuration, it is not 
the only one. A congenital malformation syn¬ 
drome, referred to as Dj-trisomy syndrome, or 
Patau’s syndrome, is similarly due to chromo¬ 
somal aberration. The chromosome involved in 
Di-trisomy syndrome, however, is not identical 
with that in mongolism. Dermatoglyphic studies 
in this condition showed a displacement of axial 
triradius, and characteristic configuration was ob¬ 
served also on the soles. No characteristic pat¬ 
terns were observed on the fingers, however. 

A third example of congenital defects with 
characteristic dermatoglyphic patterns is the E 18 - 
trisomy syndrome, or Edward’s syndrome. 5 
This condition, too, is due to the presence of a 
supernumerary chromosome, distinct of those in¬ 
volved in mongolism and Dt- trisomy syndrome. 
In these cases, dermatoglyphic studies demon¬ 
strated the presence of arches on all or most of the 
fingers. 


The three conditions discussed here illustrate 
the potential of dermatoglyphic studies in medi¬ 
cine. Medical researchers in several medical cen¬ 
ters are looking for new conditions with charac¬ 
teristic dermal ridge configurations as well as for 
new applications for dermatoglyphic studies. In 
the coming years, we may witness many new find¬ 
ings along this line of medical research. Physi¬ 
cians must always be ready to incorporate new 
techniques into their diagnostic and curative pro¬ 
cedures, of which the study of dermatoglyphics is 
a recent example. 
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HON IMPORTJUIT IS IS 

IN YOUR DIAGNOSES OF SM00T0 MUSCLE SPASM? 



ramps im iintiim 


The sphincter of Oddi is made up primarily of smooth muscle 
fibers. It permits the gall bladder to fill, regulates the flow of 
bile and pancreatic enzymes and in dysfunction is a primary 
cause of Biliary Dyskinesia. The sphincter of Oddi is but one of 
five major foci of smooth muscle spasm where SPACOLIN® 
(Alverine citrate) acts directly with rapid onset and long dura¬ 
tion. No neurotropic side effects because Spacolin is a 
musculotropic counter-spasmodic unrelated to atropine or 
atropine-like drugs. Spacolin is not contraindicated in prostatic 
hypertrophy. 

SPACOLIN® (Alverine citrate) 

Each tablet contains: Alverine citrate.120 mg. 

INDICATIONS: Smooth muscle spasmolytic for use in spastic colon, spastic conditions of the 
gastrointestinal tract, biliary dyskinesia, cholecystitis, spasm associated with peptic ulcer,* 
achalasia, pylorospasm, spasm attendant to diarrhea, spastic conditions of the genitourinary 
tract attributable to inflammation and calculi, certain primary dysmenorrheas and as an aid 
in cystoscopic, esophagoscopic and gastroscopic examinations. DOSAGE: One tablet after 
meals 1 to 3 times daily at discretion of physician. When treating spasm associated with 
peptic ulcer, achalasia or pylorospasm, administer tablets V 2 hour before meals. In dys¬ 
menorrhea, one tablet 3 times daily starting at onset of discomfort. PRECAUTION: Caution is 
recommended when using in hypotensive patients. SIDE EFFECTS: In common with other 
smooth muscle depressants, Spacolin temporarily lowers blood pressure. 

♦Antacid and dietary measures are of primary importance in ulcer treatment and should 
not be neglected. 
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DEPARTMENT OF HEALTH 



Highlights 


RECOMMENDATIONS REGARDING MEDICAL 
CARE PRESCRIPTIONS 

Existing pharmacy regulations permit physi¬ 
cians to write prescriptions for medications which 
have the normal regulated dosage printed on the 
manufacturer’s label. However, in the case of the 
“home remedy” type of medications, many pa¬ 
tients can take the normal regular dosage and 
there is no need for the physician to repeat the 
dosage on the prescription blank. When the phy¬ 
sician repeats the dosage on the prescription 
blank, it costs the State approximately 40 to 50 
cents more for the same item. Therefore, the 
Council on Medical Care has recommended that 
local health officers ask physicians participating in 
the County Medical Care Program to refrain from 
writing directions on “home remedy” type medi¬ 
cations when the manufacturer’s recommended 
dosage on the label of the container is the dosage 
of choice. Although the regulations refer specifi¬ 
cally to home remedies, other across-the-counter 
medications may be prescribed in the same man¬ 
ner. 

HOSPITALS SURVEYED ON CIVIL RIGHTS 

The Public Health Service is conducting a mail 
survey of all hospitals in the country to deter¬ 
mine their state of compliance with the Civil 
Rights Act. This will not affect the Department’s 
responsibility in this field, nor will it abrogate the 
arrangements we have made with the Public 
Health Service for our joint reviews and investi¬ 
gation of complaints. All private hospitals in the 
state that participate in the Department’s pro¬ 
grams and all state-owned hospitals have agreed 
to comply with the act. 


NATIONAL HEALTH BILL SIGNIFICANT 

On behalf of the Association of State and Ter¬ 
ritorial Health Officers, the Commissioner pre¬ 
sented a statement to the Senate regarding SB 
3008 (Comprehensive Health Planning and Pub¬ 
lic Health Service Amendments of 1966). From 
the standpoint of administering health services, 
this is the most significant federal legislation 
since 1936, when the first federal grant-in-aid 
program was initiated. 

The proposal is predicated on the fact that health 
agencies are unique in their potential as centers of 
excellence for the delivery of health services to 
the public. It embodies a mechanism for pro¬ 
gressively reducing the gap between personal 
and environmental health services actually avail¬ 
able and those which can be provided by prac¬ 
tical exploitation of existing scientific knowledge, 
changes in methods, and future discoveries. The 
proposal will require us to develop firm and prac¬ 
tical health plans by the conjoint efforts of all of 
the health interests (public, private, professional, 
and institutional) at the local, metropolitan, re¬ 
gional, state, and federal levels. This planning 
will be comprehensive. It will include preventive 
as well as treatment services and environmental 
health services. It will take the several echelons 
of health services and key resources—manpower, 
money, and facilities—into account. 

AIR WARNING SYSTEM INVOKED 

Some years ago the Public Health Service es¬ 
tablished a warning system which would forecast 
weather conditions conducive to intensification 
of air pollution. These potentials occur a few 
times a year over a wide area. One such episode 
took place March 10-13. The area affected was 
along the Eastern Seaboard and inland, extend- 
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ing from New England and the Great Lakes to in¬ 
clude North Carolina. On March 11 the northern 
limit had moved south to Baltimore, and the con¬ 
dition cleared on the 13th and 14th. During this 
period, sampling at the several state and metro¬ 
politan Baltimore stations was increased. While 
some elevation in levels of some substances was 
noted, no significant effect could be determined. 
All results have not yet been evaluated. There 
seemed to be no indication for an emergency pro¬ 
cedure by the state. 

NEW RADIATION PROTECTION 
RESPONSIBILITY 

Occupational Health Division representatives 
met with a representative of the Atomic Energy 
Commission to begin negotiations for the state to 


assume regulatory responsibility over certain ra¬ 
dionuclides which have been subject solely to the 
jurisdiction of the Atomic Energy Commission. 

FAMILY PLANNING 

The Bureau of Preventive Medicine is cooper¬ 
ating with the Johns Hopkins School of Hygiene 
and Public Health and the Planned Parenthood 
Association of Maryland in a series of one-day 
training sessions, two-day workshops, and two- 
week seminars on “Family Planning and Public 
Health.” Open to physicians, nurses, nurse mid¬ 
wives, health educators, social workers, public 
health administrators, and other qualified profes¬ 
sionals, the courses are being presented tuition 
free through the generosity of the Jessie Smith 
Noyes Foundation. 
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In anxiety 
states: 

B and C 
vitamins 
are therapy 


Stress formula vitamins are an important supportive measure in main¬ 
taining the nutritional status of the emotionally disturbed patient. With 
STRESSCAPS, B and C vitamins are present in therapeutic amounts to meet 
increased metabolic demands. Patients with anxiety, and many others under¬ 
going physiologic stress, may benefit from vitamin therapy with STRESSCAPS. 



Each capsule contains: 


Vitamin B i (asThiamineMononitrate) 10 mg. 

Vitamin B 2 (Riboflavin) 

10 mg. 

Niacinamide 

100 mg. 

Vitamin C (Ascorbic Acid) 

300 mg. 

Vitamin B6 (Pyridoxine HCI) 

2 mg. 

Vitamin B ]2 Crystalline 

4 mcgm. 

Calcium Pantothenate 

20 mg. 

Recommended intake: Adults, 

capsule 

daily, for the treatment of vitamin defi¬ 
ciencies. Supplied in decorative “re¬ 
minder” jars of 30 and 100; bottles of 500. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, N. Y. 
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THE ENGLE FAMILY. OWNERS-MANAGERS 
RESERVATIONS, CALL 289-6401 
OCEAN CITY, MARYLAND 



The Sun and Fun Spot 
For The Entire Family 

Right on the ocean front at 24th 
Street. Ultra-modern unit with indi¬ 
vidually controlled heat and air-con¬ 
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BALTIMORE CITY HEALTH DEPARTMENT 


ROBERT E. FARBER, M.D., M.P.H. 
COMMISSIONER 


American Building, Baltimore and South Streets 
Baltimore, Maryland 21202 


752-2000: Extension 307 


Learn To Do Your Part In The Prevention Of Disease 


ALCOHOLISM PROGRAM 


The City Health Department has issued a new 
pamphlet describing the procedures and services 
of its Alcoholism Clinic in the Eastern Health 
District Building. Prepared for lay distribution, 
the leaflet is available for physicians’ use. The 
text of the leaflet is as follows: 


TRAPPED IN THE BOTTLE? Are you 
one of the 60,000 people in Baltimore who have 
a drinking problem? Or perhaps you are a friend 
or relative of a problem drinker. If so, you 
should know that no one needs to stay trapped 
in the bottle because help is available at the Al¬ 
coholism Clinic. 

WHO CAN APPLY FOR HELP? Baltimore 
City residents who have a drinking problem can 
apply directly to the clinic or may be referred by 
their doctor, clergyman, caseworker or other in¬ 
terested person. 

WHAT DOES THE CLINIC DO? At the 
outset, a complete physical and psychiatric exam¬ 
ination of the patient determines whether treat¬ 
ment on an outpatient basis can be started at once 
or whether a short period of hospitalization would 
give the patient a better start. After this apprai¬ 
sal of the patient’s health, the treatment program 
is tailored to the individual’s needs. 

WHY IS HOSPITALIZATION NECES¬ 
SARY? Sometimes a patient needs specialized 
care for medical reasons (not just for sobering 
up) before treatment for an alcoholism problem 
can begin. Such patients are sent to a hospital 
for treatment. As soon as his condition permits, 
both the patient and his spouse are consulted 
about future treatment on an outpatient basis. 

WHAT IS THE CLINIC TREATMENT? 
Before treatment starts each patient receives a 
psychiatric and socio-economic evaluation. This 
enables the doctor to design a treatment program 


for the individual patient that can be most suc¬ 
cessful in the light of his present problems and 
surroundings. 

Both the patient and spouse are expected to 
participate in the treatment program. According 
to the individual patient’s needs, one or several 
of the following treatment approaches can be 
used: Individual or group therapy, marriage 
counseling, medication. 

DOES TREATMENT GO BEYOND THE 
CLINIC? Yes. When indicated, patients may 
be referred to the Department of Public Wel¬ 
fare, Vocational Rehabilitation, Community Ac¬ 
tion Program and Alcoholics Anonymous. 

WHAT HAPPENS AFTER TREATMENT 
ENDS ? When clinic treatment is terminated 
both patient and spouse are contacted at regular 
intervals for follow-up purposes. This can be 
done either by a scheduled interview at the 
clinic or by a home visit of a public health nurse 
or a member of the Instructive Visiting Nurse 
Association. 

WHERE ARE THE SERVICES AVAIL¬ 
ABLE? At the Alcoholism Clinic, Eastern 
Health District Building, 620 N. Caroline Street. 
You may telephone 732-7110. 


Copies of the above leaflet may be obtained 
from Mr. Harry E. Shelley, coordinator of al¬ 
coholism programs, Baltimore City Health De¬ 
partment, American Building, Baltimore and 
South Streets, Baltimore, Md. 21202; or by tele¬ 
phoning 752-2000, extension 842. 

Physicians desiring assistance or consultation 
may call Abraham M. Schneidmuhl, MD, direc¬ 
tor, Alcoholism Clinic, Eastern Health District 
Building, 620 N Caroline Street, Baltimore, 
Md. 21205; telephone PE 2-7110. 

Robert E. Farber, MD 
Commissioner of Health 


May, 1966 
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'^Ite J'lgkt/t&uke 


RESTAURANT 
& LOUNGE 

» FENWICK ISLAND 


Dancing Nightly 
During Season 

PHONE 539-7400 

(Area code 302) 


• SEAFOOD 

• STEAKS 

• Delmarvalous 

CHICKEN 

• LOBSTERS 

from our tank 

• COCKTAIL 
LOUNGE 


DIPLOMAT SSEf 

“The Prestige Motel” 

• Swimming Pool • Dining Room 

• Cocktail Lounge • Coffee Shop 

• TV in Every Room 

BEDROOM AND EFFICIENCY UNITS 
100% AIR CONDITIONED 


Boardwalk at 26th St. 
Telephone 289-7148 


OCEAN CITY 
MARYLAND 


Shirl Ann Motel 

and Apartments 

2 Olive Avenue ... at the Boardwalk 

REHOBOTH BEACH, DEL. 

Sundeck Overlooking Ocean 
^ Apartments Available by Week - 
^ Sleeping 4 or 5 People ^ 

Air Conditioning Available 

Phone 227-7169 


^JJ-adtinfyd-Wi 



iramar 


OCEAN CITY, MARYLAND 


On the Boardwalk 
Open All Year 

90 ROOMS—30 APARTMENTS 

EXCELLENT MEALS PARKING SPACE 

MEMBER OCEAN CITY GOLF AND YACHT CLUB 

Phone Ocean City ATIantic 9-7417 


Castle in the Sami 

The place to see 
The place to stay 

OCEAN CITY’S MOST CHARMING 
BEACH FRONT APARTMENT MOTEL 


On the Ocean at 37th St. 
Ocean City, Md. 


289-6846 
or 289-7469 


MAE HALL McCABE 

REALTOR 

Service since 1931 

Our complete sales and rental service 
is always at your disposal for 

• COTTAGES . APARTMENTS 
• SUMMER HOMES 

area 302-227-2558 

or write ... 38 Rehoboth Avenue 

Rehoboth Beach, Delaware 



ANTA 


NOW 

OPEN 


m 


ARIA 


Ocean City’s Most Modern 
Ocean Motor Hotel 


101 Rooms 


Fireproof 

Elevator 

Dining Room 

30 Ocean Front Rooms 


Music in All Rooms 
Every Room Private Tile 
Bath. Wall-to-Wall Carpet 
Sun Deck Facing Ocean 
Write, Wire or Phone 


On The Ocean at 15th St. 

Ocean City 2, Md. Tele. ATIantic 9-7192 

MRS. CHARLES LUDLAM, Owner 


REHOBOTH BAY MARINA, INC. 

The Only Stack and Store 
Marina on the Shore 


CHRIS CRAFT 
THUNDERBIRD 
DUNPHY 
M.F.G. 

EVINRUDE MOTORS 


TURBOCRAFT 
BOSTON WHALER 
ARKANSAS TRAVELER 
FABUGLAS 
HOMELITE MOTORS 


SALES • ANCHORAGE 

Rt. 14 Dewey-Rehoboth Beach, Delaware 
Phone 302-227-3771 
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Isadore Tuerk, MD, Commissioner Kurt Gorwitz, Statistics Director 


Fiscal 


Net 

Total 

Expenditures Per 

Year 

Admissions 

Releases 

Expenditures 

Net Release 

1955 

178,003 

126,498 

$ 618,087,247 

$4,886.14 

1957 

194,497 

150,791 

731,875,462 

4,853.58 

1959 

222,791 

176,412 

849,493,595 

4,815.40 

1961 

253,005 

215,600 

974,838,616 

4,521.51 

1963 

285,244 

247,228 

1,084,713,981 

4,387.50 

1965 

314,443 

286,989 

1,201,979,234 

4,188.24 


In 1965, for the fourth consecutive year, re¬ 
ported expenditures in the United States for the 
maintenance of state and county operated mental 
hospitals exceeded one billion dollars. This rep¬ 
resented an increase of 6.1%, or 69 million dol¬ 
lars, over the previous year’s comparable figure. 
Total maintenance costs have doubled since 1955 
and are now almost one-fourth higher than they 
were four years ago. 

Hospital expenditures have continued to go up 
although the average number of patients in these 
facilities has decreased steadily. Nationally, a 
decline in the patient population of 11.9% (from 
554,600 to 488,400) occurred between 1955 and 
1965. As a result, the average cost of caring for 
one patient for one day has gone up substantially. 
In 1955, the national daily per capita was $3.06. 
By 1965 this had increased 120.3% to $6.74. De¬ 
spite this improvement, expenditures per patient 
continue to lag behind comparable figures from 
federal (VA) psychiatric hospitals. 

While these data reflect rising personnel-patient 
ratios and other improvement in treatment serv¬ 
ices, they are primarily related to the rapidly in¬ 
creasing patient turnover resulting from shortened 
periods of hospitalization and the release of many 


THE NATIONAL SCENE 


long term patients. As indicated in the table, both 
admissions and the net number of releases have 
risen considerably between 1955 and 1965. In 
fact, this rise has been so large that the average 
expenditure required to produce one net release 
is now less than it was 10 years ago. 

If present trends continue, the average daily 
cost per patient must be expected to rise further 
at the same time that the average total cost of each 
treatment episode declines. The only alternative 
to continuing, uninterrupted increases in state 
psychiatric hospital expenditures is to reduce the 
number of admissions and to decrease further the 
average period of hospitalization. This can be ac¬ 
complished through closely coordinated programs 
offering a variety of community and hospital serv¬ 
ices to the mentally disturbed and through the 
implementation of current and new concepts for 
the prevention of mental illnesses. 

Kurt Gorwitz 
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• Photo-Offset Printing • Letterpress Printing 

• Multigraphing • Monocast Letters 

• Multilithing • Mimeographing 

• Addressing & Mailing • Typing 

• Automatically Typewritten Letters 


Prompt Pick-up 
and Delivery 


MU 5-3232 

D. Stuart Webb 


Advertising Services, Inc. 

306 N. Gay Street Baltimore, Md. 21202 


North U indj yiiotel 

ROOMS AND APARTMENTS 

55th St. & Ocean Highway 

OCEAN CITY, MARYLAND 


• Modern 2 Story 

• Telephones 

• Heated 

• Playgrounds, Picnic Area 

• One Block to Ocean 


• Private Baths 

• Maid Service 

• Cabled TV 

• I & 2 Bedroom Apts. 

• Air-Conditioning 
Fishing 


Mr. & Mrs. Everett Towsend, O wners-Managers 

Phone AT 9-7688—9-6107 


1 

| 

\ 

\ 
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\ 

| 

j 

) 

i 
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Ef)c ®lca?ar 

4 BEAUTIFULLY DECORATED BANQUET ROOMS 
1st FLOOR STREET LEVEL 



ALCAZAR ROOM . Accommodations For: 

FIESTA ROOM . . BANQUETS 

BLUE ROOM . • WEDDINGS 

MADISON ROOM . • DANCES 

May Be Rented Separately or Combined • OYSTER ROASTS, Etc. 

Cathedral & Madison Kitchen Facilities Available 

BALTIMORE, MD. With All Rooms 


JAMES S. D'AGOSTINO —Manager 



MODERN OFFICE AREA 

FOR RENT 

2240 Eastern Ave.—Corner Patterson Park 

Reasonable rent! Available immediately. 960 square 
feet of space. At present has 2 private offices, re¬ 
ceptionist and working area, private entrance, air- 
conditioning, plenty of parking. Phone Chesapeake 
Federal Savings and Loan Association—ORleans 
5-6602. 



KATHERINE ROBB 


Nursing Home 

REST HOME For Aged and 
Convalescents 


4105 Essex Rd. near Liberty Rd. 
HUnter 6-5656 BALTIMORE, MD. 
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WHAT YOU SHOULD KNOW ABOUT 
ENTERTAINING COLLEAGUES 


There are but three valid reasons for making 
plans to entertain a colleague: 1) introducing 
yourself, 2) expressing thanks, and, by far the 
most unusual, 3) common courtesy and friend¬ 
ship. 

The method, time, or place chosen to introduce 
oneself, the spouse, and the family, will not 
prove to be the end result in itself toward mak¬ 
ing the proper impression. It will be the means, 
however, through which you can reveal your 
genuine desire to be a friend as well as a col¬ 
league. 

Often the question is asked: As a doctor try¬ 
ing to build a practice, can I entertain colleagues 
without it appearing that my only purpose is to 
gain their referrals? 

The answer is yes. 

Those being entertained are intelligent enough 
to make referral decisions based on good medi¬ 
cine and certainly not because of good liquor and 
and hors d’oeuvres. Here are some ground rules 
to remember: 

1. Informal meals at home should be with one 
couple at a time. 

2. Buffet brunches or supper parties are defi¬ 
nitely “in.” 

3. Cocktail parties are “out.” 

A pleasant meal in the comfort of your home 
can be one of the greatest ways to get to know 
someone. Relax and be yourself. 

Buffet parties stimulate conversation. People 
will circulate more freely if the guests are limited 

May, 1966 


WILBURN L. McCLURE, JR. 

to about eight couples. Mixing the guest list 
with non-physicians is a good idea. 

Cocktail parties rarely prove conducive toward 
sincere, personal exchanges between friends. Who 
knows when the other fellow will be thinking 
that “it’s just the liquor talking”? 

Once you are well established, the rules change 
drastically. Now the purpose is to show grati¬ 
tude to those directly or indirectly involved with 
your success. Larger, more elaborate parties will 
be acceptable. Having several carefully selected 
guests for dinner at home or away is permissible. 

Caution: Let your normal personality guide 
your style. No one likes ostentatiousness. 

What about afterwards, when you reach the 
point when big parties and dinners no longer 
thrill you? Strange as it may seem, you may 
wish to go back to the beginning principals, small 
parties and two for dinner, with the emphasis now 
being on good old fashioned friendship. 

Full advantage should be taken of the valid 
deduction on your income tax returns for pro¬ 
fessional entertainment. A couple of years ago, 
the Internal Revenue Service cracked down on 
such items as entertainment. The IRS will allow 
deductions where you prove that the atmosphere 
was complimentary to the occasion. Also, you 
must, of course, produce an accurate accounting 
of the expense and a guest list. 
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WHEN YOUR PATIENTS NEED 
NURSING CARE 

Call Milton 4-6060 

jKice WeU 


1BJ1 imore ^larded ^xclancje 

LICENSED & BONDED 

24 HOUR SERVICE ESTABLISHED 1935 

BALTIMORE, MARYLAND 





We Have the Food 
You Advise . . . 


• Low Sodium • Sugar-Free 


SPECIAL DIET SHOP 


Non-Allergic^ 
* 
* 
* 
* 
* 

*221 N. Howard St. SAratoga 7-0383* 

4c (Opposite Hutzler's) 4- 

t BALTIMORE. MARYLAND 21201 * 

4c 4 


^Jorm an cl if ^ 


^arm 


Potomac, Maryland 

Open All Year Long 
Every Day 

Complete Bar Service 
Every Day 

Your Hosts—James Speros & Sons 
Credit Cards Honored 
Air-Conditioned 



Oliver 2-9421 


Poplar 2-3964 


MOMMY...CALL 

HAMPDEN 



FOR RUG CLEANING 

BE.5-0600 


FOR MOVING & STORAGE 

CH. 3-4750 


Call us for 


• EXPERT EVALUATION of Medi¬ 
cal Equipment and Doctors' 
Estates 

• WE BUY & SELL all types of 
used Medical Equipment 

Prices based on current 
market value 

• NIKON MICROSCOPES— 

Sales and Service 

INTERSTATE 

MEDICAL SUPPLY CO. 

1023 Cathedral St. 
BALTIMORE, MD. 21201 

SA 7-5594 



BALTIMORE OXYGEN 
SUPPLY CO., INC. 

OHIO CHEMICAL DISTRIBUTORS 
Therapy and Medical Gases 
Oxygen Tents 

Resuscitators and Apparatus 

PHONES: 789-8100 727-4748 

Main Office and Plant 

LINTHICUM, MARYLAND 



wmim 



WHITE SUJEET COAL 


MARYLAND 

CORN! 

Garden Flavor Guarded 

F. 0. Mitchell & Bro., Inc. 
Perryman, Maryland 

Phone Perryman 272-3636 
Plant Phone 
Perrvmon 272-3637 


HOUSE HUNTING? 

A. S. K. Computer locates the 
house of your dreams in seconds! 

NO CHARGE NO OBLIGATION 

YbanalcL £. Cj'ie+np.len. Realty, 9 +tc. 

305 E. Joppa Rd. VA 5-6400 

TOWSON, MD. 21204 
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Louis Krause, MO, Chairman Elizabeth Sanford 

Library and History Committee Librarian 


During the past months the library has been 
newly painted, has increased the capacity of the 
card catalog with the addition of a 72-drawer 
case, and is revising the vertical file collection. 

Naturally, painting walls, shelves, and ceiling 
in a library causes more disorganization than in 
most other facilities, so if service was not as 
prompt as usual during March, please understand 
that we probably had to grope around under tar¬ 
paulins and ladders in order to find the material 
you requested. Next time you visit the Faculty 
building, come into the library and see the im¬ 
provements. 

Since the last Library Page appeared, a col¬ 
lection of new books were shown at the Cecil 
County meeting in Elkton and the Carroll County 
Medical Society meeting in Westminster in March. 
These meetings give the librarians a chance to get 
acquainted with many of the doctors who do not 
have an opportunity to visit the library person¬ 
ally, and the doctors a chance to examine new 
books and request particular subjects or titles 
which they need. We expect this practice to be¬ 
come more regular as the component societies 
realize it is an available service. Special requests 
sent to the library before a meeting will be 
brought to the meeting whenever possible. 

On March 17, representatives of the hospital 
medical libraries in the state met in the Faculty 
building. About 40 people attended, predomi¬ 
nantly from the Baltimore area. Purpose of the 
meeting was to discuss the needs of the hospital 
medical libraries in order to supply their staffs 
with the most up-to-date information in the most 
efficient manner, as well as to meet the require¬ 
ments for accreditation. A number of concrete 


suggestions as to immediate needs developed; 
namely, the desire for a good audiovisual center 
in the state for the use of hospital and other 
medical libraries; a journal pool on which all the 
libraries could draw; and, finally, a recommenda¬ 
tion that the best solution would be the mainte¬ 
nance of a strong central library to supply the 
needs of the smaller hospital staff libraries. Since 
a number of the hospitals outside the Baltimore 
area were not represented at this meeting, the Li¬ 
brary and History Committee of the Faculty 
would be interested in hearing the reactions of 
their library committees. Please send any sug¬ 
gestions to Mrs. Sanford. 

How Long Since You Visited or Used The 
Faculty Library ? 

Recent Accessions 

Accepted dental remedies, containing a list of official 
drugs selected to promote a rational dental materia 
medica, and descriptions of acceptable nonofficial arti¬ 
cles. Council on dental therapeutics, American Dental 
Association. 1966. 

American Heart Journal. Diuretic therapy: an appraisal 
of diuretic drugs. Mosby, 1965. 

American Medical Association. Directory Report Service: 
quarterly tables of distribution of physicians by type 
of practice. 1966. 

American Medical Association. Distribution of physicians 
in the U. S. by State, Region, District, and County. 
1965. 

American Medical Association. Report of the Commis¬ 
sion on the Cost of Medical Care. 1964. 

American Medical Association. Chemical tests for intoxi¬ 
cation, manual. 1959. 

American Medical Association. Directory of blood 
banking and transfusion facilities and services. 1965. 
American Medical Association. Utilization Review: a 
handbook for the medical staff. 1965. 

American Medical Association. Directory of approved 
internships and residencies, 1965. 

American Surgical Association. Transactions. 1965. 
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George Washington Hotel 

BOARDWALK at I Oth STREET 

OCEAN CITY, MD. 

71ou, Wore Beautiful ^Ln Cuer Before 

126 BEDROOMS and DINING ROOM 

Air-Conditioned Bedrooms on Request 

FREE PARKING x TELEPHONE AND COCKTAIL 

COFFEE SHOP ELEVATOR SERVICE LOUNGE 

BEAUTIFUL DECOR 
EUROPEAN OR AMERICAN PLAN 

"Bathing Directly From Your Room" 

Mr. and Mrs. Franklin Hastings—owners & managers 

Phone: OCEAN CITY ATlantic 9-6271 


Armstrong, George G., Jr. A laboratory manual for 
Guyton’s Function of the human body. Saunders, 1965. 

Association of American Physicians. Transactions. 1965. 

Ballard, Margaret G. A university is born. Union, West 
Virginia, 1965. 

Baltimore (City) Department of Health. Annual report. 
1964. 

Bockus, Henry Le Roy Gastroenterology, viz. Gastro¬ 
intestinal parasites Saunders, 1963. 

Brandon, Alfred N. Selected list of books and journals 
for the small medical library. Medical Library Asso¬ 
ciation, 1965. 

Conference on Criteria for Physical Management of 
Cleft Lip and Palate, Oct. 28-30, 1963. University 
of Iowa, 1963. 

Conley, Ronald W. The economics of vocational re¬ 
habilitation. Johns Hopkins Press, 1965. 

Danowski, T. S. Diabetes mellitus. American Diabetes 
Association, 1964. 

Drugs of Choice. Mosby, 1967. 

European Orthodontic Society. Report of the 40th Con¬ 
gress. Athens, Greece, July 7-11, 1964. 

Gellis, Sydney S. Current pediatric therapy. Saunders, 
1964. 

Guntheroth, Warren G. Pediatric electrocardiography. 
Saunders, 1965. 

International Union Against Cancer. Illustrated tumor 
nomenclature. Springer-Verlag, 1965. 

Jarvis, DeForest C. Arthritis and folk medicine. Holt, 
Rinehart and Winston, 1960. 

Kaufman, Moses R. The psychiatric unit in a general 
hospital. International Universities Press, 1965. 

Kaverina, Nataliia V. Pharmacology of the coronary 
circulation. Pergamon Press, 1965. 

Kruse, Frank H. Handbook of physical medicine and 
rehabilitation. Saunders, 1965. 

McLean, John M. Atlas of cataract surgery. Mosby, 1965. 

Moeschlin, Sven. Poisoning; diagnosis and treatment. 
Grune & Stratton, 1965. 

Mullins, John E. Current concepts in medical practice. 
Mosby, 1965. 


National Conference on Cardiovascular Diseases. 2d, 
Washington, D.C. November, 1964. 

National Institute of Allergy and Infectious Diseases. 
Highlights of research progress in allergy and in¬ 
fectious diseases. USPHS, 1961. 

Nealon, Thomas F. Management of the patient with 
cancer. Saunders, 1965. 

Neustadt, David H. Chemistry and therapy of collagen 
diseases. Thomas, 1963. 

Physicians’ desk reference to pharmaceutical specialties 
and biologicals . . . 1966. 

Pinkerton, John H. McK. Advances in oxytocin research; 
proceedings of a symposium. Pergamon Press, 1965. 

Progress in the chemistry of fats and other lipids. 
Academic Press, 1965. 

Rashevsky, Nicolas. Some medical aspects of mathe¬ 
matical biology. Thomas, 1964. 

Rutherford, Jean J. Consultation with your doctor for 
personal understanding of marriage. Budlong Press, 
1964. 

Sanazaro, Paul J. Current medical references. Lange 
Medical Publication, 1965. 

Schmitt, George F. Diabetes for diabetics. Diabetes Press 
of America, 1965. 

Shephard, Neville Wilson. The application of neurolep¬ 
tanalgesia in anaesthetic and other practice. Pergamon 
Press, 1965. 

Shirkey, Harry C. Pediatric therapy. Mosby, 1966. 

Symposium on the Lens, Minneapolis, 1964. Mosby, 1965. 

Trussed, Ray E. The quality of medical care as a 
challenge to public health. American Public Health 
Association, 1965. 

United States Adopted Names Council. United States 
Adopted Names; a compilation of the United States 
Adopted Names. . . United States Pharmacopeial 
Convention, 1965. 

University of Miami Neuro-Ophthalmology Symposium, 
1963. 2d vol. Thomas, 1965. 

Weibel, Ewald R. Morphometry of the human lung. 
Springer, 1963. 

Yearbook of drug therapy. 1966. 

Yearbook of general surgery. 1966. 
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• Beauty 

• Elegance 

• Dignity 

• Prestige 

• Security 

• Comfort 

• Economy 

• Convenience 


Dulaney Valley Memorial Mausoleum 

Dedicated to Sacred Memories ... By the One Who Cares, Prepares Ahead, and is Loved for it. 


Dulaney Valley Memorial Mausoleum will provide 
a final resting place for your loved ones in surround¬ 
ings of simple dignity and quiet beauty—truly a 
living memorial expressing your reverence and love. 

Cool in summer, heated in winter, serene and 
peaceful in all seasons, the building’s heavy granite 
exterior and marble interiors, built to California’s 
earthquake specifications, will provide permanent 
protection for all time. 

When you select individual or family entombment 
space in Dulaney Valley Memorial Mausoleum, you 
not only provide a beautiful memorial to your family, 
you also make a practical investment. Mausoleum 
entombment, as old as the pyramids, often costs 
less than ground burial. 

It’s so sensible to decide on this inevitable problem 
while your family is all about you—while they may 
have a voice in what is truly a family decision. 



Too often, postponement of this important family 
duty results, in the end, in a hasty decision under 
duress. You can ease the burden by making a 
reservation for your family in Dulaney Valley 
Memorial Mausoleum, now and together, under our 
Builder’s Program. 

Dulaney Valley’s liberal purchase agreement makes 
ownership of a crypt or crypts a simple thing, now, 
before the need arises. 

Write today for information on single or com¬ 
panion crypts — private or semi-private rooms. 


DULANEY VALLEY MEMORIAL MAUSOLEUM 
200 Padonia Road East, Cockeysville, Md. 21030 
Gentlemen: 

Please send me information without obligation. 

Name . 

Address. 



200 PADONIA ROAD EAST 

COCKEYSVILLE, MARYLAND PHONE 666-0490 



8521 LOCH RAVEN BOULEVARD 
BALTIMORE, MARYLAND 
668-2300 


Our experienced counseling assures 
complete and practical funeral service 
with concern for individual needs and 
desires. 


JOHNSON 


funeral ^Jlo 



WILLIAM E. JOHNSON 
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CLASSIFIED ADVERTISING 

Effective May 1, 1963 

$1.50 per line per insertion 

Count seven average words to each line. 
Add one line if box number is desired. 

MARYLAND STATE MEDICAL JOURNAL 

1211 Cathedral St., Baltimore, Md. 21201 


PHYSICIANS WANTED 

Physician needed for responsible position in re¬ 
search and development activities of a large mid- 
western chemical company. Strong interest in clinical 
research and evaluation is desirable. Ability to com¬ 
municate effectively with other medical and tech¬ 
nical people is essential. Excellent career potential 
for physician interested in internal medicine or 
dermatology. Send resume to: Box #42 Maryland 
State Medical Journal. An equal opportunity em¬ 
ployer 5 


EMPLOYMENT OPPORTUNITIES FOR PHYSICIANS—The Mont¬ 
gomery County Health Department needs physicians to do 
part-time clinical work in both the Maternity and Child 
Health Programs. Board-eligible pediatricians and obste¬ 
tricians are preferred, but applicants with other training and 
experience will be considered. United States citizenship is 
required. One category of particular interest to applicants 
with pediatric training is that of “Area Physician.” This 
position combines clinical and consultative experience in a 
broad scope Child Health service for an assigned area of 
the county. It includes work in health supervision clinics for 
all ages of children {including adolescents), management 
of referral cases such as those seen in the Crippled Chil¬ 
dren's Program, school medical advisory service, and con¬ 
sultation to the public health nurses assigned in the area. 
For further information, call or write to: Ruth-Alice Asbed, 
M.D. Chief, Maternal and Child Health Division, Montgomery 
County Health Department, Jefferson and Perry Streets, Rock¬ 
ville, Maryland 20850. Phone: 279-1627. 5 


PRACTICES FOR SALE OR RENT 


RETIRING GENERAL PRACTITIONER wishes to turn over his 
practice to competent physician willing to work for a very 
competent return. Well established practice in Hagerstown, 
Maryland, a city of 50,000 people, prosperous, convenient, 
well-located in beautiful country. Approximately one hour 
from Baltimore, Washington, Harrisburg, Pa. Excellent hos¬ 
pital facilities with hospital privileges to qualified physi¬ 
cian. Wonderful atmosphere in which to work. Earn an 
excellent livelihood while you serve. Phone RE9-0626. 7 


OFFICES FOR SALE OR RENT 

NORTH ARUNDEL SECTION—Office fully equipped on the 
Ritchie Highway. Ideally located to the North Arundel Hos¬ 
pital. Unlimited parking. Available on a share basis for 
Ob-Gyn specialist, general practitioner, or surgeon. Reason¬ 
able terms. Telephone 263-9242 in Annapolis, Maryland. 6 


INTRODUCINGl 

A NEW CONCEPT 

in 

BOOKKEEPING 

and 

TAX SERVICES 

This Service, used by hundreds of Professional 

men in New England, is now being introduced 

in Maryland. 

WHAT YOU DO — 

Maintain a checkbook—one which we have 
especially designed for Physicians 

WHAT WE DO — 

— we prepare MONTHLY STATEMENTS 
of Income and Expense 

— we prepare QUARTERLY AND FINAL 
PAYROLL RETURNS 

— we prepare and adjust QUARTERLY 
DECLARATIONS OF ESTIMATED 
TAXES 

— we prepare STATE AND FEDERAL 
INCOME TAXES, ready for signature 

— we prepare a CONFIDENTIAL COST 
ANALYSIS 

— we relieve you of the burden of BOOK¬ 
KEEPING AND TAXES and leave you 
free to practice medicine. 

FOR COMPLETE INFORMATION, with no 
obligation, call or write 

FEDERATED BUSINESS 
SERVICES, INC. 

Box 580 

Randallstown, Maryland Tel. 655-2552 

K. Merrill Sumey, Resident Manager 
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MEDIC 


Medical Educational Dedicated 
Instruction Channel 

The following hospitals are part of the 
MEDIC network: 

University of Maryland Hospital and 
School of Medicine, Baltimore 
The Johns Hopkins Hospital and Medi¬ 
cal School, Baltimore 
Sinai Hospital, Baltimore 
Lutheran Hospital, Baltimore 
St. Joseph’s Hospital, Baltimore 
Sacred Heart and Memorial Hospitals, 
Cumberland 

Anne Arundel General Hospital, Annap¬ 
olis 

Greater Baltimore Medical Center, Tow- 
son 

Baltimore County General Hospital, Balti¬ 
more 

Calvert County Hospital, Prince Freder¬ 
ick 

Carroll County General Hospital, West¬ 
minster 

Cambridge - Maryland Hospital, Cam¬ 
bridge 

Frederick Memorial Hospital, Frederick 
Harford Memorial Hospital, Havre de 
Grace 

Kent & Queen Anne’s Hospital, Chester- 
town 

Prince George’s General Hospital, Chev- 
erly 

St. Mary’s Hospital, Leonardtown 
Memorial Hospital, Easton 
Washington County Hospital, Hagers¬ 
town 

Peninsula General Hospital, Salisbury 
MEDIC programs may also be heard at 
headquarters of the following cooperating 
organizations: the Medical and Chirurgical 
Faculty of the State of Maryland, the Mary¬ 
land State Department of Health, the Hos¬ 
pital Council of Maryland, Inc. 

Appropriate AAGP credit is given for 
every MEDIC program attended. 

See Page 7 for current program listings. 


OFFICERS OF 

THE MEDICAL AND CHIRURGICAL FACULTY 

President: J. Morris Reese, MD 
President-elect: Richard D. Bauer, MD 
First Vice President: Everett S. Diggs, MD 
Second Vice President: Henry A. Briele, MD 
Third Vice President: John P. Haberlin, MD 
Secretary: William A. Pillsbury, MD 
Treasurer: Karl F. Mech, MD 

COUNCILORS: 

Western District 
Archie R. Cohen, MD—1969 
Henry V. Chase, MD—1969 

Central District 
John F. Schaefer, MD—1967 
William Carl Ebeling, MD—1967 
Fayne A. Kayser, MD—1967 
Richard Norment, III, MD—1967 
J. Arthur Weinberg, MD—1967 
J. Emmett Queen, MD—1968 
Donald Roop, MD—1968 
Harry M. Robinson, Jr., MD—1968 
Robert C. Kimberly, MD—1969 

Eastern District 
Robert W. Farr, MD—1967 
Raymond M. Yow, MD—1968 

Southern District 
Arthur Wooddy, MD—1968 
Manning W. Alden, MD—1969 

South Central District 
Richard D. Bauer, MD—1967 
William B. Hagan, MD—1969 

Terms of office expire at conclusion 
of annual meeting 

DELEGATES TO THE 
AMERICAN MEDICAL ASSOCIATION 
Russell S. Fisher, MD—1966 
J. Sheldon Eastland, MD—1967 
Robert vL. Campbell, MD—1968 

ALTERNATES: 

E. I. Baumgartner, MD—1966 
William B. Hagan, MD—1967 
Charles F. O'Donnell, MD—1968 

Terms of office expire at end of calendar year 
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“Early in 1953 Davis and Grand undertook a review of well established practices connected with the 
treatment of T. vaginalis infections. For instance, it had been accepted that an acid douche should be 
employed. This was based on cultural studies showing that when the pH was below 5 the organisms 
would die. They found that the commonly used vinegar douche with a pH of 3 showed no visible 
effect on T. vaginalis under the microscope in 15 minutes. Both citric and lactic acid were tested 
with similar results. Davis then recalled that in his early treatment of T. Vaginalis infections over 
30 years ago he had had his first successes with alkaline preparations, and when he returned to their 
use the patients reported them more soothing than the previously used acid solutions. ’ 

(Am. J. Obst. & Gynec., 68:559, 1954) 


Criteria for Cleansing Douche 

“Daily douching often is a part of the treatment administered in dealing with T. vaginalis and since 
it is possible that the solution might contain agen’s that could hamper the regrowth of Doederlein 
bacillus, the following properties were said to be ideal. 

1. It should contain a harmless, nonsensitizing detergent to remove mucous deposits and debris. 

2. It should not contain any antibacterial agents, since the contact possible during douching 
would be so fleeting that anti-bacterial action could not be expected. 

3. It should be acid in pH. 

Hie 3rd property seems to he the most illogical and unimportant. If contact is so fleeting 
that antibacterial actions could not he expected, it would seem to follow that its acid quality 
would he of no consequence. Furthermore, acid solutions are irritating to the mucosa and 
oftentimes accentuate inflammation. 

Actually, the value of a douche is generally conceded to be confined to its use as a cleansing and 
deodorizing agent. The encouraging results achieved with a detergent douche solution in treating 
infections of the vagina are probably attributable to the enormous normal recuperative powers of the 
vaginal tissues which have been under-estimated as a factor in the restoration of normal physiology. 

Therefore, simple cleansing of the vagina with a non-irritating, mildly alkaline douche which is 
soothing to the vaginal mucosa and which penetrates and flushes out the dead organisms, debris and 
mucinous materials frequently enables the physiological processes to overcome the infection. ’ 

Charles B. Marek, M.D., Chief of Gynecology; Bon Secours Hospital: personal communications August 11, 1964 



Eastern Research laboratories, Ine. 


302 S. Central Ave. 


Baltimore, Md. 21202 













The weight of clinical evidence favors Libriun 


With Librium (chlordiazepoxide HC1), the weight of 
a five-year record of efficacy and safety in clinical 
use is supported by over 630 reports in the medical 
literature. Its virtually specific antianxiety action 
normally reduces disturbing emotional complaints 
promptly without compromising the patient’s men¬ 
tal alertness or ability to perform normal functions. 
Decisive results are often seen in patients who had 
not improved on previously used psychotropic drugs. 

In prescribing: Dosage—Adults: Mild to moderate anx¬ 
iety and tension, 5 or 10 mg t.i.d. or q.i.d.; severe states, 
20 or 25 mg t.i.d. or q.i.d. Geriatric patients: 5 mg b.i.d. 
to q.i.d. 


Precautions: Advise patients against possibly hazard¬ 
ous procedures until maintenance dosage is established 
Though compatible with most drugs, use care in com¬ 
bining with other psychotropics, particularly MAO in¬ 
hibitors or phenothiazines; warn patients of possibh 
combined effects with alcohol. Observe usual precautions 
in impaired renal or hepatic function, in long-term treat¬ 
ment and in presence of depression or suicidal tendencies! 
Exercise caution in administering drug to addiction! 
prone patients or those who might increase dosage; with! 
drawal symptoms, similar to those seen with barbiturate! 
or meprobamate, can occur upon abrupt cessation aftei | 
prolonged overdosage. Caution should be exercised ir 
prescribing any therapeutic agent for pregnant patients 
Supplied:Capsules, 5 mg, 10 mg and 25 mg, bottles of 50 



Librium is indicated 
whenever anxiety is part of 
the clinical profile, such 
as in... 


Side Effects: Side effects, usually dose-related, include 
drowsiness, ataxia, minor skin rashes, edema, menstrual 
irregularities, nausea and constipation. When treatment 
is protracted, blood counts and liver function tests are 
advisable. Paradoxical reactions may occasionally occur 
in psychiatric patients. Individual maintenance dosages 
should be determined. 


ROCHE LABORATORIES 

Division of Hoffmann-La Roche Inc., Nutley, N.J. 07110 


LIBRIUM 

(chlordiazepoxide HCI) 



































Dilantin 

(diphenylhydantoin) 

PARKE-DAVIS 

27 years of clinical use... 
and still the most 
widely prescribed 
agent of its kind 


Complete information for usage available to 
physicians on request. 8 ,9 6 s 


PARKE-DAVIS 

PARK, f. DAVIS t COMPANY, Dtlml. M,ch,f,r tel31 
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Complete Serological Screening Tests For Syphilis... 


The RPR Card Tests make use of a specially prepared, carbon-con¬ 
taining RPR Card antigen. The particle size and other characteristics of 
the carbon is such that when a reactive specimen is encountered, floccula¬ 
tion occurs, and there is a coagglutination which is readily visible to the 
naked eye. Individual tests, including the collection of blood and separa¬ 
tion of plasma can be performed in 7 to 8 minutes. 

Confirming earlier findings with the RPR Card Test 1 ' 10 Reed 11 in 
reporting on 63,800 specimens had an overall agreement of 98.5% in 
a recent comparative study with other routine screening procedures. 

The RPR Card Tests, with their low cost, ease of performance, high 
sensitivity and specificity, are without peer in situations that demand 
rapid testing of patients, enabling the physician to initiate prompt treat¬ 
ment of early infectious syphilis. 

Specify the RPR Card Test as the screening procedure on serum or 
plasma samples submitted to your State Approved Laboratory. 

(1) Portnoy, J.: Brewer, J. and Harris. A.: PUBLIC HEALTH REPORTS. 77:645-652, August 1962. (2) 
Joseph. J. M. and Warner. G. S.: A WORKSHOP MANUAL. Md. State Dept. Health, Bureau of Lab., Balto., 
Md., September 1962. (3) Wollenweber, H. L.: OFF. PATH., 2, February 5, 1963. (4) Portnoy, J.: MILIT. 

MED., 125:414-417, May 1963. (5) Portnoy J.: THE AMER. JOUR. OF CLIN. PATH., 40:473-479. November 

1963. (6) Buck, A. A. and Mayer, H.: THE AMER. JOUR. OF HYG., 50:85-90, July 1964. (7) Brown, 

W. J.: Donohue. J. F. and Price, E. V.: PUBLIC HEALTH REPORTS, 79:496-500, June 1964. (8) Clayton, 

J. L.; Lindhardt, E. M. and Fraser, R. S.: PUBLIC HEALTH LAB., 22:206-207, November 1964. (9) Luca- 

torto, F. M.; Katz, B. D. and Toto, P. D.: THE J.A.D.A., 69:697-699, December 1964. (10) Portnoy,-J.: 

PUBLIC HEALTH LAB., 29:43, March 1965. (11) Reed, E. L.: PUBLIC HEALTH LAB., 23:96-103, May 1965. 
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OTHER TREPONEMATOSES 


HYNSON, WESTCOTT & DUNNING, INC. 


Baltimore, Maryland 21201 



























































NTZ Nasal Spray relieves 
hay fever symptoms on contact 

Fast symptomatic relief from seasonal hay fever 
comes in the convenient nTz Nasal Spray bottle. 
Two sprays quickly relieve itching and decongest 
the nasal membranes on contact. The first spray of 
nTz shrinks the turbinates, helps restore normal 
nasal ventilation and breathing. After a few minutes 
a second spray enhances sinus ventilation and 
drainage. 

nTz Nasal Spray reduces excessive rhinorrhea 
without unpleasant dryness. It is well tolerated by 
delicate respiratory tissues. nTz also provides 
relief in head colds, perennial rhinitis and sinusitis. 


Hay fever... 
a summer hazard 

prescribe 

nTz Nasal Spray 


nTz’s carefully balanced formula relieves three 
ways: with a decongestant, a topical antihistamii 
an<5 an antiseptic wetting agent. 

Neo-Synephrine® HCI 0.5%, a decongestant of 
unexcelled efficacy to shrink nasal membranes. 
Thenfadil® HCI 0.1%, a topical antihistamine to 
help relieve itching. 

Zephiran® Cl 1:5000, an antiseptic wetting agent 
to promote the rapid spread of components to le 
accessible nasal areas. 

nTz is supplied in leakproof, pocket-size, spray 
bottles of 20ml. and in bottles of 30ml. with dropp 

Winthrop Laboratories, New York, N. Y. 10016 

NTz , Neo-Synephrine (brand of phenylephrine), Thenfadil (brand of thenyldiamine), r 
Zephiran (brand of benzalkonium, as chloride, refined), trademarks reg. U.S. Pat. Off. 


■j 








STATE MEDICAL JOURNAL 


In This Issue... 


Vol. 15, No. 6 
June, 1966 


Editor 

GEORGE H. YEAGER, MD 

Managing Editor 

DORIS E. FLETCHER 

EDITORIAL 

ARTICLES 

Executive Secretary 

JOHN SARGEANT 


Director of Advertising 
SALLY LADIN OGDEN 


Editorial Board 

Henry P. Laughlin, MD 

Louis R. Schoolman, MD 

E. T. Lisansky, MD 

Edward C. H. Schmidt, MD 
Houston S. Everett, MD 

Leon W. Berube, MD 


Editorial and Business Office 
1211 Cathedral Street 
Baltimore, Maryland 21201 
539-0872 (Area Code 301) 


Advertising Department 

217 East 25th Street 
Baltimore, Maryland 21218 
889-3233 (Area Code 301) 


Published monthly. 


Copyright 1966 by the 
Medical and Chirurgical Fac¬ 
ulty of the State of Mary¬ 
land. 

The views expressed in this 
publication are those of the 

MEDICOLEGAL 

SYMPOSIUM 


writers and do not neces¬ 
sarily reflect the opinions of 
the Medical and Chirurgical 
Faculty of the State of Mary¬ 
land. 

Second Class postage paid 
at Baltimore, Md. Accepted 
at the special rate author¬ 
ized. 

Subscription $5 per year. 
Single Copies 75$. 


Crusaders Against Quackery. 15 

Treatment of Hypertensive States . 23 

R. Patterson Russell, MD 

Intravenous Regional Analgesia. 29 


Purificacion Ezpeleta, MD, John W. Pearson, MD, 
and Joseph S. Redding, MD 

A New Rapid Serologic Screening Test for Syphilis 33 

John E. Stauch, PhD, and Warren W. Kopp, BS 

Malignant Tumors of the Tonsil. 41 

R. Robinson Baker, MD, John Hoopes, MD, Jerrie 
Cherry, MD, and Stewart Lott, MD 

Trisomy 17-18; The Clinical Scope of a Chromosomal 
Aberration. 48 

Hans-Dieter Taubert, MD, Erica F. Moszkowski.MD, 
and Oakley H. Saunders, MD 

Psychological Factors in Drug Administration 59 

Gerald D. Klee, MD 

Personality Differentiation of Patients With Coronary 
Artery Disease 63 

N. Richard Altland, PhD, and Ellis Weitzman, PhD 

Trends of the Mental Hospital Population of the 

United States With Special Emphasis on Maryland 67 

Kurt Gorwitz 

Power of the State to Impose Medical Treatment 73 

L. Whiting Farinholt, Jr., and William J. O Donnell 


Doctors Take Note 7 Executive Secretary's Newsletter 17 

Your Medical Faculty at Work 21 
Component Medical Societies 109 Library 153 

Book Reviews 154 

Advertisers in This Issue 158 Classified Advertising 159 


(Continued on page 5) 


June, 1966 


3 














Treat yourself 
and your 
investments 
to professional 
management... 

WITH AN INVESTMENT MANAGEMENT ACCOUNT AT THE TRUST DEPARTMENT OF MARYLAND NATIONAL BANK 


You will be relieved of all the cumbersome details 
of investment management and what’s more 
important, you can stop worrying about what to 
buy and sell and when to do so. 

Your securities will be under the careful super¬ 
vision of our Investment Department with an 
Investment Officer assigned to your account. This 
Department, backed by our Investment Research 
and Administrative Departments, works under 
the direct supervision of our Trust Committee 
which is composed of senior officers and directors 
of our Bank. 

Our annual fee for an Investment Management 
Account is based on the income and value of your 
account and is surprisingly low. As it relates to 
taxable income, the fee is tax deductible for 
Federal Income Tax purposes. 


Why not discuss the advantages an Investment 
Management Account would have for you ? There 
is no cost or obligation. 

In Baltimore, telephone 685-3900 and ask for 
L. Dale Marvel. 

On the Eastern Shore, telephone 822-3500 
(Easton) and ask for Douglas H. Kiesewetter. 

In the Washington area, southern and western 
Maryland, telephone 587-3300 (Silver Spring) 
and ask for Robert A. Schmuhl. 


Maryland's largest bank—77 Offices located in the 
Baltimore-Washington Region, the Eastern Shore, 
Southern and Western Maryland. Member Federal 
Deposit Insurance Corporation. 



MARYLAND NATIONAL BANK 

...does so much for so many people 
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Suite 415, Medical Arts Building, 101 West Read St., Baltimore. Phone 539-0560 

Jobst Venous Pressure Gradient Supports are custom made to precise measure¬ 
ments of your patient's extremity. Our service center is staffed with experts 
who will measure and fit your patient on your prescription only. Each support 
is individually engineered to exert the correct counter pressure according to 
your diagnosis and each support is guaranteed to fit, no strangulation, no pud- 
^1^ dling, no tourniqueting. Send patients to our Baltimore center for 
measuring and fitting; there is no charge for this service. For complete 
information have your secretary phone or drop us a card. 
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MARK THIS IMPORTANT DATE ON YOUR CALENDAR 


September 10—Semiannual meeting, Medical and Chirurgical 
City. 


Faculty of the State of Maryland, Ocean 


MEDIC PROGRAM 

See Page 160 for list of locations where MEDIC 
programs may be heard 

FRIDAY, JUNE 24-12:30-1:30 PM 
Medical Aspects of Driving 

Ruth W. Baldwin, MD, Chairman, Traffic Safety Sub¬ 
committee, Medical and Chirurgical Faculty; Medical 
Advisory Board State Department of Motor Vehicles 
• * • 

Philip J. Whittlesey, MD, Medical Advisory Board, State 
Department of Motor Vehicles 

William B. Hagan, MD, Medical Advisory Board, State 
Department of Motor Vehicles 
Originating from Medical and Chirurgical Faculty 


NATIONAL CONFERENCE ON INFANT 
MORTALITY 

August 12-13, Fairmont Hotel, San Francisco 

Sponsored by the American Medical Associa¬ 
tion’s Committee on Maternal and Child Care. 
The program has been planned to explore 
effective approaches for continuing the re¬ 
duction of infant mortality. Special work¬ 
shops will be arranged to discuss the identi¬ 
fication of high risks, organization and deliv¬ 
ery of special care services, manpower utili¬ 
zation, continuity of reproductive care and 
problems of prematurity. Other subjects to 
be covered by special speakers will include 
perinatal mortality studies, obstetric and pe¬ 
diatric education programs, research ques¬ 
tions, expectant parent and sex education, 
and population control. 

For further information write Secretary, Committee on 
Maternal and Child Care, American Medical Association, 
535 North Dearborn Street, Chicago, III. 60610. 


PLANNED PARENTHOOD ASSOCIATION 
OF MARYLAND, INC. 

"Family Planning & Public Health" 

A training program in contraception, the 
birth control clinic, and the community. Open 
to physicians, nurses, nurse-midwives, health 
educators, social workers, public health ad¬ 
ministrators, and other qualified profession¬ 
als. Tuition free. 

TWO-DAY WORKSHOPS: July 14-15, September 29-30, 
November 17-18. 

TWO-WEEK SEMINAR: September 7-16. 

Advance registration required. 517 North Charles St., 
Baltimore, Md 21 201. 752-0131. 


HEART ASSOCIATION OF MARYLAND 

WEEKEND WITH DOCTORS 

June 24-26, Western Maryland College, Westminster 


ROCKY MOUNTAIN CANCER 
CONFERENCE 

July 15-16, Brown Palace Hotel, Denver 

The two-day conference will feature some of 
the nation’s most distinguished speakers on 
the subject of cancer. Further information 
may be obtained by writing Rocky Mountain 
Cancer Conference, 1809 East 18th Avenue, 
Denver, Colo. 80218. 
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OCEAN CITY MEETING 

MEDICAL AND CHIRURGICAL FACULTY 

Friday, September 9, 1966 



Business and Scientific Sessions * * Luncheon, 
Cocktails, Dinner Dance 
Meetings of College of Surgeons, Maryland 
Psychiatric Society, and Maryland 
Diabetes Association on 
Saturday, September 10 

THE DIPLOMAT MOTOR HOTEL 

Boardwalk at 26th Street 
Ocean City, Maryland 

Make your reservations NOW by writing directly to the 
Diplomat Motor Hotel 

For your convenience, use the reservation form. 













Insurance Protection for Doctors and Dentists 


Eitna Life & Casualty's Professional 
Package Policy combines all the 
fundamental insurance protection 
you need against the risks inherent 
in your profession: (1) Professional 
liability necessary for alleged mal¬ 


practice. (2) Office Premises Liabil¬ 
ity Insurance for claims arising from 
the operation of your office. (3) “All 
Risks” insurance for loss or damage 
to your equipment. 

One conference . . . one signature is 


all an /Etna agent needs. Then he’ll 
prescribe the protection that best suits 
you. And you’ll appreciate his com¬ 
petence as an insurance professional. 
We call it P.S. — Personal Service. 



June, 1966 
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When uncontrolled 
diarrhea brings 
a call for help 



When the diarrhea sufferer has run the gamut of 
home remedies without success, pleasant-tasting 
cremomycin can answer the call for help. It can be 
counted on to consolidate fluid stools, soothe intes¬ 
tinal inflammation, inhibit enteric pathogens, and 
detoxify putrefactive materials — usually within a 
few hours. 


cremomycin combines the bacteriostatic agents, 
succinylsulfathiazole and neomycin, with the ad¬ 
sorbent and protective demulcents, kaolin and pec¬ 
tin, for comprehensive control of diarrhea. 


INDICATIONS: Diarrhea. 


CONTRAINDICATIONS: Do not use in intestinal obstruction, ex¬ 
tensive ulceration of bowel, or diverticulosis; in hypersensitivity 
to sulfonamides or neomycin; in pregnancy at term, in premature 
infants, or during first week of life in the newborn. 

WARNINGS: Use only after critical appraisal in patients with 
hepatic or renal damage, urinary obstruction, or blood dyscra- 
sias. Fatal hypersensitivity reactions and blood dyscrasias re¬ 
ported with use of sulfonamides. Consider periodic blood counts, 
hepatic and renal function tests during intermittent or chronic 
use. 


PRECAUTIONS: Succinylsulfathiazole: Use with caution if there 
is history of significant allergies and/or asthma. Continued use 
requires supplementary vitamins B] and K. Neomycin: Watch for 


■Mnai I 










your for 
Cremomycin 
can provide relief 



Composition: Each 30 cc. contains neomycin sulfate 300 mg. 
(equivalent to 210 mg. of neomycin base), succinylsuifathiazole 
3.0 Gm., colloidal kaolin 3.0 Gm., pectin 0.27 Gm. 


©MERCK SHARP &00HME 


Division of Merck & Co.,I nc., West Point, Pa. 


where today’s theory is tomorrow’s therapy 


promptly relieves diarrheal distress 


£ curare-like neuromuscular block during anesthesia if neomycin 
)f is used preoperatively in large doses when renal function is 
J poor; watch for overgrowth of nonsusceptible organisms. Con- 
® sider possibility of ototoxicity and nephrotoxicity with prolonged 
e high dosage. 


,. SIDE EFFECTS: As with all sulfonamides: Headache, malaise, an- 
, orexia, G.l. symptoms, hepatitis, pancreatitis, blood dyscrasias, 
A neuropathy, drug fever, rash, conjunctival and scleral injection, 
3 petechiae, purpura, hematuria, and crystalluria have been noted. 
Reduced fecal output of thiamine and decreased synthesis of 
I vitamin K have been reported. Neomycin: Nausea, loose stools. 


Before prescribing or administering, read package circular with 
product or available on request. 









BUILDERS OF 

NORTH CHARLES GENERAL HOSPITAL 

Frank F. Favazza & Son, Inc. 

GENERAL CONTRACTORS 

BALTIMORE, MD. HO 7-7809 

BUILDERS OF FINE INSTITUTIONS, COMMERCIAL, 

AND INDUSTRIAL BUILDINGS 

4 'Builders with Integrity 99 


M. NELSON BARNES ! 
SONS, INC. 

Established 1909 

MECHANICAL CONTRACTORS j; 

2011 Greenspring Drive 
Timonium, Md. 252-4313 ; 


PELLA 

WOOD FOLDING DOORS 
& PARTITIONS 

PELLA SALES EOMPAIVY 

5005 Harford Rd. CLifton 4-2190 

Baltimore, Md. 21214 


GLENN H. SMITH CO. 

representing 

J. G. WILSON CORP. 

ROLLING STEEL DOORS AND GRILLES 

524 Glenwood Ave. Ph. 433-4311 

BALTIMORE, MD. 

Compliments 
of a 

Friend 
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NORTH CHARLES GENERAL HOSPITAL OPENING NEW 75-BED WING 



BUCHART ASSOCIATES—ARCHITECTS & ENGINEERS—BALTIMORE, MD. & YORK, PA. 


North Charles General Hospital is doubling its | 
patient care area with the opening of a new 75- I 
bed wing this month. It will contain private and j 
semi-private rooms, as well as a new x-ray unit | 
and equipment. 

A new educational suite will also occupy the j 
new quarters. This will consist of a lecture room f 
seating 125 persons, a medical library, and offices I 
for the staff secretary and the Director of Medi- \ 
cal Education. \ 

Included in the $750,000 expansion program j 
are alterations to the present hospital building, [ 
at Charles and 28th Streets. This includes a new I 
pediatric unit, an intensive care unit, and a new I 
cystoscopic room. I 

As part of its modernization program, the hos- l 
pital has reorganized its out-patient department j 
and has expanded its special services. 

With several of the downtown hospitals having i 
moved to the suburbs, North Charles General ; 
Hospital has had a larger patient load. Because 
many of its patients are of the working class, 
the hospital has tried to combine high-level care 
with low cost. 

Buchart Associates, architects and engineers, 
designed the new addition. Frank F. Favazza & 
Son, Inc., general contractors, did the building. 
Other products and services were provided by 
the firms shown on this and the facing page. 


CAPITOL STEEL 
CORPORATION 

• j 

CAPITOL STRUCTURES, INC. j 


ELECTRICAL CONSTRUCTION AT 
NORTH CHARLES ST. 
GENERAL HOSPITAL 

by 

ELMER W. JACKSON, INC. 

NOrthfield 5-1636 


the KRAGER 


MILLWORK & 

LUMBER CO. 

| Architectural Millrvork 

DICKENS 2-8300 

1532-36 THAMES ST. 

2-8301 

BALTIMORE 31, MD. 
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must penicillin 
be a bitter pill 
to swallow? 



Not if it is V-CUlin K. 

V-Cillin K now has a unique glossy coating 
that banishes bitter penicillin taste and makes 
it easier to swallow. Within six seconds (just 
long enough for the tablet to get past the taste 
buds), the coating dissolves and the penicillin 
is ready for immediate absorption into the 
bloodstream. The patient still gets all the spe¬ 
cial benefits of V-Cillin K, including consist¬ 
ent dependability . . . even in the presence of 
food. 

Indications: V-Cillin K is an antibiotic useful in the 
treatment of infections caused by streptococci, pneu¬ 
mococci, and sensitive strains of staphylococci. 
Contraindications and Precautions: Although sensitivity 
reactions are much less common after oral than after 
parenteral administration, V-Cillin K should not be ad¬ 


ministered to patients with a history of allergy to penicil¬ 
lin. As with any antibiotic, observation for overgrowth of 
nonsusceptible organisms during treatment is important. 
Usual Dosage Range: 125 mg. (200,000 units) three 
times a day to 250 mg. every four hours. 

Supplied: Tablets V-Cillin K, 125 or 250 mg.; also, 
V-Cillin K, Pediatric, 125 mg. per 5-cc. teaspoonful, in 
40, 80, and 150-cc.-size packages. 


V-Cillin K 


Six-Second Barrier 
to Bitterness 


Potassium Phenoxymethyl 
Penicillin 

Additional information available upon re¬ 
quest. Eli Lilly and Company, Indianapolis, 

Indiana. 600411 
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“Physicians, as conservators of the public 
health, are bound to bear emphatic testimony 
against quackery in all its forms.” 

Is this a quote from proceedings of the 
American Medical Association’s clinical con¬ 
vention in Philadelphia in December? 

The meeting was in Philadelphia, but the 
year was 1847. From its very inception 118 


Editorial 


Crusaders Against Quackery 


years ago, the American Medical Association 
has been battling quackery and is dedicated to 
continue this warfare against wasting the na¬ 
tion’s health and its health care dollar, of fight¬ 
ing fraud at the bedside of ill and desperate 
people. 

As long as there are human beings, there will 
be human nature—and quacks, pretenders to 
ability they don’t possess, to take advantage of 
the fact. 

The health quack is not easy to spot these 
days. The stovepipe hat and the pitchman’s 
hawking have gone. Their space-age counter¬ 
parts are suave, sophisticated-appearing super 
salesmen with the Madison Avenue manners. 
These merchants of menace, more insidious 
and unscrupulous than ever, have many new 
products, worthless diet fads, worthless food 
supplements, worthless cosmetic devices and 
treatments, worthless “cures” for everything 
—even for brain-damaged children and other 
mental illness. 

They bilk the undiscerning, the uninformed, 
the desperate, the unsuspecting of all ages of 
millions of dollars a year. The estimates of the 
costs of medical quackery are at best calcu¬ 
lated guesses, but they have gone as high as a 
billion dollars a year. One authority in the field 
of quack-fighting has said, “Medical quackery 

From the AM A Department of Investigation. 
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each year costs more lives than all crimes in 
the United States.” 

It is this cost of life—and health—that has 
placed America’s physicians in the front lines 
of the war on quacks. It is the insidious side 
effect of quackery with which medicine con¬ 
cerns itself—the delay in proper medical care 
that may cost life itself. It is for this reason, 
too, that the medical profession is dedicated 
to educating people about cultism—chiroprac¬ 
tic and the other health sects that turn their 
backs on scientific medicine. 

The House of Delegates of the American 
Medical Association said in 1933 : 

Either the theories and practices of scientific 
medicine are right and those of the cultists are 
wrong, or the theories and practices of the cultists 
are right and those of scientific medicine are 
wrong. 

And in 1961, it said, “There can never be a 
majority party and a minority party in any 
science . . .” 

After the quack or the cultist has extracted 
his pound of flesh, after the damage is done and 
the sick may have become the dying because of 
the delay in proper care, scientific medicine 
usually is called upon to pick up the pieces. 
Medicine has tried and will continue to try to 
do that job. too; but how much easier the job 
would have been, how many lives would have 
been saved, IF. . . . 
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Dependability and Organized Responsibility 



Proudly Announces The Showing 

Of the New 250S & 250SE 



MERCEDES-BENZ 


Baltimore's only Authorized Dealer 
for Sales, Service and Parts 

R. & H. Motors, Inc. 

4810 Belair Rd. 426-9200 



Terrapin 

zA ddi TMaryland 


This charming pin is a faithful replica of the 
world-renowned Chesapeake Bay terrapin. 14K 
yellow gold. Designed and made in our jewelry 
workshop. 

$ 42.50 

Mail orders invited 




CAPLAN 






231 N. Howard St., Baltimore (MU 5-8800) 
Tidewater Inn, Easton, Md. (TA 2-1553) 


Exclusively in Maryland 

FUR DESIGNS 
APPROVED BY 
WORLD-FAMED 


Gleg 

Cassim 


Arrange now for safe and 
dependable fur storage at 



PHd 


225 N. HOWARD ST. 

MARYLAND'S OLDEST 
AND LARGEST FURRIER 


Specializing in the 
fitting of shoes 
for proper foot function 
and comfort 

ACCURATE PRESCRIPTION WORK 

ZIMMERMANN’S 

COMFORTABLE SHOES 
227 W. Saratoga St. Baltimore, Md. 

STORE HOURS 

Monday, Tuesday, Wednesday, Friday 
and Saturday.. .9:30 A.M. to 5:15 P.M. 
Thursday . . . 9:30 A.M. to 8:30 P.M. 
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EXECUTIVE SECRETARY'S NEWSLETTER 


June, 1966 


NEWS 

NOTES 


MEDICARE 

REMINDER 


MORE 

INFORMATION 


Martin E. Singewald, M.D., Baltimore, has 
been elected the Maryland representative of the 
American College of Physicians. 

New Maryland Society of Anesthesiologists 
Officers are: Walter Dandy, M.D., President; 
Martin I. Gold, M.D., President-elect; Harold 
Eccleston, M.D., Vice-president; Gerald 
Carroll, M.D., Secretary; and Albert Pats, 
M.D., Treasurer. 

Henry N. Wagner, Jr., M.D., has been named 
President-elect of the American Federation for 
Clinical Research. 

William K. C. Morgan, M.D., is new President 
of the Maryland Thoracic Society. 

Harry M. Robinson, Jr., M.D., is the new 
President of the Maryland Dermatological Society 
with William R. Bundick, M.D., being named 
S ecretary. 

Robert T. Adkins, M.D., Salisbury, is the new 
President of the Heart Association of the Lower 
Eastern Shore. 

With the advent of July 1, physicians will be 
seeing patients who are covered under Medicare, 
Title 18 of PL 89-97. If such physicians com¬ 
plete the Social Security form for payment for 
services rendered to patients under this program, 
they should be mailed to Blue Shield, the fiscal 
administrator for this program. For those • 
beneficiaries who are covered under the Railroad 
Retirement program, such forms should be 
mailed to the local office of the Travelers Insur¬ 
ance Company, the fiscal administrator for Rail¬ 
road Retirees and Dependents. 

Persons formerly over 65 and covered under the 
Medical Assistance to the Aged program in 
Maryland may have purchased Part B of Title 18, 
PL 87-97. In such cases, their former MAA 






card is no longer valid with respect to payments 
to physicians. Some persons, however, may 

not have purchased Part B , in which case the 
former MAA card still holds as does the payment 
schedule under this program. 

PERSONALITIES 

Isadore A. Siegel is the new President of the 
Maryland Obstetrical and Gynecological Society 
of Maryland. 

REFERENCE 

COMMITTEE 

MEETING 

The Reference Committee is scheduled to meet on 

THURSDAY, JULY 28, 1966 at 8:00 p.m. 

JULY 28, 1966 

in the Faculty Building. 

As of the writing of this Newsletter, the following 
resolutions have been received in the Faculty 
Office prior to the deadline date of July 15. 
Committees, members and Component Societies 
have until this date to submit resolutions for con¬ 
sideration at the Semiannual Session, September 
9, 1966, in Ocean City. 

Resolution 1S/66 - Changes in the Medical 
Practice Act to Permit Hospitals Associated 
with Medical Schools to Practice Medicine 

Resolution 2S/66 - Liaison Committee to 

Screen All Requisition Forms of Maryland State 
Department of Health; Bureau of Laboratories; 
Insurance Companies; and Blue Cross and 

Blue Shield, so as to recommend Elimination of 
Unnecessary Detail 

Resolution 3S/66 - The Medical & Chirurgical 
Faculty Request the State Health Department to 
Rescind its Action in Excluding the Practicing 
Physician's "Screening Activity" from Use of 

State Laboratory Facilities 


Executive 


ecretary 





DEPENDABLE - RAPID 
BLOOD TEST RESULTS 
IN YOUR OFFICE 


IT MAY BE LATER 
THAN YOU THINK . . . 

DOCTOR 

BUT NOT TOO LATE 
TO ARRANGE 


ACCURATE AND COMPLETE BUSINESS AND FINANCIAL 
RECORDS TO PROPERLY SUPPORT YOUR TAX RETURNS 


CAN YOU AFFORD LESS 


? 


"PM SYSTEM" 
COMPLEMENTS 
AUTOMATED BILLING 

AND 

OFFERS YOU 

MAXIMUM CONTROL AND SAFETY 
FROM BALANCING RECORDS AND 
MINIMUM EFFORT ON YOUR PART 

❖ 

DIAL 752-5920 

c ^Professional Gflana^ement Go. 

708 Aurora Federal Building 
Baltimore, Md. 21201 

4 

NOT A CURE ALL—BUT 
THE BEST AIDE KNOWN 


NOW! 

THE UNITEST 
SYSTEM 



The Five Basic Tests 


True Glucose: a glucose oxidase determination 
that is specific for glucose. 

Hemoglobin Test: a Cyanmethemoglobin pro¬ 
cedure that is currently in use in most hospital and 
clinical labs. 

Cholesterol Test: a modified Liebermann-Bur- 
chardt procedure for the determination of total 
cholesterol. 

Urea Nitrogen Test (B.U.N.): a modified 

Berthelot procedure combining urease with a phenate 
and a hypochlorite indicator. 

Uric Acid Test: is a modified Brown procedure 
and takes thirty seconds to perform. 


Call Us For A Demonstration 


SAratoga 7-7333 

Serving the Medical Profession for 46 Years 


COMPETENT AND EXPERIENCED 
SURGICAL FITTERS IN OUR 
SURGICAL APPLIANCE DEPARTMENT 


Q J lurrau= (^/Baumgartner 


SUIIGIC'AU INSTRUMENT UO~ INC. 

1421 MARYLAND AVE • BALTIMORE, MD. 21201 
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The human spine is not engineered for 
prolonged sitting at desks, pianos, type 
writers and drafting boards. The stresses 
set up by the heavy, forward-tilted head 
and trunk, balanced precariously on an 
insufficient base, result in strain of the 
dorsal musculature, particularly at the 
low lumbar level. 

The unusual muscle-relaxant and anal¬ 
gesic properties of ' Soma ' make it espe 
dally useful in the treatment of low back 
sprains and strains. ‘Soma’ is widely 
prescribed □ to relieve pain □ to relax 
muscles □ to restore mobility. 

Indications: ‘Soma’ Is useful for management of 
muscle spasm, pain, and stiffness in a variety of 
inflammatory, traumatic, and degenerative muscu¬ 
loskeletal conditions. It also may act to normalize 
motor activity in certain neurologic disturbances. 

Contraindications: Allergic or idiosyncratic reac¬ 
tions to carisoprodol. 

Precautions: ‘Soma’, like other central nervous 
system depressants, should be used with caution 
in patients with known propensity for taking ex¬ 
cessive quantities of drugs and in patients with 
known sensitivity to compounds of similar chemi 
cal structure, e.g., meprobamate. 

Side Effects: The only side effect reported with any 
frequency is sleepiness, usually on higher than 
recommended doses. An occasional patient may 
not tolerate carisoprodol because of an individua 
reaction, such as a sensation of weakness. Othei 
rarely observed reactions have included dizziness 
ataxia, tremor, agitation, irritability, headache, in 
crease in eosinophil count, flushing of face, anc 
gastrointestinal symptoms. 

One instance each of pancytopenia and leuko 
penia, occurring when carisoprodol was admin 
istered with other drugs, has been reported, as ha: 
an instance of fixed drug eruption with carisoprodo 
and subsequent cross reaction to meprobamate 
Rare allergic reactions, usually mild, have include< 
one case each of anaphylactoid reaction with mil< 
shock and angioneurotic edema with respiratory 
difficulty, both reversed with appropriate therapy 
In cases of allergic or hypersensitivity reactions 
carisoprodol should be discontinued and appropri 
ate therapy initiated. Suicidal attempts may pro 
duce coma and/or mild shock and respiratory 
depression. 

Dosage: Usual adult dose is one 350 mg. table 
three times daily and at bedtime. 

Supplied: Two Strengths ; 350 mg. white tablet! 
and 250 mg. orange, two-piece capsules. 

Before prescribing, consult package circular. 

for the relief 
of low back 
sprains and strain! 

SOMA 

(CARISOPRODOL 

iW> Wallace Laboratories, Cranbury, N.J. 

2650141 









FACULTY 


EXECUTIVE SECRETARY 


EXECUTIVE COMMITTEE, APRIL 14 COUNCIL, APRIL 29 


1. The AM A is to be asked to reevaluate con¬ 
tinued use of the TWX machine, as the number 
of messages sent and received is small and, pro¬ 
portionately, the cost per message high. 

2. Faculty participation in the Albert E. 
Goldstein Memorial Fund was approved, 
provided that the Faculty’s Program and 
Arrangements Committee has final approval 
with respect to presentation of any lecture¬ 
ship at any Faculty meetings. 

3. Recommendations were made for guberna¬ 
torial appointments to the following boards and 
councils: Board of Physical Therapy Examiners, 
Advisory Council on Hospital Construction, and 
Advisory Board on Plospital Licensing. 

4. Financial contributions were approved 
to the University of Maryland Chapter, Stu¬ 
dent AMA, and the Maryland League for 
Nursing. 

5. Approval was given to mailing copies of the 
minutes of Executive Committee and Council 
meetings to the presidents of component societies. 

COUNCIL, APRIL 26 

1. 1966 dues were waived for a Baltimore City 
physician who is ill. 

2. Emeritus membership is to be recom¬ 
mended for Robert Henin, MD, Baltimore 
County, and Simon Virkutis, MD, Dor¬ 
chester County. 

3. Physicians’ defense was ratified for one 
member but denied to another member who paid 
his dues after the specified deadline. 


1. Russell S. Fisher, MD, was elected Council 
chairman; J. Emmett Queen, MD, vice chairman. 

2. A motion was adopted to appoint a 
committee to investigate and report to the 
Council reputed attempts of certain uni¬ 
versities to discourage the entrance of med¬ 
ical students into general practice. 


Incorporated 1847 

Eutaw 

Savings Bank 


EUTAW AND FAYETTE STREETS 
5 Convenient Offices 

ASSETS.Over $115,000,000 


Member Federal Deposit Insurance Corporation 


MAXIMUM INSURANCE 
FOR EACH DEPOSITOR 


$ 10,000 


in each separate right or capacity 
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Despite the lack of proof, the consensus of informed persons 
has tended more and more to the view that it is better 
to have a normal cholesterol level than an elevated one.”' 


THE DRUG TO LOWER CHOLESTEROL... 

NICALEX 


[ALUMINUM NICOTINATE) 


□ Reduces cholesterol by 15-30% in most patients 2 

□ Matches nicotinic acid in effective reduction of elevated 
serum lipids—but with minimized tendency to cause flushing 3 

□ Simpler, more practical than diet 1 


WALKE 




Division of Richardson-Merrell Inc., Mount Vernon, New York 10551 


NICALEX Prescribing Information: COMPOSITION: Each tab¬ 
let contains: Aluminum Nicotinate 625 mg.—a complex con¬ 
sisting of (approx.): Aluminum Hydroxydinicotinate 450 mg. 
and Nicotinic Acid 155 mg. (Equivalent in activity to Nico¬ 
tinic Acid 500 mg.) INDICATIONS: The primary indications 
for NICALEX (Aluminum Nicotinate) are to reduce the serum 
cholesterol and total lipid levels in hypercholesteremia and 
hyperlipemia. It may also be useful in reducing xanthomatous 
tissue cholesterol deposits. PRECAUTIONS AND WARNINGS; 
Patients with peptic ulcer, liver, or gallbladder disease 
should be observed closely while taking the medication. 
Diabetic patients may require adjustment of diet and in¬ 
sulin dosage in the event of decreased tolerance. Patients 
receiving anti-hypertensive drugs of the adrenal-blocking 
type should be watched for signs of postural hypotension. 
Occasional side effects of Nicotinic Acid in large dosage 
are decreased glucose tolerance (resembling diabetic-type 
curve) sometimes with glycosuria, temporary activation of 
peptic ulcer, transient jaundice, and metabolic disturbance 
of liver function without definite hepatic pathology. These 
side effects were found to be reversible upon discontinuing 
nicotinic acid therapy. Certain transitory skin changes have 
been observed with nicotinic acid therapy. These include: 
dryness of the skin and keratosis nigricans, particularly in 
axillae. SIDE EFFECTS: Administration of NICALEX (Alumi¬ 
num Nicotinate) may produce temporary flushing and pruri¬ 
tus, also mild gastrointestinal distress, but these reactions 
are transient and apparently not serious. DOSAGE: The adult 
dose is 2 to 4 tablets t.i.d. with meals. HOW SUPPLIED: In 
bottles of 100 and 1000. CAUTION: Federal law prohibits 
dispensing without prescription. REFERENCES: 1. Parsons, 
W.B., Jr., Mayo Clin. Proc., 40:822, 1965. 2. Goldsmith, 
G.A., Amer. J. Dig. Dis., 9:651, 1964. 3. Boyle, E„ Jr.. J 
Amer. Geriat. Soc., 10:822, 1962. U.S. Patent 2,970,082 
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Treatment of 
Hypertensive States^ 

Who will benefit from treatment? In 
whom is treatment contraindicated? What 
therapeutic agents should be used? 


I would like to emphasize, first, the importance 
of careful clinical evaluation and appropriate ra¬ 
diographic, blood, and urinary studies. If treat¬ 
ment is started before these studies are carried 
out, it becomes difficult to establish a diagnosis of 
primary hyperaldosteronism or pheochromocyto- 
ma. These basic studies provide not only a back¬ 
ground for the diagnosis but also a point of ref¬ 
erence as one treats the hypertensive patient over 
the ensuring years. 

If we examine the distribution of blood pres¬ 
sure in the general population, two points emerge. 
There is a definite difference in the way the blood 
pressure is distributed, first with age and second 
between the sexes. The systolic and diastolic pres¬ 
sures rise with age in both sexes; the levels tend 
to be higher in females at any age. There also is 
a difference in the way the systolic and the dia¬ 
stolic pressures behave with age: the systolic rises 
much more sharply than the diastolic pressure. 

With this in mind, let us consider whom to 

Harvey Grant Beck Memorial Lecture, presented be¬ 
fore the Medical and Chirurgical Faculty of the State of 
Maryland, April 23, 1965. 


R. PATTERSON RUSSELL, MD 

treat. To begin with, there are three rather ur¬ 
gent situations which require hospitalizing the 
patient: the malignant phase, hypertensive en¬ 
cephalopathy, and acute left ventricular failure. 

We need only compare treated and untreated 
series of malignant hypertension to be convinced 
of this point the need to treat these conditions. 
Treatment has increased the survival figures from 
10% to 60% one year after the diagnosis, and 
from 1% to 30% three years after diagnosis. 
Treatment must be instituted before renal func¬ 
tion has been impaired if the patient is to derive 
the full beneficial effect of therapy. It behooves 
us, as physicians, to diagnose and treat malignant 
hypertension as early as possible. 

Hypertensive encephalopathy is a unique situa¬ 
tion which generally occurs when the blood pres¬ 
sure rises acutely. It is most commonly seen in 
acute nephritis, the malignant phase, or toxemia of 
pregnancy. Here again, the need for immediate 
therapy is obvious. The same may be said for 
acute left ventricular failure when it occurs in a 
setting of sustained hypertension. 

More commonly, the physician must deal with 
patients who are beginning to show evidence of 
complications attributable to their high blood pres¬ 
sure. Target areas such as the eye grounds, heart, 
kidneys, and central nervous system must be care¬ 
fully checked. As complications develop they are 
themselves indications for treatment. 
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The appearance of retinopathy demands thera¬ 
peutic intervention and may be the first warning 
of malignant hypertension. Chronic congestive 
heart failure, one of the commonest complications 
encountered by hypertensive patients, responds 
well to hypotensive therapy. With a history of 
coronary insufficiency or myocardial infarction, 
the approach is not as vigorous but is definitely 
warranted. Most patients with coronary insuffi¬ 
ciency will respond to an effective lowering of the 
blood pressure without a worsening of their 
angina. 

Renal impairment does not contraindicate hypo¬ 
tensive therapy, although it certainly demands a 
cautious approach. Abrupt lowering of the blood 
pressure in patients with renal insufficiency may 
worsen the situation. Most patients with cerebro¬ 
vascular accidents tolerate blood pressure reduc¬ 
tion, though in the elderly, the degree of reduction 
is smaller and must be attempted with more care 
lest the cerebral blood flow be further reduced and 
accompanied by a worsening of symptoms. 

In some situations treatment is contraindicated, 
particularly in the patient who has gross mental 
deterioration and is unable to follow an effective 
therapeutic regimen. Toxemia of pregnancy 
begets concern for the survival of two individuals, 
the mother as well as the infant. Hence, the 
blood pressure levels that one selects to initiate 
treatment are considerably lower than in other 
hypertensive conditions. 

The most vexing and by far the commonest 
problem that faces the clinician today is the hy¬ 
pertensive patient who has no complications 
whatsoever. Frequently, these patients are en¬ 
tirely asymptomatic. Sometimes they have symp¬ 
toms such as lightheadedness, vertigo, tinnitus, 
fatigue, a sense of nervousness, or flushing sen¬ 
sation. But these are not of sufficient merit to 
warrant treatment. In the absence of complica¬ 
tions, the level of blood pressure must at some 
point become an indication for therapy. Picker¬ 
ing has suggested that if at the ages listed, the 
diastolic pressure is persistently at or above the 
following levels, then therapy is indicated. 


DIASTOLIC PRESSURES JUSTIFYING 
CHEMOTHERAPY 


Age 

Male 

Female 

under 40 

105 

115 

40-49 

115 

120 

These figures take into account 

the effect of 


age on the blood pressure and emphasize that 
hypertension is tolerated much better in women 
than in men. They are to be interpreted as a 
general guide and may be modified by a host of 
factors. In particular, therapy may be instituted 
at a lower level of blood pressure if there is a 
strong family history of hypertension with pre¬ 
mature death, or if a patient begins to show 
signs of progressive vascular disease. If the blood 
pressure does not fulfill these criteria and it is 
decided to withhold therapy, the patient must be 
carefully watched for development of more sig¬ 
nificant hypertension or manifestations of com¬ 
plications which warrant therapy. 

Just as it is important to know whom to treat, 
it is equally important to know whom not to 
treat. First are the young labile hypertensives 
without complications or symptoms whose blood 
pressure is in the range of 150-160 systolic over 
90-100 diastolic. These patients deserve an initial 
evaluation which can serve as a baseline upon 
which they can be followed at six-month to yearly 
intervals. Evidence that these patients need to 
be started on therapy at this juncture is not con¬ 
vincing. The course of hypertension is so vari¬ 
able that it is impossible to predict who is going 
to develop complications. The situation should 
be explained to these young patients, and they 
should be followed regularly. 

Another group comprises the elderly arterio¬ 
sclerotic patients with predominantly systolic 
hypertension. These patients often do poorly on 
antihypertensive medications and sometimes get 
into a great deal of difficulty. A little sedation is 
generally effective, but if an antihypertensive med¬ 
ication is necessary, it should be a mild one. Gross 
mental deterioration from a cerebrovascular acci¬ 
dent or other cause is generally a good contrain¬ 
dication for therapy. Finally, there are patients 
who, by reason of their employment, or personal¬ 
ity, simply find it unacceptable or impractical to 
come to a doctor. These patients, if they do have 
sufficient indications for treatment, should be rec¬ 
ommended for sympathectomy. 

Having resolved the problem that therapy is 
necessary, what antihypertensive agents are avail¬ 
able, and how are they employed? Table 1 
groups the most commonly used antihypertensive 
drugs, explains their mode of action, and lists 
untoward side effects. Group 1 compounds are 
mild hypotensive drugs when used alone. They 
are also unique in the ease with which they may 
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TABLE 2 

PREFERENTIAL TREATMENT SCHEDULE 


Usual Daily Dose 


Clinical Condition 

Drug of Choice 

Initial 

Maintenance 

Uncomplicated mild hyper- 

Chlorothiazide (Diuril) 

0.5-1.Ogm bid 

0.25-0.5gm bid 

tension—(diastolic 110) 




Uncomplicated moderate 

Chlorothiazide (Diuril) 

0.5-1.Ogm bid 

0.25-0.5gm bid 

hypertension—(diastolic 

130) 

and/or 

Reserpine (Serpasil) 

0.25mg tid 

0.25mg qd 


and/or 

weeks 1,2, and 3 

thereafter 


Hydralazine (Apresoline) 

5mg qid 

25-50mg qid 

Congestive heart failure 

Chlorothiazide (Diuril) 

0.5-1.Ogm bid 

0.25-0.5gm bid 


and/or 

Alpha-Methyldopa (Aldomet) 

250mg tid 

250-750mg tid 


and/or 

Reserpine (Serpasil) 

0.25mg tid 

0.25mg qd 



weeks 1,2, and 3 

thereafter * 

Malignant hypertension 

Cuanethedine Sulfate (Ismelin) 

10-25mg qd 

10-400mg qd 

or 

Failure of 1-3 to respond 

and 

Chlorothiazide (Diuril) 

0.5-1.Ogm bid 

0.25-0.5gm bid 

to treatment. 




Encephalopathy 

Intravenous Trimethaphan 
Camsylate (Arfonad) 

Approx. 4mg min 


or 

Parenteral Reserpine (Serpasil) 

0.5-2.5mg 


: combined with and potentiate the action of all is effective 

for all patients, 

and a succession 


compounds from Groups 2 and 3. Group 2 com¬ 
pounds are slightly more effective when used 
alone, are associated with more side effects, and 
are commonly combined with Group 1 but rarely 
with Group 3. Group 3 compounds are the most 
potent hypotensive drugs. These are associated 
with more extensive side effects, particularly 
postural hypertension. Group 4 compounds are 
administered parenterally or intravenously and 
preferably in the hospital, where the patient can 
be closely observed. While there is no set pat¬ 
tern for the treatment of hypertension, the physi¬ 
cian who has mastered the use of one drug from 
each group will be prepared to lower effectively 
the blood pressure in most situations he encoun¬ 
ters. 

Successful treatment of hypertension requires 
individualization and flexibility. No one drug 


regimens often must be tried before the most 
effective one is discovered. With few exceptions, 
treatment is usually initiated with the milder anti¬ 
hypertensive agents, such as chlorthiazide and 
reserpine. If the reduction in blood pressure is 
inadequate then other compounds may be added. 
Table 2 outlines the choice of drugs with the ini¬ 
tial and maintenance dose in a variety of clinical 
situations. 

In view of the frequency with which thiazide 
diuretics are prescribed in the treatment of hy¬ 
pertension today, it is well to be aware of their 
side effects. Hypokalemia, hyperuricemia, hyper¬ 
glycemia, and thrombocytopenia have been re¬ 
ported after administration of the thiazide de¬ 
rivatives. The hyperuricemia rarely leads to at¬ 
tacks of gouty arthritis, and the hyperglycemia is 
a manifestation of impaired carbohydrate toler- 
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ance. Most recently, a number of cases of circum¬ 
ferential, stenotic, ulcerating lesions of the small 
bowel have been reported in patients receiving 
enteric-coated potassium chloride alone or in 
combination with thiazide diuretics. When po¬ 
tassium is required, a diet containing potassium- 
rich foods should be considered first. If this is 
not sufficient, uncoated 0.3gm potassium chloride 
tablets or 10 to 20% solutions of potassium 
chloride should be used. Potassium combinations 
are potentially harmful and are probably not as 
effective as the solution or the uncoated and un¬ 
combined form in providing potassium for the 
patient. 

In contrast to the more commonly used but 
less potent saluretic agents, adrenergic blocking 
drugs are the most effective and most potent 
compounds available today. Guanethedine is a 
long-acting drug, the use of which must be highly 
individualized. Postural hypotension is a natural 
but nevertheless limiting effect. Congestive heart 
failure may develop, apparently due to depletion 
of catecholamines from the myocardium. Nasal 
blockage, diarrhea, and inhibition of ejaculation in 
males are signs of unopposed parasympathetic 
activity. 


In answer to the question, “Why do we treat ?” 
many studies demonstrate an increased survival. 
In the benign forms of hypertension this is harder 
to document because of the time span over which 
the condition extends. In malignant hypertension 
there is, in addition to the improved survival, a 
regression of retinopathy, in many instances a 
reduction of heart size and return of the elec¬ 
trocardiogram toward normal, and a healing of 
the arteriolonecrotic lesions of the kidney. 

In closing, it seems proper to consider the ques¬ 
tion of timing as to when treatment is instituted. 
In the acute situation, the patient should be hos¬ 
pitalized and the blood pressure immediately re¬ 
duced. Diagnostic studies are delayed until the 
blood pressure is effectively controlled. In hy¬ 
pertension with and without complications, proper 
evaluation and diagnostic studies precede treat¬ 
ment and therapy is instituted only if the appro¬ 
priate indications are present. 

The Johns Hopkins Hospital 
Baltimore, Md. 21205 
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Intravenous regional anesthesia was used in 17 
cases involving surgery of the upper limb. It pro¬ 
vided a satisfactory degree of anesthesia in 14 cases, 
failed in two cases, and required meperidene sup¬ 
plementation in one case. 

In 1908, August Bier of Germany described his 
technique of “venous anesthesia’’ for the allevia¬ 
tion of pain in an extremity. He produced anal¬ 
gesia by expressing the blood from a limb by 
means of an Esmarch bandage, applying a tour¬ 
niquet, and injecting a solution of local anes¬ 
thetic agent into a vein. He was able to maintain 
analgesia for as long as two and a half hours. 

Recently interest in this technique has been re¬ 
vised. 1,2 The principle involved in intravenous 
regional anesthesia of the extremity is the injec¬ 
tion of a volume of dilute anesthetic solution into 
a vein after as much blood as possible has been 
expressed from the venous system and a tourni¬ 
quet applied to prevent the inflow of arterial 
blood. The site of action of the anesthetic solu¬ 
tion is uncertain. It may act proximally in the 
limb in the vasa nervorum or it may act by dif¬ 
fusing throughout all the tissues by retrograde 
flow through the veins. 

A number of techniques are in use for produc¬ 
ing satisfactory analgesia of an extremity by 
means of blocking peripheral nerves with local 
anesthetic solutions. Good results with these per¬ 
ipheral nerve blocks require the development of 
considerable skill and experience by the anes¬ 
thetist. Consequently we were interested to learn 
whether equally satisfactory results might be ob¬ 
tained by less experienced persons using intra¬ 
venous regional analgesia. 

We would like to report a small preliminary 
series of 17 cases involving surgery of the upper 
limb. The anesthesias were performed by resi- 

From the Department of Anesthesiology, Baltimore 
City Hospitals. 


PVRIFICACIOM EZPELETA, MD 
JOHN W. PEARSON, MD 
JOSEPH S. REDDING, MD 

dents in training, so that our experience might be 
considered comparable to that of physicians in 
practice who undertake this procedure for the 
first time. 

As in any situation where local anesthetics are 
to be injected in quantities approaching the upper 
limit of safe dosage, all necessary equipment for 
resuscitation was immediately available, a blood 
pressure cuff was applied, and an intravenous in¬ 
fusion was set up. An intravenous catheter was 
placed securely in a vein of the extremity to be 
anesthetized, and two tourniquets were placed as 
high up toward the axilla as possible but were not 
inflated. The whole extremity was drained of 
blood by wrapping tightly an Esmarch rubber 
bandage from the tips of the digits all the way up 
the extremity (Fig 1). The higher tourniquet was 
then inflated to approximately 250mm Hg pres¬ 
sure and the Esmarch bandage removed. After a 
delay of 5-10 minutes, 20 to 40ml of 0.5% lido- 
caine (about 1.5 mg/kg body weight) was inject¬ 
ed through the catheter (Fig 2). Anesthesia usu¬ 
ally occurred within five minutes. When it was 
evident that the anesthesia was complete and 
satisfactory, the catheter was removed from the 
vein. At this time the lower tourniquet was in¬ 
flated and the higher tourniquet was released. 
The surgical field was then prepared for opera¬ 
tion (Fig 3). 

Of the 17 cases, 14 received an entirely satis¬ 
factory degree of anesthesia. There were two 
complete failures, and in one instance the anes¬ 
thesia was described as being fair (intravenous 
meperiedine supplementation was necessary). In 
one of the two cases where anesthesia was unsatis- 
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Fig 1 

Intravenous catheter in place. 
Blood being expressed from 
venous system preliminary to 
inflation of higher tourni¬ 
quet. 


Fig 2 

Injection of 0.5% lidocaine 
after occlusion of arterial 
inflow. 


Fig 3 

Preparation of surgical field 
after anesthesia has become 
established, lower tourniquet 
has been inflated, and high¬ 
er tourniquet deflated. 
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factory the limb had not been well drained of 
blood before the tourniquet was inflated. This 
was in a patient who had a compound fracture of 
the wrist and it was not practical to apply the 
Esmarch bandage. In this case there was transi¬ 
tory anesthesia about two minutes after injection 
of the solution, but the anesthesia disappeared 
completely in the next three or four minutes. In 
the other unsatisfactory case there was a leak of 
one of the tourniquets, and although anesthesia 
had been achieved, the limb became flooded with 
blood and anesthesia disappeared. Thus strict at¬ 
tention to detail and careful checking of equip¬ 
ment are essential since the technique must be 
precise in order to insure success. 

Anesthesia using this technique will last as 
long as the tourniquet is kept inflated. Full sen¬ 
sation returns within a few minutes after the 
tourniquet is released. Consequently the duration 
of anesthesia is limited to that period during 
which arterial inflow to the limb may be safely 
occluded. Two hours of tourniquet time is gen¬ 
erally considered to be maximal. Discomfort from 
the tourniquet was a problem in only one patient. 
This absence of tourniquet pain was due to the 
use of a two tourniquet technique. The lower 
tourniquet was inflated only after anesthesia had 
been achieved distal to the higher tourniquet. In 
our cases the tourniquet was inflated for five to 
ten minutes before injection of the anesthetic 
mixture. Bell 2 reported most satisfactory results 
with a waiting period of 20 minutes between in¬ 
flation of the tourniquet and injection of a local 
anesthetic solution. This long wait probably leads 
to considerable discomfort for the patient before 
the anesthetic is injected. Injection of a local 
anesthetic immediately after inflation of the 
tourniquet, on the other hand, leads to less pro¬ 
found anesthesia. 

Total dosage of 0.5% lidocaine varied some¬ 
what. Two patients received less than 25ml, four 
patients received 26-34ml, and 11 patients re¬ 
ceived 35-40ml. We were concerned at first that 
release of the tourniquet at the end of anesthesia 
might be accompanied by symptoms of toxicity 
because of the relatively sudden flooding of the 
vascular system with local anesthetic solution. 
Although the total dose of lidocaine would seem 
to be within the limits of safe dosage for infiltra¬ 
tion purposes, a total of up to 200mg might well 
be unsafe if suddenly released into circulation. In 
this series we noted no changes suggestive of 


excitement or preconvulsive prodromata. The 
only changes which occurred on release of the an¬ 
esthetic solution into circulation was a drop of 
10mm Hg in systolic pressure in one patient after 
release of the tourniquet; four patients showed a 
decrease of pulse rate by 5-10 beats/minute. All 
other patients showed no signs that could be re¬ 
lated to the local anesthetic solution. 

The advantages and disadvantages of this 
method should be considered in deciding whether 
the technique deserves to be revived. Among the 
advantages of the technique are the following: lit¬ 
tle manual dexterity is necessary for its perform¬ 
ance, since it can be achieved by anyone capable 
of making a venipuncture. No direct trauma to 
nerves is involved. There is no danger of punc¬ 
ture of the lung for anesthesia of the upper ex¬ 
tremity. Recovery from the anesthesia is quick, 
so that the surgeon can be satisfied early of the 
results of his repair of tendons, and the patient 
can be of assistance in indicating any untoward 
symptoms. 

The two disadvantages of the technique are 
most obvious. The first is that the duration of 
anesthesia is limited by the time which the sur¬ 
geon and anesthesiologist deem prudent to keep 
the tourniquet inflated. Second, in patients with 
painful injuries of the extremity, the use of the 
Esmarch bandage causes considerable discomfort 
or may be impossible. Anesthesia is unsatisfac¬ 
tory without the Esmarch bandage. 

We conclude that intravenous regional anes¬ 
thesia is a safe and simple method for producing 
anesthesia of an extremity without the need for 
special training or great skill; however, it does re¬ 
quire strict attention to detail. Tt is particularly 
useful for short procedures where a bloodless field 
for the surgeon is a requirement. It is probably 
not the anesthesia of choice when the surgical 
procedure will be protracted, when a tourniquet is 
undesirable, and when there is a fracture or other 
painful condition of the limb. This method of re¬ 
gional analgesia is a complement to axillary or 
supraclavicular block; not a substitute. 

Baltimore City Hospitals 
Baltimore, Md 21224 
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A New Rapid Serologic Screening 


Because of the increase in the infection rate of 
syphilis, interest has been renewed in methods 
for the early detection of such infections. Dem¬ 
onstration of the treponeme in a chancre by dark- 
field microscopy would afford enough evidence so 
that therapy could be initiated; but, unfortunately, 
too many patients ignore the presence of a “sore” 
or wait too long to seek medical attention, and the 
treponeme cannot be demonstrated. Diagnosis 
must then depend upon serologic means. 

Classical serologic methods require precise 
technology. Either because of technical difficul¬ 
ties, as in the complement-fixation tests, or be¬ 
cause of the instability of the antigens, as in the 
flocculation tests, most small laboratories do not 
perform serologic tests for syphilis. A test de¬ 
signed to meet the needs of the smaller laboratories 
or for use in office practice would be of value. 
Such a test should: 1) be performed with ease, 2) 
not require special tools or apparatus, 3) be in¬ 
expensive, 4) be designed so that single or multi¬ 
ple tests may be performed in minutes at any 
time, 5) employ a stable antigen, and 6) be as 
sensitive and specific as any of the classical anti¬ 
gens in use. The results of this study demon¬ 
strate that the proposed technique and antigen 
under study satisfies the established criteria. 

Materials and Methods 

The antigen used in this technique is made 
from a previously approved lot of cardiolipin- 
lecithin-cholesterol complex. These are prepared 
in accordance with the procedures developed by 
Pangborn et al. 1 The raw antigen solution was 
furnished by the Sylvana Company. Each lot is 
serologically standardized by comparison with a 
standard antigen of known reactivity. The unique 
feature of this antigen is that it is the VDRL 
antigen tagged to an inert carrier to allow macro¬ 
scopic observation. Also, the antigen has been 

From Laboratory Services, USAF Flospital Andrews, 
Andrews Air Force Base. 

The Pallada-Test Antigen was supplied by the Bio- 
analytical Products Laboratory, Inc., Suitland, Md. 


Test for Syphilis 


In an evaluation of 10,279 samples 
of either serum or plasma 
employing the Pallada-Test Antigen, 
there was 100% agreement in 
comparison with the classical VDRL 
microflocculation test. The new tech¬ 
nique has the advantages that: 1) 
the antigen is stable; 2) it can be 
used with either serum or plasma; 

3) the sample does not require heat 
inactivation; 4) reaction can be ob¬ 
served macroscopically. Additionally, 
the antigen is inexpensive. It is sensitive 
and allows single or multiple tests to 
be performed in a matter of a few* 
minutes. As such, this technique is 
particularly adaptable for prescreening 
of donors for blood banks, for rapid 
screening in outpatient clinics, for 
use in small laboratories, and as an 
office test in the rapid diagnosis 
of suspected cases of syphilis. 


JOHN E. STAUCH, PhD 
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stabilized and made anticomplementary. There¬ 
fore, either plasma or sera may be employed in 
the test. These do not require heat inactivation, 
although samples previously heat inactivated can 
be tested. This antigen is stable for at least six 
months at refrigeration temperature and at least 
three months at room temperature. Each lot of 
the tagged antigen is serologically compared with 
standardized antigens and antisera. 

The samples employed for the evaluation of 
the tagged antigen were obtained from: 1) ran¬ 
dom samples submitted for various chemical pro¬ 
cedures, 2) prenatal samples submitted for sero¬ 
logic testing, 3) physical examination samples 
submitted for serologic testing, 4) samples sub¬ 
mitted from suspect cases of syphilis, and 5) 
samples submitted by the Maryland State Health 
Department for serologic evaluation. 

The tagged antigen was compared to the classi¬ 
cal VDRL microflocculation procedure. 2 The 
sera found reactive to the tagged antigen or the 
VDRL microflocculation procedure, or both, were 
tested with the Reiter Protein Complement Fixa¬ 
tion (RPCF) test 3 and by the Fluorescent Trepo¬ 
nemal Antibody (FTA) test. 4 

The tagged antigen procedure was performed as 
recommended by the manufacturer. Either plas¬ 
ma or sera were obtained from venous blood or 
capillary blood (microhematocrit tubes, plain or 
heparinized). The clotted or whole blood samples 
were centrifuged gently to obtain clear plasma or 
sera. Using the Dispopette (Scientific Products), 
one drop of the patient’s sample was placed either 
in the well of a Boener slide or of the slide fur¬ 
nished with the set. Positive control sera of 
known reactivity (Dade Reagents, Inc.), negative 
control sera, and weakly reactive control sera were 
similarly placed in the wells of a slide. 

Samples collected in microhematocrit tubes 
were centrifuged in the microhematocrit centri¬ 
fuge for one minute or were allowed to stand 
vertically in critoseal until the cells settled. The 
tubes were scratched at the interface of the plas¬ 
ma and cells. The tube was gently broken and a 
drop of the sample placed on the slide. The anti¬ 
gen was shaken to obtain an even dispersion of 
particles, and one drop was added to each of the 
test samples and the control samples. The con¬ 
tents of each well were mixed with an applicator 
stick, and the slide was rotated either on the me¬ 
chanical rotator at 180 rpm for four minutes or 
by hand for four minutes. Both methods were 


equally satisfactory. When large numbers of 
tests were run, it was more convenient to use the 
mechanical rotator; when only a few were tested, 
rotation by hand was more convenient. 

The results of the procedure were obtained by 
viewing the samples using soft oblique light 
through a blue filter of the microscope lamp. The 
positive controls and the reactive sera showed 
large clumps oh the antigen-antibody complex. 
Negative reactors showed no clumping, and weak 
reactors were easily detected by comparison to the 
negative control. Reactive samples were titered by 
serial dilution of the sample in phosphate buf¬ 
fered saline diluent, and each dilution was tested 
as above. 

Results 

Accordingly, 10,279 samples of serum or plas¬ 
ma were tested by the tagged antigen and the 
classical VDRL microflocculation procedure. The 
results of the testing were classified as either 
negative or reactive. No attempts were made to 
grade the degree of reactivity except that all re¬ 
active samples were titered using the standard 
serial dilution method. Table 1 depicts the results 
of the two screening procedures and shows 100% 
correlation between the two methods. 

Among the reactive samples, only those of clin¬ 
ical importance were titered. Table 2 reflects the 
results of this study. The end point was con¬ 
sidered when the test reaction was just different 
from the negative control. It can be seen that 70 
of the samples gave positive titers by the tagged 
antigen while 68 were positive by the VDRL 
microflocculation. The titers were slightly higher 
with the tagged antigen than with the VDRL 
microflocculation. 

Three samples demonstrated a prozone reaction. 
They were considered weakly reactive by both 
the tagged antigen and the VDRL microfloccula¬ 
tion, but upon titering the samples, one had a titer 
of 1:128 and two had titers of 1:64. 

All reactive sera, in addition to titering, were 
tested with the RPCF test and the FTA test. Of 
the 110 samples so tested, only 63 were positive. 
The two treponemal tests were in 100% agree¬ 
ment and reflected that although both screening 
tests were in agreement, they were capable of 
elaborating false positive reactions. On further 
examination of the results, it was noted that all 63 
positive by the RPCF test and FTA test were 
among those samples which had positive titers by 
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Partners in misery: 
common cold and duodenal ulcer' 



3 century or two ago our forefathers believed that 
the common cold was caused by an excess of evil 
humors. Today we regard these baleful humors 
as a result of the cold rather than its cause. Only in 
the last ten years have some of the offending 
viruses been cultivated, and we now know many 
others can be transmitted to human volunteers 
although they cannot yet be grown in the laboratory. 
Various body defenses react to infection by a virus, 
and in the respiratory tract the lung is protected by 
the phagocytic properties of the pulmonary alve¬ 
olar macrophage. 1 

Because of the brief history and large proportion of 
unidentified viruses, effective prophylactic vaccines 
have not yet appeared. A universal antiviral agent 
seems even more remote. Meanwhile, these viruses 
continue to produce epidemics of upper respiratory 
infection at seasonal intervals, particularly in 
spring, fall and winter, during which they propagate 
and distribute progeny indiscriminately. As a result, 
they are responsible for significant work loss. Since 
the immunity afforded is temporary, recurrent infec¬ 
tions are common. 

This recurrent morbidity in spring and fall is shared 
by duodenal ulcer, itself a cause of significant loss 
in wages and medical expense. Thirty years ago 
Emery and Monroe reported 1,279 recurrences of 
peptic ulcer of which 13 per cent could be attributed 


to upper respiratory infection, thus confirming a 
long-held clinical impression. 2 While the inflam¬ 
mation, congestion and secretion of the mucosa of 
the nasopharynx in the common cold, and the hyper¬ 
emia and hypersecretion of the gastric mucosa dur¬ 
ing acute exacerbation of a duodenal ulcer may not 
be directly linked, it is probable that the miseries of 
the infection are reflected in the pain of the ulcer. 
The following case history illustrates this point. 

Case report A 48 year old white male executive, suffer¬ 
ing from hematemesis and melena for 12 hours was admit¬ 
ted to hospital on April 8, 1965. He gave a history of duo¬ 
denal ulcer proved by x-ray studies 23 years previously. In 
the intervening years he suffered from typical epigastric 
pain occurring two hours postprandially, usually for two 
or three weeks each spring and fall. A hospital admission 
two years earlier had followed hematemesis of moderate 
amount. 

The present admission was preceded by a recurrence of 
pain during a period of unusual business pressure. In addi¬ 
tion he caught a cold one week before his entry to hospital 
and his already irregular eating habits were made more so 
by loss of taste and appetite, blocked nose and general 
malaise. During the final 36 hours he used aspirin to re¬ 
lieve his cold, taking 2 or 3 tablets with a glass of water on 
6 or 7 occasions. Before retiring he drank a glass of hot 
toddy. 

He awakened about 1 a.m. and vomited dark red blood 
and recently ingested food mixed with whisky. Melena 
followed and he was transferred to hospital. On admission 
he was pale, cold and sweating. Apart from epigastric 
tenderness and black stool on the examining finger after 
rectal examination, his general physical examination was 
not remarkable. Temperature was normal, pulse was thin 
and thready with a rate of 114 beats per minute, and blood 



tions and scarring. 



































Typical site of duodenal ulcer showing anatomical rela¬ 
tionship to gastroduodenal artery and common bile duct. 


pressure measurement was 104/60mm. of mercury. Hemoglobin esti¬ 
mation was 8.6 grams per cent, but white blood count, chest x-ray and 
urinalysis were within normal limits. No further bleeding occurred. 
After blood transfusions and a suitable medical regime he was dismissed 
two weeks later and advised to return later for consideration of surgery. 

t he care of the ulcer patient suffering from a viral infection of 
the upper respiratory tract is additionally handicapped by the 
local and constitutional symptoms so produced. Indifference 
to food often makes it difficult to "feed a cold” even in a patient 
without an ulcer. In the ulcer patient this becomes more than 
a homily, for malaise and apathy towards irksome routine 
produce a lack of interest in adhering to an ulcer program and 
result in its eventual failure if these symptoms are not relieved. 


The absence of curative treatment for these viral infections has 



spawned many a strange therapeutic offspring and some of the 
more generally accepted remedies contain a special risk for the 
ulcer patient. 

To the gastric physiologist, the shot heard around the world 
was not fired at Concord but was discharged through the stom¬ 
ach of Alexis St. Martini The worthy voyageur had a more 
than modest thirst and on several occasions William Beaumont 
observed through the resulting fistula the changes of gastritis 
which followed an immoderate ingestion of alcohol. 3 It is now 
well known that alcohol stimulates the production of gastric 
juice and the patient with an ulcer, even in remission, should 
not drink alcohol without first taking food, milk or antacid. 
The use of various alcoholic remedies for the common cold is 
to be strongly discouraged in this type of patient. Factors al¬ 
ready present can produce an acute exacerbation of ulcer symp¬ 
toms without the added stimulus of alcohol. 

Headache and facial pain, sore throat and generalized aching 
are subjective discomforts of viral infections of the upper res¬ 
piratory tract or their complications. Relief from them is 
usually sought in the family medicine cabinet, and of all the 
medications habitually stored there, salicylates are the most 
frequently used. Oral ingestion of salicylates has produced 
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substernal pyrosis and some¬ 
times epigastric pain in sus¬ 
ceptible individuals. Bleed¬ 
ing from erosions of the 
gastric mucosa has followed 
their use and has been severe 
enough in some instances to cause hematemesis and 
melena. 4 It has been suggested that interference 
with the protective mucous layer of the stomach 
allows this to happen. There is no evidence that 
hypersecretion occurs, but the taking of aspirin has 
been followed by exacerbation of ulcer symptoms 
and occasionally by gastrointestinal bleeding. 5 The 
ulcer patient with a cold should take salicylates with 
an antacid, or preferably other means of sympto¬ 
matic relief should be found. 

Caffeine has two actions on gastric secretion. One 
directly stimulates production of acid and the other 
potentiates the out-pouring of gastric juice as a 
response to other stimuli. 6 In high doses to animals, 
it has produced erosive gastritis and peptic ulcera¬ 
tion. Caffeine-containing beverages are discouraged 
for the ulcer subject and forbidden during an acute 
exacerbation. 7 Many cold remedies contain caffeine. 
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To sufferers from allergic rhinitis springtime brings 
symptoms of nasal obstruction, loss of taste and 
smell and malaise similar to those caused by viral 
infection but due instead to allergens which at that 
time of year are principally tree pollens. Relief from 
these symptoms can be obtained, though not wisely, 
by the use of steroid medication. Unfortunately, 
chronic sufferers from these allergies have used this 
approach with varying degrees of success. Steroid 
hormones increase gastric secretion and delay the 
healing of experimental ulcers. 8,9 Clinically their 
administration has been associated with reactivation 
of healed duodenal ulcers, and with bleeding and 
perforation which were not always preceded by 
typical ulcer distress. Because of these harmful 
effects, their use in the ulcer patient is best avoided 
for other than serious medical problems and then 
only with adequate antacid coverage. 

% 

humming up It is immaterial by which pathways 
the malaise and lassitude, depression and irritability 
activate an ulcer, but it is the physician’s responsi¬ 
bility to ensure that the medications he selects to 
relieve the symptoms of a cold do not further aggra¬ 
vate the ulcer. 
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Table 1 

Correlation of the Tagged Antigen with the VDRL Microflocculation Test in Elaboration of 

Reactive Sera 

Tagged Antigen VDRL Microflocculation 


Sample 

Negative 

Reactive 

Negative 

Reactive 

Random 

4601 

8 

4601 

8 

Pre-Natal 

1410 

18 

1410 

18 

Physical Exam. 

3800 

6 

3800 

6 

Suspect Syphilis 

140 

78 

140 

78 

Dept. Health (Md.) 

100 

100 

100 

100 


Table 2 

Correlation of the Tagged Antigen with the VDRL Microflocculation Test in Titering of 

110 Reactive Sera 

Titer tW L2 L4 i~8 i7l6 L32 1^64 1:128 

Tagged Antigen 40 4 10 22 24 6 2 2 

VDRL Microflocculation 42 2 14 24 20 4 2 2 


the tagged antigen and VDRL microflocculation 
test. Most of the false positive reactions oc¬ 
curred among the group of prenatal tests. False 
positive reactions were determined by two meth¬ 
ods. The first was that the sera failed to show a 
rise in titer to the screening tests on subsequent 
testing or they became negative without the inter¬ 
vention with therapy, and they were negative to 
the treponemal antigens. 

Discussion 

The results of this study demonstrate that the 
new procedure makes an excellent screening test, 
but, like all other such tests which measure 
“reagin,” a more specific test is required to elabo¬ 
rate true cases of syphilis. Several treponemal 
antigen tests can be employed, two of which were 
used in this study. In our experience, antibody 
to the treponemal antigens appears after the pres¬ 
ence of reagin; hence early cases of syphilis may 
demonstrate reagin but not antibody to the trepo- 
neme. Therefore, clinical judgment along with the 
history is important in management of patients 
that reflect positive screening tests that have no 
titer and are negative to treponemal tests. 


Although it is recommended that reactive sera 
be tested with treponemal antigens, few labora¬ 
tories engage in the tests because of their com¬ 
plexity and the expensive equipment required. We 
investigated the possibility of using the protein 
extract of the Reiter strain of treponeme tagged 
to the carrier employed in the Pallada-Test Anti¬ 
gen. A simplified procedure has been devised for 
the demonstration of antibody to this treponemal 
antigen, but the evaluation of this procedure has 
not been completed. 

United States Air Force Hospital Andrews 
Andrews Air Force Base 
Washington, DC 20331 
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MALIGNANT TUMORS OF 

H' 

THE TONSIL 


The clinical management of 66 cases of malignant tumors involving the 
lateral pharyngeal wall is described. The results of therapy correlated 
with the stage of disease and method of treatment are presented. In 
Stage I disease, irradiation or surgical excision resulted in an 80% three- 
year survival rate. Moderately advanced tumors were associated with a 
25-30% three-year survival rate with either means of therapy. There 
were no survivors in patients with far advanced disease. 


This report is based on the clinical experience 
gained in the management of 66 cases of malig¬ 
nant tumors involving the pallatine tonsil or ton¬ 
sillar fossa. 1 These tumors account for approxi¬ 
mately 20% of malignancies arising in the oral 
cavity. The disease is relatively uncommon and 
frequently not recognized as a neoplasm in its 
early stages of development. 

ANALYSIS OF CASES 

Histology .—Ninety per cent of malignant tu¬ 
mors arising in this anatomical area were of squa¬ 
mous cell origin. The remaining tumors were 
various types of lymphomas including lympho- 
epithelioma, follicular lymphoblastoma, and lym¬ 
phosarcoma. Seventy-two per cent of the patients 
with squamous cell carcinomas developed cervical 
lymph node metastases at some time during the 
course of the disease. This was probably the re¬ 
sult of a combination of the biologic behavior of 

From the Department of Surgery, Division of Plastic 
Surgery, Department of Otolaryngology, and Division of 
Radiotherapy, The Johns Hopkins University School of 
Medicine. 
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the tumor and the rich lymphatic network drain¬ 
ing this anatomical area. 

Clinical Material .—Carcinoma of the tonsil is 
encountered most commonly during the fifth dec¬ 
ade of life, followed by the sixth and seventh dec¬ 
ades. The ratio of male to female patients in this 
series was approximately three to one. Thirty 
per cent of the patients were chronic alcoholics, 
and more than half of the patients gave a history 
of heavy cigarette smoking. A sore throat or the 
detection of a mass in the neck were the most 
common presenting symptoms. 

Early tumors can present as innocuous-appear¬ 
ing lesions, and a high index of suspicion is nec¬ 
essary for a correct diagnosis. The diagnosis 
should be considered whenever the tonsil is swol¬ 
len or small whitish plaques are present over its 
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mucosal surface. The typical squamous cell car¬ 
cinoma presents as an ulcerative lesion (Fig 1). 
In contrast, lymphomas characteristically present 
as a tonsillar mass without ulceration of the over- 
lying mucosa. The neck should be examined for 
palpable nodes in all suspected cases of tonsillar 
carcinoma. Metastatic nodes usually present at 
the angle of the mandible along the course of the 
internal jugular vein. 

Cytologic smears have proven to be a useful 
method of screening suspicious mucosal lesions. 
Biopsy is easily accomplished without significant 
morbidity. Bilateral tumors 3 occur in approxi¬ 
mately 10% of the cases, and the contralateral 
tonsil or tonsillar fossa should be biopsied prior to 
definitive therapy. 

A method of clinical staging has been proposed 
by the Joint Committee of the American College 
of Surgeons. 4 This system of staging describes 
the lesion by three parameters: 1) T—the ana¬ 
tomical extent of the primary tumor; 2) N—the 
presence or absence of cervical lymph nodes; 
and 3) M—the presence or absence of distant 
metastases. On the basis of this TNM classifica¬ 


tion, the cases are divided into four stages (Table 

1 ). 

TREATMENT 

Operative treatment consisted of a radical neck 
dissection in continuity with a partial mandibulec- 
tomy and excision of the primary tumor. Recon¬ 
struction of the oral cavity was accomplished by a 
variety of techniques: 1) primary closure, 2) tan- 
tulum supported skin grafts, and 3) local tongue 
flaps. 


Table 1 

Clinical Staging according to the American 
Joint Committee’s Proposed Method of Stage 
Classification 4 


Clinical Staging 


Stage 

No. of Cases 

1 

10 

II 

13 

III 

28 

IV 

10 
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Fig 1 

}uamous cell carcinoma arising in the right ton- 
llar fossa with extension to the soft palate and 
ica triangularis. 


Those cases undergoing irradiation before 1960 
were treated by orthovoltage x-ray utilizing 250 
kv (HVL-2mm cu). Patients treated since then 
have received supravoltage x-ray therapy deliv¬ 
ered by means of a 2 Mev. Van de Graaf genera¬ 
tor (HVL-6.5mm Pb). Seven patients in this 
series received a planned course of preoperative 
x-ray therapy. 

RESULTS OF THERAPY 

Squamous Cell Carcinoma .—The results of the 


various types of therapy correlated with the stage 
of the disease are presented in Table 2. Stage I 
disease carries a relatively good prognosis. Re¬ 
sults of Stage II and Stage III disease are essen¬ 
tially the same, regardless of treatment. There 
were no three-year survivors with Stage IV dis¬ 
ease. In this series, the use of preoperative x-ray 
as an adjuvant to surgical excision did not in¬ 
crease the survival rate obtainable with either 
radiotherapy or surgery alone. 

Lymphomas. — One patient with a follicular 
lymphoblastoma survived three years. The re¬ 
maining patients with other types of lymphoma 
died with generalized disease within four to 21 
months after initial therapy. All of these patients 
were treated by irradiation. 

DISCUSSION 

An analysis of this group of cases stresses the 
importance of early diagnosis. Tonsillar car- 


Table 2 

Results of therapy correlated with stage of disease— 

Stage 1 

Squamous cell carcinoma 


Treatment 

No. of Cases 

3 Yr. Surv. 

% 

Irradiation 

4 

3 

75 

Composite Resection 

5 

4 

80 

Local Excisions 

1 

Stage II 

1 

100 

Treatment 

No. of Cases 

3 Yr. Surv. 

% 

Irradiation 

3 

1 

33 

Composite Resection 

8 

2 

25 

Pre-op. Irrad. & Composite 

1 

1 

100 

Irradiation and Rad. Neck 

(1 

1 

patient died before treatment was 
Stage III 

1 

started) 

100 

Treatment 

No. of Cases 

3 Yr. Surv. 

% 

^Irradiation 

13 

3 

33 

Composite Resection 

8 

2 

25 

Pre-op. Irrad. Cr Composite 

6 

1 

16 

Local Excision & Rad. Neck 

1 

Stage IV 

1 

100 

T reatment 

No. of Cases 

3 Yr. Surv. 

% 

Irradiation 

8 

0 

0 

Composite Resection 

2 

0 

0 

* Three patients treated by irradiation died of unrelated disease and were not included in the calculation 
three-year survival rate. 

of the 
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Fig 2 

A. Approach to carcinoma of the tonsillar pillar 
and buccal mucosa through a face-lifting incision. 
The forehead flap is outlined with dye. 

B. Postoperative result following construction of 
the forehead flap. The resulting defect has been 
covered by a split thickness skin graft. 


cinoma can be cured if diagnosed early in the 
course of the disease. A distressing number of 
patients in this series were treated for inflamma¬ 
tory conditions, thus delaying diagnosis and ap¬ 
propriate therapy. 

Surgical excision or radiotherapy appear to be 
equally effective in the management of tonsillar 
carcinoma. However, radical surgical excision of 
the tonsillar area was associated with an opera¬ 
tive mortality of 13% in this series. Two of these 
deaths occurred from hemorrhage in the immedi¬ 
ate post-operative period. The remaining two 
patients developed oral cutaneous fistulae which 
resulted in exposure of the carotid artery. Death 
occurred from hemorrhage secondary to infection 
and subsequent necrosis of the arterial wall. Al¬ 
though these deaths occurred within the early 
years of this study, hemorrhage will always re¬ 
main as a potential cause of death in any opera¬ 
tive procedure. The deaths from oral cutaneous 
fistulae can be prevented by improved methods of 
closure. Within the past several years, an im¬ 


proved technique of reconstruction has been de¬ 
veloped which utilizes a large forehead flap based 
on the ipsilateral superficial temporal artery 2 (Fig 
2). This type of repair provides an excellent 
means of covering large mucosal defects, but it 
does not replace the intricate musculature which 
is necessary for normal swallowing. 

There was no significant difference in the im¬ 
mediate morbidity associated with surgical exci¬ 
sion or irradiation. Dysphagia was a significant 
long-term complication in those cases treated by 
radical surgical excision. This was attributed to 
resection of the musculature of the lateral pha¬ 
ryngeal wall. 

On the basis of this relatively small number of 
cases, it is difficult to establish the optimal means 
of cure or effective palliation. The recent ad¬ 
vances in surgical technique may lessen the opera¬ 
tive mortality and morbidity. In an effort to an¬ 
swer these questions, we are initiating a controlled 
study. In a random series of patients, the effec¬ 
tiveness of irradiation of the primary tumor fol- 
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lowed by a radical neck dissection will be com¬ 
pared to the operative procedure which removes 
the primary tumor in continuity with a radical 
neck dissection. 

The therapy of patients with tonsillar carci¬ 
noma usually does not end with the initial treat¬ 
ment to the primary tumor and the cervical metas¬ 
tasis. A constant number of recurrences are en¬ 
countered which present an even greater challenge 
in management. The treatment of recurrent dis¬ 
ease in this series of patients has also been ana¬ 
lyzed. Surgical excision offers the best chance of 
salvage following recurrence of lesions initially 
treated by radiotherapy. The results do not ap¬ 
pear to be affected by the time interval between 
initial therapy and detection of the recurrence. 
Recurrent disease following an operative pro¬ 
cedure has been controlled for significant periods 
of time by either radiotherapy or simple local ex¬ 
cision. The time interval between the operative 
procedure and the detection of recurrence in this 
group of patients seems to be important. Those 


patients developing a recurrence within 12 months 
of the operative procedure did not benefit from 
additional therapy of any kind. 

The Johns Hopkins University 
School of Medicine 
Baltimore, Md 21205 
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and cerebral stimulation for th 



TIME AFTER ADMINISTRATION (Hours) 



(fewer absent doses by 
absent-minded patients) 


Human volunteer subjects were administered Geroni- 
azol TT tablets with the nicotinic acid component 
made radioactive with C-14. Plasma and urine sam¬ 
ples were analyzed. (See Figures I and II) The radio¬ 
active tracer study substantiated the previous clinical 
evidence that the release of nicotinic acid from the 
Geroniazol TT tablet produced a gradual rise in 
plasma levels to a plateau for a total of 12 hours and 
more. 

Such proven sustained activity makes the manage¬ 
ment of geriatric patients much easier by minimizing 
the possibility of neglected doses through absent¬ 


mindedness or senile confusion. Therapy can be con¬ 
tinuous on a daily dose of only one Geroniazol TT tab¬ 
let every 12 hours. 

The gradual release of nicotinic acid in Geroniazol : 
TT will provide the well-known peripheral vasodilata¬ 
tion needed in patients with deficient circulation and 
with a minimum amount (if any) of “flushing.” Also, 
cerebrovascular circulation is complemented by pen-1 
tylenetetrazol, long-established as a cerebral and res¬ 
piratory stimulant. 

Geroniazol TT improves the typical, unfortunate, 
signs of senile confusion. Patients become more alert, | 
















C-14 AS MILLIGRAMS NICOTINIC ACID EXCRETED 


ged and debilitated 



less confused and moody. Personal care, memory, 
emotional stability, social attention improve. Fatigue, 
apathy and irritability are reduced. 

A prescription for 100 tablets of Geroniazol TT will 
permit your patients to enjoy the benefits of time- 
prolonged nicotinic acid/pentylenetetrazol therapy, 
at an economical price. Dosage is only one tablet every 
12 hours. 

Contraindications: There are no known contraindica¬ 
tions. 

Precautions: Exercise caution when treating patients 
with a low convulsive threshold. 


Side Effects: Side effects are rarely encountered, how¬ 
ever due to the vasodilatation effect of nicotinic acid, 
transitory mild nausea, flushing, tingling and pru¬ 
ritus are possible. 

Dosage: One tablet every 12 hours. 

Supplied: Prescribe bottles of 100 tablets, to take ad¬ 
vantage of recent price reduction. 

References: 1. Report by Nuclear Science & Engi¬ 
neering Corp., Pittsburgh, Pa., in files of Philips 
Roxane Laboratories. 2. Connolly, R.: W. Virginia Med. 
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A case of trisomy 17-18 and a review of the literature is presented. This 
chromosomal anomaly is associated with an exceedingly large number of 
congenital defects. Low-set malformed ears, receding chins, flexed fingers, 
and intraventricular septal defects are the only relatively common abnor¬ 
malities. None of these is specific for the syndrome. Female births pre¬ 
dominate. There is a strong tendency to post-term delivery. Advanced 
maternal age seems to be the only apparent causative factor. The incon¬ 
sistency of the clinical findings makes chromosomal analysis mandatory. 
The prognosis is poor. 
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The human chromosomal complement had been 
definitely established as 46 in 1956. 34,58 It was 
soon recognized that certain numerical and struc¬ 
tural deviations from the normal state need not 
necessarily be lethal. Several congenital syn¬ 
dromes of varying degrees of severity have con¬ 
sistently been found in association with such 
aberrations. 

The concurrence of abnormal karyotypes with 
relatively well defined clinical entities as Down’s, 
Turner’s, and Klinefelter’s syndrome and the tri- 
somies involving the chromosomes 13-15 and 
17-18 raised some hope that chromosomal aber¬ 
rations would serve as denominator for accurate 
classification of the wide range of congenital de¬ 
fects observed. 5,35,44,45,50 As more cases were re¬ 
ported it became apparent that each chromosomal 
anomaly could be associated with a surprisingly 
large number of congenital defects. Only few 
would be found frequently enough to consider 
them as pathognomonic. Many seem to be com¬ 
mon to all autosomal abnormalities. Healthy in¬ 
dividuals with obviously abnormal karyograms 
have been observed. 38,56,60 Conversely, normal 
chromosomal analyses have been obtained from 
patients who were believed to exhibit the typical 
features of a given syndrome. 3,46,48 

The frequent lack of correlation between mor¬ 
phologic defects and cytologic data points out the 
necessity of reporting further case material. This 
might contribute to mapping chromosomes as to 
areas where they cause defects 22 and to elucidat¬ 
ing possible etiologic and epidemiologic factors. 
We had the opportunity to study a newborn with 
the features of trisomy 17-18. This case stimu¬ 
lated a review of the literature, which will be 
presented. 

Case Report 

The patient, a Negro girl, was born on Septem¬ 
ber 2, 1963. The pregnancy and delivery had been 
uneventful. No placental abnormality was noted. 

From the Department of Obstetrics and Gynecology, 
University of Maryland School of Medicine; and the De¬ 
partment of Pediatrics, Provident Hospital, Baltimore. 


The gestational age was 45 weeks according to the 
last menstrual period. 

The mother was 44 years old, and the father 
was 54. There were eight previous children, of 
which one was stillborn at 32 weeks of gestation. 

There was no evidence of consanguinity or con¬ 
genital malformations in the family. Neither par¬ 
ent had been exposed to irradiation or febrile ill¬ 
ness around the time of conception. The mother’s 
hematogram was normal. Several unusual fea¬ 
tures presented at birth. The infant weighed 2125 
gm. The suboccipito-bregmatic circumference 
measured 33cm; the thorax, 28cm; and the 
crown-to-heel length was 47.5cm. The cry was 
good. Muscle tone was poor. The ears were 
small and pointed. The uppermost portion of the 
helix was at a level with the outer canthus of the 
eyes. The eyes were normal, including fundo- 
scopic examination. The occiput was of ques¬ 
tionable prominence. A harsh, pansystolic mur¬ 
mur grade iii/iv was best heard in the third inter¬ 
costal space right of the parasternal line. The lat¬ 
eral aspects of the extremities showed hypertri¬ 
chosis and lichenification. The flexion crease of 
both digiti minimi was absent. There was some 
degree of gull-wing deformity of the left hand. 
Both feet showed “rocker-bottom” formation. 

Laboratory data: Hematologic and chemical 
blood analyses were normal. Chest x-ray showed 
general enlargement of the heart, more marked on 
the left. Electrocardiogram revealed sinus tachy¬ 
cardia and right axis deviation. On the basis of 
the presenting anomalies, the clinical diagnosis of 
trisomy 17-18 was entertained. Barr bodies were 
seen in 43% of the cells obtained by buccal smear. 

Leukocytes were cultured by modification of the 


Table 1 





Number of Chromosomes 

45 

46 

47 

48 

Number of Cells 

0 

2 

60 

0 


technique of Moorhead et al. 47 Sixty-two cells in 
metaphase were used for analysis. The chromo¬ 
some count in all but two was 47 (Table 1). 
Karyograms were constructed from 17 metaphase 
preparations with 47 chromosomes and from both 
cells with 46 chromosomes. In the former group 
an extra autosome with submedian centromere 
similar to the chromosomes 17-18 32 or group E 51 
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was found. These supernumerary chromosomes 
were not present in the two cells with normal 
chromosomal number of 46 (Fig). 

Chromosome counts of less than 46 were not 
encountered. No attempt was made to attach 
numbers to the chromosomes 6-12 (C) and 13-15 
(D). The X-chromosome was included into group 
6-12. The trisomic autosome was labelled as 17- 
18. 

Clinical Course: The infant remained sluggish 
and inactive. She fed and gained weight poorly. 
She was discharged at four weeks of age. She 
was readmitted to the hospital on January 26, 
1964, dehydrated and in cardiac failure. She died 
the next morning at 19 weeks. 

Postmortem examination: The body of this un¬ 
dernourished and dehydrated Negro infant 
weighed 2l50gm and measured 53cm in length. 
There was almost complete loss of subcutaneous 
fat tissue. The external genitalia had normal fe¬ 
male appearance. The fourth and fifth finger 
showed fixation of the interphalangeal joints be¬ 
tween the proximal and second phalangeal bone. 
The plantar arches were bilaterally flattened. 

The foramen ovale was closed. Both ventricu¬ 
lar walls were hypertrophied. A large interven¬ 
tricular defect of 0.7cm was present. There was 
no coarctation of the aorta. All cardiac valves 
were of normal configuration. The lungs showed 
many circumscribed dark reddish areas. The thy¬ 
mus weighed 2gm; the cut surface showed a 
marked increase of fibrous tissue between yellow¬ 
ish lobules. 

Microscopic examination: Many pulmonary al¬ 
veoli contained neutrophilic leukocytes and macro¬ 
phages with vacuolated cytoplasm; others con¬ 
tained red blood cells. The alveolar epithelium 
was hyperplastic. Edema and interstitial pneu¬ 
monitis were present. 

Sections of the liver revealed acute congestion. 
Examination of the salivary glands failed to 
show intracytoplasmatic or intranuclear inclusion 
bodies. There was atrophy of the adrenals with 
lipid depletion. The convoluted tubules of the 
kidneys showed cloudy swelling. The cortex of 
the thymus contained a smaller number of thymo¬ 
cytes than normal. 

Review of the literature 

During a review of the literature up to the end 
of 1963 we encountered 30 communications con¬ 
taining data on 55 cases. 1 ' 30 


The significant symptoms, anomalies, and ob¬ 
servations were tabulated and listed with reference 
to the respective authors.* It soon became appar¬ 
ent that the enormous diversity of findings stood 
in sharp contrast to the relative paucity of defects 
which one could consider specific for this syn¬ 
drome. 

Affected infants are usually born with peculiar¬ 
ly malformed, low-set ears, often with skin-tags. 
They have markedly receding chins. The fingers 
are flexed and overlapping. The big toes are short 
and dorsiflexed. Intraventricular septal defects 
are the most common serious anomaly. These in¬ 
fants feed poorly, and have a poor cry and weak 
Moro reflex. They are mentally retarded, fail to 
thrive, and succumb early to cardiac decompen¬ 
sation and respiratory distress. The congenital 
malformations and findings which occur in more 
than 40 °Jo of the cases and are helpful in establish¬ 
ing the clinical impression of trisomy 17-18 are 
summarized in Table 2. The remaining anomalies 
were found less frequently, nearly half of them in 
singular instances. 


Table 2 


Most Common Findings 


Low set ears, malformed 

94% 

Micrognathia 

89% 

Failure to thrive 

82% 

Flexed, overriding fingers 

82% 

Mental retardation 

71% 

Interventricular, septal defect 

62% 

Dorsiflexed big toes 

58% 

Spasticity 

55% 

Prominent occiput 

42% 

Poor sucking reflex 

41% 

Limited hip abduction 

41% 


Development: The physical retardation of these 
infants is shown by their small average birth- 
weight and crown-to-heel length. The mean birth 
weight of 2,381 gm is lower than Potter’s value of 
2,998.8gm, and the length of 44.2cm less than the 
average of 50.2cm for 10-month gestational age. 

Survival: In contrast with abnormalities of the 
sex-chromosomes or Down’s Syndrome, the 
chances for survival of children with trisomy 17- 

*This tabulation will be furnished by Dr. Taubert upon 
request. 
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Table 3 



MATERNAL ACE DISTRIBUTION 




Mothers with Malformed 

Age 

Trisomy 17-18 

General Population" 

Offspring** 

14-19 

1.9% 

24.8% 

21.9% 

20-24 

25.0% 

29.1% 

27.1% 

25-29 

9.6% 

22.3% 

20.3% 

30-34 

13.5% 

14.1% 

18.0% 

35-39 

21.1% 

7.5% 

9.3% 

40-over 

28.9% 

2.2% 

3.4% 


100.0% 

100.0% 

100.0% 

* Based 
** Based 

on 28,970 deliveries (1955-1963), 
on 571 deliveries of malformed 

University of Maryland. 

infants (1955-1963), University of Maryland. 



18 are dismal. One may assume that only the 
more mildly affected cases result in full term ges¬ 
tation. Carr 31 considered two out of 12 abortuses 
with chromosomal abnormalities to be trisomic for 
No. 17-18. 

At the time of reporting, only six of a total of 
56 cases were alive. One of them had reached 
teenage, but this particular patient w r as only par¬ 
tially trisomic. 30 

The survival time was specified in 44 cases. It 
ranged from 36 minutes to 820 days. The mean 
survival time was 120 days. Only 47.8% of the 
infants lived longer than 100 days. 

Cause of death: The cause of death was listed 
for 33 cases. Respiratory distress or pneumonia 
were most common, accounting for 54% of deaths. 
Other contributing factors were cardiac failure 
(42%), failure to thrive (9%), urinary tract in¬ 
fection (6%), and hepatitis (3%). 

Causative factors: Since this syndrome had ap¬ 
parently not been recognized before Edwards 5 de¬ 
scribed it in 1960, extraneous or environmental 
causes similar to the thalidomide disaster have 
been suspected. The available data do not con¬ 
firm this hypothesis. 

Irradiation: Three mothers had been exposed 
to diagnostic doses of x-rays shortly after con¬ 
ception. Irradiation of the father could be es¬ 
tablished in two other cases. 

Illness: One mother reportedly had a viral in¬ 
fection at the time of conception. Another one was 
hyperthyroid. No drugs were incriminated. 

Heredity: Consanguinity was found once in a 
Mennonite family. 27 Siblings were found affected 
with trisomy 17-18 in three instances. 13 ’ 15 - 30 


There were nine cases of other malformations in 
close relatives. Chromosomal analyses of the par¬ 
ents of affected children proved to be normal in 
almost all cases. One carrier-state was uncovered. 
This particular mother had one chromosome 17-18 
translocated onto one of the chromosomes 13-15. 2 
The infant was partially trisomic with a transloca¬ 
tion identical to the mother’s. 

Maternal age: Advanced maternal age was com¬ 
mon in the 52 cases where this information had 
been given. The age at delivery ranged from 17 
to 44 years. The average age was 32 years. Al¬ 
most one-third of the mothers were older than 40, 
and 50% were older than 35. Table 3 shows the 
maternal age distribution of mothers of trisomic 
children in comparison with a series of women 
with malformed children and a general population. 

Paternal age: Comparable data are not available 
in regard to paternal age. The range was from 
22 to 54 years, with a mean age of 34. Paternal 
age seems to be a contributing factor in other 
trisomic states only in conjunction with trans¬ 
locations. 

Duration of gestation: The difficulty of estab¬ 
lishing the diagnosis of a post-mature gestation is 
too well known to be elaborated upon in this con¬ 
text. This problem is compounded in a series as 
presented here, which was derived from multiple 
sources. It seems nevertheless remarkable that 
41.9% of the pregnancies were believed to have 
lasted longer than 40 weeks. In our clinic this 
would be considered a five-fold increase. 41 The 
number of infants born after 40 weeks of gesta¬ 
tion increases with advancing age of the mother. 
Sixty per cent of the women aged 35 years and 





more delivered after the expected date of confine¬ 
ment compared with 28.5% of younger women. 

Delivery after term appears to be related to 
more severe affection. These children survived 
an average of 72 days, while those born at 40 
weeks lived an average of 256 days. 

Sex ratio: There were 37 girls and 18 boys and 
one whose sex was not specified. The resulting 
male: female ratio of 1:2.055 is more than twice 
the average ratio of 1:0.989 in our material. This 
is in full accord with previous reports. 

This discrepancy is believed to be due to more 
severe affection of males. Such pregnancies sup¬ 
posedly terminate more often in abortions. 57 The 
relative lack of genetic material on the Y-chromo- 
some, compared with the X-chromosome, is a pos¬ 
sible factor. 37 Nevertheless, once development 
proceeds through the third trimester of pregnan¬ 
cy, both sexes seem equally severely afflicted. 
The survival times of male and female infants 
do not differ (males, 119 days; females, 121 
days). 

Race: All but three of the 56 infants were of 
Caucasian extraction. Our patient was the second 
Negro child found to be trisomic for No. 17-18. 
Another infant was Chinese. 8,27 

Laboratory data: Blood chemical and hemato¬ 
logic data were not pertinent and were not 
included in our tabulations. Specific roent¬ 
genologic findings were recently discussed by 
Moseley. 16 

Dermatoglyphies: Examination of the dermal 
ridge pattern is apparently more specific for es¬ 
tablishing the diagnosis than any of the listed con¬ 
genital defects. Only one-fifth of the cases were 
studied in this aspect. The most prevalent find¬ 
ing was the high number of digits with simple 
arches, absence of the distal flexion crease on 
most fingers, digital loops between III and IV, 
and wide, open fields on the soles. 10,12,52,59,60 

Cytologic examination: In a number of reports, 
as in ours, the diagnosis was suspected on clini¬ 
cal grounds. Since the morphologic findings lack 
specificity, the diagnosis will have to be verified 
by chromosomal analysis for the foreseeable fu¬ 
ture. 

Cytologic data were related in 51 cases. In 41, 
a chromosome of group 16-18 (E) existed in 
triplicate. Two authors followed Edwards 5 and 
labelled the extra chromosome as No. 17. 4,23 
Several others remained undecided between No. 


17 and 18. 0,14,16,24,25 The balance expressed pref¬ 
erence for the autosome in position 18. 

Double trisomies were observed thrice. The X- 
chromosome was triplicated in two instances, and 
No. 21 once in addition to trisomy 17-18. Five 
examples of partial trisomies or translocations 
were related. In two of them the triploid chromo¬ 
some 17-18 was affixed to an accrocentric auto¬ 
some of group 1^-15 2 ’ 10 In another case the 
translocation affected chromosome No. 4. 7 The 
remaining cases were not detailed. 

The possible gamut of abnormal karyotypes as¬ 
sociated with this syndrome is complemented by 
one patient who had the expected defects but a 
normal number of autosomes. 3 In another case 
two stemlines of cells were found. One showed 
the trisomic chromosome; the other one was 
normal. 15 

Not included in the tables was a child reported 
by Ferguson et al 34 with similar defects and 47 
chromosomes. The extra chromosome resembled 
No. 22 but was believed to be an incomplete chro¬ 
mosome No. 18. 

Incidence: Since the first report of this syn¬ 
drome, a large number of cases have been diag¬ 
nosed. Several authors, especially Uchida and 
Smith, saw surprisingly many examples of this 
entity 20,21,26 - 27 - 40 - 57 

Unless a definite cause for this sudden surge 
can be found, it is safer to assume that such cases 
were formerly reported under various eponyms. 
There are striking similarities to the Pierre-Robin 
syndrome, which is characterized by micrognathia 
and glossoptosis. 55 One of Koenig’s cases of this 
syndrome was subsequently found to be trisomic 
for chromosome 17-18. 14 We saw such a case in 
1957, which in retrospect appears compatible with 
a trisomy. 

Pfeiffer et al described a case of trisomy 17-18 
appearing clinically as arthrogryposis multiplex 
congenita. 17 Gaylor and Fried, however, could not 
confirm this finding in their case material. 39 

Frequent features of trisomy 17-18, such as 
low-set ears, micrognathia, and hypertelorism, are 
considered typical findings in Potter’s syndrome 
of renal agenesis. 

It is difficult to quote even the approximate 
frequency of this aneuploidy. Smith found three 
cases in 10,345 consecutive deliveries. This rep¬ 
resents an approximate incidence of 1:3500 de¬ 
liveries. 
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We reviewed 28,970 deliveries over the past 
eight years for combinations of congenital mal¬ 
formations suggestive of trisomy 17-18. There 
were 571 malformed infants (1.9%), none of 
which presented with suggestive lesions. 

Prenatal factors: Sparse data are available con¬ 
cerning gestational history. The suggestion has 
been made that such pregnancies follow sterility. 
This does not seem to be factual. The average 
number of pregnancies per woman was 3.65; the 
number of term deliveries, 3.15. Only three of 
these women were nulliparous, and two of these 
were young. Nine had had many pregnancies. 

Decreased intrauterine activity during the last 
weeks before delivery was noted in the few re¬ 
ports where these parameters had been considered. 
In such event polyhydramnios, single umbilical 
arteries, and rather small placentae were com¬ 
monly found. 6,8> 12,21 • 22,27,28 

Comment 

Failure of the homologous chromosomes to sep¬ 
arate during the first meiotic division will result in 
one gamete with 24 chromosomes and one with 22. 
The former would produce at fertilization a zy¬ 
gote with 47 chromosomes. In the latter case a 
non-viable zygote with 43 autosomes would result. 
Non-disjunction can also occur at the second mat¬ 
uration division. If there is only little crossing- 
over at this stage, the resulting chromosomes 
would bear almost identical genetic information. 
Relatively mild cases of trisomic states could thus 
be explained. 14 

The occurrence of mosaic autosomal trisomies 
suggests the possibility that postzvgotic mitotic di¬ 
visions might be non-disjunctional. Mosaics are 
difficult to exclude even if more than one tissue 
has been examined. The relation between the two 
stemlines might be altered according to the abil¬ 
ity of the aneuploid cells to reproduce. 57 

The nomenclature of this and other chromo¬ 
somal anomalies has been confused. Edwards 33 
suggested recently to denote the various syn¬ 
dromes according to Patau’s classification rather 
than the Denver system, with a suffix indicating 
the sequence of their respective recognition. Tri¬ 
somy 17-18 would thus become Trisomy Ex. This 
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system is plausible but does not allow for imme¬ 
diate recognition of the chromosome implicated. 

The presented material confirms that advanced 
maternal age is the only obvious etiologic factor. 50 
The same has been observed in other congenital 
anomalies. The incidence of women past their 
35th year in our material approximates the per¬ 
centages reported for Down’s syndrome (58%) 
and Trisomy D x (40%) and is considerably high¬ 
er than the average (9.9% at University of Mary¬ 
land, 11.8% University of Wisconsin). 57 

Iffy suggested that postmidcycle ovulation is re¬ 
sponsible for most fetal monstrosities. Delayed 
ovulation produced malformed progeny and chro¬ 
mosomal abnormalities in amphibians. Advanced 
age per se was no factor. 62 It has been postulated 
that the ova of older women are deficient in their 
cytoplasm. This will express itself during the 
meiotic and first postzygotic divisions, when the 
ovum and zygote respectively still depend envi¬ 
ronmentally upon the cytoplasm derived from the 
gamete. 49,53 

The malformations are mostly due to arrested 
development between the eighth and twelfth weeks 
of fetal life. 

The anlage for the external ear is below the re¬ 
gion of the mandibula. Defects of these are al¬ 
ways associated, usually in conjunction with a 
small oral cavity. 16 This defect of the first bran¬ 
chial arch and the interventricular septal defect 
appear to be the most specific combination of use¬ 
ful diagnostic criteria for trisomy 17-18. How¬ 
ever, no anomaly so far has been shown to be 
specific for a trisomic state. 57 Every anomaly pre¬ 
sents at least one gene locus in the normal devel¬ 
opment of the afflicted organ, so trisomy might be 
a means of establishing autosomal linkage groups 
in man. 50 For this reason complete reporting of 
the defects observed is highly desirable. 

The severity of this syndrome does not make it 
amenable to therapy. 

Confirmation of the diagnosis by chromosomal 
studies not only is of academic interest but is 
important for counseling parents concerning the 
prognosis of the particular child and the possibili¬ 
ties of it occurring again in future offspring. 

Population Council 
The Rockefeller Institute 
York Avenue & 66th St 
New York, NY 10021 
(Dr. Taubert) 
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SPASTIC URETERITIS 
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direct musculotropic action 
with . 
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Irocinate 

BRAND THIPHENAMIL HC1 


Available in 100 milligram pink sugar- 
coated tablets. 

The high therapeutic index permits dos¬ 
age sufficient to relieve spasm promptly. 
The usual initial dose is 4 tablets. Main¬ 
tenance dosage is usually one or two 
tablets 4 times a day. 
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THIPHENAMIL HC1 
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Directly relaxes smooth muscle spasm 
Combats hypermotility 
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Welly Doctor, it's sort of 

1 cross between a smoker’s hack and a seal’s bark. 

t’s a wise mother who realizes there may be more to her child's cough than meets the ear 
-and brings the youngster to you promptly for diagnosis and treatment, 
f the cough is the useless, exhausting type that often accompanies respiratory infection or 
allergy, you can provide prompt relief with Novahistine DH. Its decongestant-antitussive 
action controls frequency and intensity of cough spasms without abolishing cough reflex. 
4nd the fresh grape flavor of Novahistine DH appeals to children and adults alike. 
iA/hen your diagnosis is bronchitis, complicated by thick tenacious exudates, Novahistine 
Expectorant is particularly useful. It not only provides decongestive action and controls 
:he cough, but also encourages expectoration, thus easing bronchial constriction and 
Dbstruction. 

Use with caution in patients with severe hypertension, diabetes mellitus, hyperthyroidism 
cr urinary retention. Ambulatory patients should be advised that drowsiness may result. 
Continuous dosage over an extended period is contraindicated since codeine phosphate 
may cause addiction. 

Each 5 ml. teaspoonful of Novahistine DH contains codeine phosphate, 10 mg. (Warning: 
may be habit forming); phenylephrine hydrochloride, 10 mg.; chlorpheniramine maleate, 

2 mg.; chloroform (approx.), 13.5 mg.; l-menthol, 1 mg. (Alcohol 5%). Each 5 ml. of 
Novahistine Expectorant contains the above ingredients and, in addition, glyceryl 
guaiacolate, 100 mg. 
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Doctor...two important 
Lederle products for 

routine office procedures 

___ J 



\ 

single-dose vials 
for convenient 
and economical 
polio 

immunization 


ORIMUNE 

POLIOVIRUS VACCINE. LIVE, ORAL 

TRIVALENT 

SARIN STRAINS, TYPES 1,2 and 3 

Fast, simple administration—and economy for the 
patient — make the new 0.5 cc single-dose vial of 
ORIMUNE Trivalent ideal for private practice. (Packaged 
5 to a box with 5 sterilized disposable droppers for your 
convenience). 

(Also available in 2 cc and 2 drop dosage forms). 

Only 2 doses required for complete, initial immunization 
for patients more than a year old. 

Effectiveness —may be expected to confer active immu¬ 
nity against all three types of poliovirus infection in at 
least ninety percent of susceptibles only if given at full 
dosage, as directed. No characteristic side effects have 
been reported. There are, however, certain contraindica¬ 
tions . These are, broadly: acute illness, conditions which 
may adversely affect immune response, and advanced 
debilitated states. In these, vaccination should be post¬ 
poned until after recovery. 

In infants vaccination should not be commenced before 
the sixth week of life. Do not give to patients with viral 
disease, or if there is persistent diarrhea or vomiting. 
ORIMUNE and live virus measles vaccine should be given 
separately. 

Dosage-initial immunization: two doses each given 
orally at least 8 weeks apart. (Give a third dose to 
infants at 10-12 months). Booster immunization: one 
dose, given orally. See package literature for full 
directions. 





simplifies routine screening 

TUDERCUUN, 
TINE TEST 

(Rosenthal) Lederle 

Swab- Uncap • Press • Discard 

Comparable in accuracy and reliability to older standard 
intradermal tests*, but faster and easier to use. Since 
TINE TEST is relatively painless it should receive greater 
patient acceptance. Results are read at 48-72 hours. The 
self-contained, completely disposable unit requires no 
refrigeration and is stable for two years. 

Side effects are possible but rare: vesiculation, ulcera¬ 
tion or necrosis at test site. Contraindications, none; 
but use with caution in active tuberculosis. Available in 
boxes of 5 (new individually-capped unit); cartons of 25. 
‘Rosenthal, S. R., Nikurs, L., Yordy, E., and Williams, W.: 
Scientific Exhibit Presented at the Annual Meeting of 
the National Tuberculosis Association, Chicago, Illinois, 
May 30-June 2, 1965. 
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Psychological factors play a promin¬ 
ent role in patients’ reactions to even 
the most potent chemotherapeutic 
agents. Psychological factors include: 

• The patient’s attitudes, hopes, ex¬ 
pectations, and fears 

• The patient’s conception of the na¬ 
ture of his illness, and hence his 
conception of the appropriate reme¬ 
dies 

• The patient’s past experiences with 
drugs and with doctors 

• The symbolic meaning of the drug 
to the patient 

• The interaction between the drug’s 
pharmacologic effect and the per¬ 
sonality structure and defensive 
system of the patient 

• Psychological factors in the doctor 
which influence the context in 
which he prescribes drugs and the 
manner in which he does so 

• The interpersonal relationship be¬ 
tween patient and doctor in which 
communications occur simultane¬ 
ously on many levels. 

The degree of success to be attained 
in chemotherapy will be influenced by 
the physician’s attention to these fac¬ 
tors. 


From ancient times the practice of medicine has 
been associated with the administration of drugs. 
We now recognize that throughout most of medi¬ 
cal history the majority of drugs in use were 
pharmacologically useless or even harmful; hence 
whatever success physicians achieved can be as¬ 
cribed largely to nonpharmacologic factors. In 
the present era, pharmacology has become a high¬ 
ly sophisticated science, and chemotherapy con¬ 
tinues to make great strides. It is now over a 
decade since psychopharmacology has appeared as 
a unique branch of chemotherapy. This new ar¬ 
rival has already established a firm and growing 
role in the treatment of minor and major emo¬ 
tional disorders. 

Despite the undisputed successes of pharma¬ 
cology, most experienced physicians would agree 
that the doctor himself is the most potent thera¬ 
peutic agent and that the doctor-patient relation¬ 
ship has a powerful influence, for good or ill, on 
the effectiveness of any type of chemotherapy. 
I shall discuss some of the most significant psy¬ 
chological factors which are involved in chemo¬ 
therapy. Although I will refer chiefly to the use 
of psychotropic medications, most of the princi¬ 
ples apply to all forms of chemotherapy. 

When a patient seeks the help of a physician, 
he hopes and expects relief of his suffering. The 
patient usually has a past history with his symp¬ 
toms and quite possibly with other forms of treat- 


PSYCHOLOGICAL FACTORS IN 
DRUG ADMINISTRATION 


GERALD D. KLEE, MD 
Associate Professor of Psychiatry 
The University of Maryland School 
of Medicine 


Adapted from a presentation on this subject in the 
Postgraduate Course in Psychiatry for the American 
College of Physicians, June, 1964. 


ment, either with the present doctor or with oth¬ 
ers. He also may have his own theories about 
what is really wrong with him. Quite often he 
has fairly definite ideas about what he wants the 
doctor to do. Everyone has seen the kind of pa¬ 
tient who simply won’t be happy until he gets a 
shot of penicillin for his cold and will not rest 
until he finds the doctor who will give it to him. 

Patients with anxiety, depression, or other 
symptoms related to emotional disturbances may 
be determined that the doctor shall find organic 
causes for their symptoms and that he shall pre- 
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scribe a somatic form of treatment, such as chem¬ 
otherapy, for them. Moreover the patient may 
present his symptoms in a manner designed to 
elicit the desired response. The physician may be 
faced with the dilemma of either losing the pa¬ 
tient or prescribing a useless or harmful form of 
treatment which will only reinforce the patient’s 
erroneous beliefs about his illness. In these cases, 
however difficult it may be, it is usually desirable 
to make the effort to relieve the patient of some 
of his misunderstanding about the nature of his 
problems, whether or not chemotherapy later 
proves to be indicated. 

Many patients have difficulty in thinking of ill¬ 
ness in other than concrete terms and may come 
for treatment imbued with ideas of the magic of 
modern medicine. The patient may expect, or at 
least hope, that the doctor will be able to provide 
him with some miraculous cure which will relieve 
him of all his troubles with little or no effort on 
his part. 

The prototype for this type of relationship is 
the patient suffering from an acute abdomen who 
sees a surgeon. The doctor makes the diagnosis; 
the patient is put to sleep with a general anes¬ 
thetic, and with practically no participation on 
his part other than passive cooperation, he is re¬ 
lieved of his inflamed appendix. 

The emotionally disturbed patient may be dis¬ 
appointed and angry to discover that the doctor 
has no miracles for him, and the doctor himself 
runs the risk of feeling inadequate in being un¬ 
able to satisfy the patient’s unrealistic expecta¬ 
tions. Many therapeutic errors are the result of 
the physician’s efforts to avoid recognition of his 
own feelings of impotence. 

Administration of a drug is a concrete act 
which may have a wide variety of meanings for 
the patient, and these meanings may have pro¬ 
found influence on his reactions to the drug. For 
some patients, when the doctor gives drugs it 
means that the doctor really cares and really wants 
to help. It may mean to the patient that at last he 
has found someone who will, in a sense, give him 
the love that he has been unable to receive else¬ 
where. A young woman who was in psychother¬ 
apy for a mixed psychoneurosis and many inter¬ 
personal problems made numerous requests over 
a period of time that she be given medication. In 
the course of her treatment she ultimately devel¬ 
oped symptoms for which a tranquilizer was indi¬ 
cated. A new experimental drug in which her 


psychiatrist was interested at the time was admin¬ 
istered. On her next visit she reported a dream 
which she had had on the first night after receiv¬ 
ing the medication. In her dream, her psychiatrist 
was holding a big party in his office. He had huge 
bags of candy and cookies and invited her to take 
all she could eat. Needless to say, she had immedi¬ 
ate relief from many of her symptoms, including a 
rather severe anorexia. This same drug was later 
removed from production by the pharmaceutical 
house which prepared it because it was found to 
be generally ineffective. 

For other patients, when the doctor gives drugs 
for emotional problems it may signify that he 
doesn’t care about what’s really bothering the 
patient and just wants to brush him off. Such a 
feeling may be justified at times, especially when 
the physician spends little time interviewing the 
patient. 

With all centrally active drugs one sometimes 
encounters paradoxical reactions. Many of these 
reactions can be understood on a psychological 
rather than a pharmacologic basis. To do so it is 
necessary to consider the interaction between the 
drug’s effects and the personality structure and 
defensive system of the patient. For example, 
some patients suffer from severe feelings of pas¬ 
sivity, helplessness, and inadequacy which they 
may defend against by being physically or men¬ 
tally hyperactive. Sometimes administration of a 
tranquilizer to this type of patient, by making him 
feel physically and mentally sluggish, will inter¬ 
fere with his major defensive patterns. He may 
react to this with increased anxiety and agitation. 
This sequence of events is especially common in 
adolescents but may occur in any age group. 

A severely depressed 47-year-old women had a 
life-long reaction pattern, when faced with any 
type of adversity, of imposing greater and greater 
demands upon herself. During the year before 
her treatment, her life situation had become in¬ 
creasingly desperate. She responded to this by 
doubling and redoubling her physical and mental 
efforts. This, in turn, led to exhaustion and al¬ 
most complete ineffectiveness. She was placed on 
Amitriptyline HC1 (Elavil), an antidepressant, 
which has mild sedative effects. She soon com¬ 
plained that the drug made her feel relaxed and 
lazy, and this wouldn’t do, because she had so 
much work to do; although in reality she was now 
accomplishing more with less effort. She also 
complained of the mild feeling of well-being 
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which the drug gave her. It appeared as though 
this patient could not immediately accept the mild¬ 
ly euphoric effects of the drug because of an in¬ 
tense (and unjustified) feeling of sinfulness, with 
a consequent need to suffer. 

Patients will also complain about the side ef¬ 
fects of drugs, even when taking placebos. It is 
well to remember that often such complaints, 
rather than being merely a concern with subjec¬ 
tive discomfort, are ways of covertly communi¬ 
cating dissatisfaction with the doctor or with 
various aspects of the treatment. In other cases, 
the patient believes he is getting a placebo unless 
he notices some side effects; in fact, some drugs, 
such as nicotinic acid, with limited pharmacologic 
action but distinct side effects, are used to treat a 
wide variety of disorders. This is only one of 
many well known drugs which produce little other 
than side effects. 

Everyone is familiar with the hostile-dependent 
patient who will call the doctor in the middle of 
the night for minor complaints and make numer¬ 
ous demands upon him but is never satisfied. One 
has to be especially careful when administering 
psychotropic drugs to such patients, since the 
same game can be played with drugs. Some phy¬ 
sicians have the unfortunate experience of going 
through the whole pharmacopeia with a patient of 
this sort before finally realizing what is going on. 
A time-consuming, but necessary, verbal clarifica¬ 
tion of what is going on in the relationship may 
permit successful management of such cases. 

Let’s now turn to the other side of the equa¬ 
tion : the doctor, and the relationship between doc¬ 
tor and patient. Because of his own needs and 
his personality structure, the doctor may unwit¬ 
tingly foster many of the attitudes in patients 
which we have just described. In his conception 
of himself as a physician, he may devalue the 
psychological components in the doctor-patient re¬ 
lationship and may feel obliged to employ organic 
forms of treatment even when they are inappro¬ 
priate. He may have a need for his patients 
to worship him or to depend upon him and may 
unconsciously employ psychotropic drugs to fur¬ 
ther this end. The most common risk is that the 
doctor will be too busy to listen to the patient and 
may feel inadequate to deal with the patient’s psy¬ 
chological problems. It is certainly much quicker 
and easier to administer drugs at such times, but 
under these conditions, the psychotropic drugs are 
least likely to be effective. 


The doctor’s own feelings about the effective¬ 
ness of the drug he is prescribing and the manner 
in which he presents it to the patient have been 
shown to markedly influence the therapeutic re¬ 
sponse, * 1 hence the phenomenon of new drugs 
sometimes showing amazing effectiveness at first, 
followed by much more modest results after the 
initial enthusiasm wanes. This has led to the 
rule: “When a new drug comes out, use it as 
often as possible while it still works.” It is prob¬ 
ably true that even an effective drug attains its 
full effectiveness only when administered under 
optimum psychological conditions, which include 
an attitude of interest and hopefulness in the 
doctor. 

I have only touched upon the subject of pla¬ 
cebos. This much belabored topic will not be 
discussed, except for a statement by Lasagna, 2 a 
pharmacologist, which bears repeating: 

Certain primitive maneuvers are necessary to insure the 
success of this pharmaceutical charade. First, the pa¬ 
tient must be kept unaware of the deceit. A good start 
is usually made with the writing of the prescription. The 
well known illegibility of these scripts frequently makes 
it impossible for a curious patient even to guess at the 
nature of the medicament. If the handwriting is legible, 
it is still likely to be in Latin. To guard against the 
possibility that the patient will ask the pharmacist about 
the contents of the prescription, physicians are well ad¬ 
vised to steer clear of milk, sugar, or other well-known 
ingredients. There are available various vile-tasting and 
vividly colored tinctures which not only are impressive in 
physical properties but bear names calculated to inspire 
confidence in the erudition of the prescriber. Names such 
as ammoniated tincture of valerian can safely be revealed 
to the patient without upsetting the psychological apple¬ 
cart. Some authorities consider the color of the prepara¬ 
tion very important. Colorless capsules are presumed to 
be unimpressive. One writer advises yellow, orange, 
or brown; another prefers pink, blue, or a mottled de¬ 
sign. Similarly, tasteless placebos are considered inferior 
to a bitter or highly flavored one. It is believed that an 
extraordinarily large pill impresses by its size, an ex¬ 
ceptionally small one by its “potency.” An injection is 
thought to be more effective than something taken by 
mouth; presumably the presence of the nurse or physi¬ 
cian necessary for the injection is an important compo¬ 
nent of the psychological effect. 

The Psychiatric Institute 
University of Maryland 
School of Medicine 
Baltimore, Md. 21201 


GENERIC AND TRADE NAMES OF DRUGS 
Amitriptyline Hydrochloride —Elavil 
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New 

low-cost tetracycline /antifungal therapj 

for broad-spectrum activity 
plus specific antifungal prophylaxis 
at significant patient savings 


Whenever tetracycline is indicated in these candidates for Candida 


1. diabetic patients 




1. patients with a past history of moniliasis 



2. nonpregnant women with a history of recent 
or recurrent monilial vaginitis 



5. patients on long-term tetracycline or cortico¬ 
steroid therapy 



3. elderly or debilitated patients 



BRISTOL THERAPEUTIC SUMMARY: For complete 
formation consult Official Package Circular. Indicati 
Infections of respiratory, gastrointestinal and genitourii 
tracts and skin and soft tissues due to tetracycline-se 
live organisms, in patients with increased susceptibi 
to monilial infections. Contraindications: The drug is I 
traindicated in patients hypersensitive to its compone 
Warnings: Photodynamic reactions have been produce 
tetracyclines. Natural and artificial sunlight should 
avoided during therapy. Stop treatment if skin discom 
occurs. No cases of photosensitivity have been repoi 
with Tetrex (tetracycline phosphate complex). With ri 
impairment, systemic accumulation and hepatotoxicity j 
occur. In this situation, lower doses should be used. T< 
staining and enamel hypoplasia may be induced dui 
tooth development (last trimester of pregnancy, neon 
period and childhood). Precautions : Bacterial superin 
tion may occur. Infants may develop increased intracra 
pressure with bulging fontanels. In gonorrheal then 
serologic tests for syphilis should be conducted initi 
and monthly for 3 months. Adverse Reactions: Gloss: 
stomatitis, nausea, diarrhea, flatulence, proctitis, vagini 
dermatitis, and allergic reactions may occur. Usual At 
Dosage: 1 capsule q.i.d. Continue therapy for 10 dayt 
beta-hemolytic streptococcal infections. Administer i 
hour before or 2 hours after meals. Supply: Capsules, ]l 
ties of 16. Each capsule contains tetracycline phospH 
complex equivalent to 250 mg. tetracycline HC1 acti* 
and 250,000 units of nystatin. 

BRISTOL LABORATORIES 
Division of Bristol-Myers Company 
Syracuse, New York 


BRISTOL 


Tetrex-F 

Each capsule contains tetracycline phosphate complex equivalent to tetracycline hydrochloride 250 mg. and nystatin 250,000 unit 


Tetrex-F is priced lower 
than most 

tetracycline-antifungal products. 












PERSONALITY DIFFERENTIATION OF 
PATIENTS WITH 
CORONARY ARTERY DISEASE 


As part of a much larger investigation insti¬ 
tuted by Krasnoff and Oscherwitz, 1 at the Albert 
Einstein Medical Center in Philadelphia, an espe¬ 
cially prepared 90-item form of the Guilford- 
Zimmerman Temperament Survey, measuring 
factors G, R, and E, was administered to 29 myo¬ 
cardial infarction patients and 119 non-coronary 
disease patients, predominately postsurgical con¬ 
valescents. The questionnaire assessed the fol¬ 
lowing traits commonly associated with enhance¬ 
ment of coronary disease onset. 2 

General Activity (G): A high G score repre¬ 
sents strong drive, energy, and activity. On the 
other hand, a low G score indicates slowness or 
inactivity. The G factor is a kind of catalyzer, for 
its coupling with other factors has varying inter¬ 
pretations. 

Restraint (R): A high R score represents 
restraint and seriousness, and a low R score in¬ 
dicates a happy-go-lucky, carefree, impulsive in¬ 
dividual. A high R score coupled with a very 
high G score may indicate internal conflict and 
consequent danger to mental health. 

Emotional Stability (E): A high E score in¬ 
dicates optimism and cheerfulness, whereas a low 
E score represents depression and emotional in¬ 
stability. A high E score coupled with a low G 
score may indicate a sluggish, phlegmatic, or lazy 
individual. A low E score is a sign of neurotic 
tendency. 

The acute myocardial infarction patients were 
matched with the non-cardiac patients on the fol¬ 
lowing eight parameters: age, sex, nativity, edu¬ 
cational attainment, source of income, occupation, 
social class, and smoking habits. This equating re¬ 
sulted in 24 matched pairs of subjects (see Table). 
Each of the three personality factors, each of the 


A brief objective-type personality scale 
was administered to 29 patients recover¬ 
ing from myocardial infarction at the 
Albert Einstein Medical Center. The in¬ 
strument was also administered to 119 
non-coronary (primarily postsurgical) 
patients. Equating on important varia¬ 
bles led to close matching of 24 pairs of 
coronary — non-coronary patients. The 
number of personality test items show¬ 
ing statistically significant differences 
could readily be accounted for by chance 
variation. This finding raises questions 
concerning the validity of claims that 
such traits are precursors of coronary 
artery disease. 


/V. RICHARD ALTLAND , PhD 
ELLIS WEITZMATS , PhD 
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MATCHED-PAIR FREQUENCY DISTRIBUTIONS FOR CONTROL VARIABLES 


Frequency 


Variable 

Class Intervals 


*MI Group 

* Comp Croup 

Age 

28-37 


1 

2 


38-47 


7 

4 


48-57 


10 

13 


58-64 


6 

N. 

5 

Sex 

male 


20 

20 


female 


4 

4 

Nativity 

Pennsylvania 


19 

19 


New York 


3 

3 


Maryland 


1 

1 


U.S.S.R. 


1 

1 

Occupational Status 

Warner Level 

1 


1 


n tt 

2 

4 

4 


n a 

3 

5 

4 


tr rt 

4 

9 

14 


rt rr 

5 

3 

1 


rt tt 

6 

3 



tr tt 

7 



Source of Income 

Warner Level 

1 




ft ft 

2 




ft ft 

3 

6 

7 


tt ft 

4 

11 

15 


rt tt 

5 

7 

2 


rr rr 

6 




tr tt 

7 



Educational Attainment 

Warner Level 

1 


2 


// tt 

2 

5 

2 


rr rr 

3 

3 

2 


rr rt 

4 

4 

5 


rr rr 

5 

6 

5 


rr rr 

6 

4 

6 


rr rr 

7 

2 

2 

Social Class 

Warner Level 

1 




rt rr 

2 

4 

5 


tt tt 

3 

11 

12 


tt tt 

4 

9 

7 


rr rr 

5 



Cigarette Consumption 

Smokers 


22 

22 

History 

Non-smokers 


2 

2 


* Myocardial infarction group 
** Comparison group 
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90 test questions, plus failure-to-answer responses 
comprised the 96 independent variables of the 
study. Statistically significant relationships, at the 
5% level of confidence, were found on the follow¬ 
ing two items: “You take life very seriously’’ 
and “When you get angry, if you let yourself go 
you feel better.” 

Although these two items may provide impor¬ 
tant clues for further investigation, none of the 
factors showed significant score differences be¬ 
tween the groups, nor was there any difference in 
failure-to-answer scores. This study does not, 
therefore, reveal any measurable difference in per¬ 
sonality traits, despite the widely-held belief to 
the contrary. It should be remembered, however, 
that this investigation dealt with post-infarction 
rather than precursors of coronary artery disease. 
On the other hand, every attempt was made, ex 
post facto, to find significant precursors among 
the massive data accumulated in the survey of pa¬ 
tient background. The scope of background data 
is evidenced by the fact that more than 800 types 
of information were recorded. 1 

It is safe to assume that the two significant test 
questions may readily be attributed to chance 
when the total number of test items used is taken 
into account. This same conclusion may well be 
applied to the more flattering findings of other 
investigators using objective-type personality tests, 
especially since replication of findings is not evi¬ 
denced. In view of the fact that vast numbers 3 
of people are victims of coronary artery disease 
(more than 39% of all deaths being due to cor¬ 
onary artery disease) and that cardiologists’ of¬ 
fices are filled with virtually all types of people, it 
is hardly likely that all of them possess a common 
set of emotional traits or fall into a single per¬ 
sonality type or profile. 

American University 
Washington DC 20016 
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An eminent role in 
medical practice 

• Clinicians throughout the world con¬ 
sider meprobamate a therapeutic 
standard in the management of anxi¬ 
ety and tension. 

• The high safety-efficacy ratio of 
‘Miltown’ has been demonstrated by 
more than a decade of clinical use. 


Indications: ‘Miltown’ (meprobamate) is ef¬ 
fective in relief of anxiety and tension states. 
Also as adjunctive therapy when anxiety 
may be a causative or otherwise disturbing 
factor. Although not a hypnotic, ‘Miltown’ 
fosters normal sleep through both its anti¬ 
anxiety and muscle-relaxant properties. 
Contraindications: Previous allergic or idio¬ 
syncratic reactions to meprobamate or 
meprobamate-containing drugs. 
Precautions: Careful supervision of dose 
and amounts prescribed is advised. Consider 
possibility of dependence, particularly in pa¬ 
tients with history of drug or alcohol addic¬ 
tion; withdraw gradually after use for weeks 
or months at excessive dosage. Abrupt with¬ 
drawal may precipitate recurrence of pre¬ 
existing symptoms, or withdrawal reactions 
including, rarely, epileptiform seizures. 
Should meprobamate cause drowsiness or 
visual disturbances, the dose should be re¬ 
duced and operation of motor vehicles or 
machinery or other activity requiring alert¬ 
ness should be avoided if these symptoms 
are present. Effects of excessive alcohol maj 


Miltown* 

(meprobamate) 

possibly be increased by meprobamate. 
Grand mal seizures may be precipitated in 
persons suffering from both grand and petit 
mal. Prescribe cautiously and in small quan¬ 
tities to patients with suicidal tendencies. 
Side effects: Drowsiness may occur and, 
rarely, ataxia, usually controlled by decreas¬ 
ing the dose. Allergic or idiosyncratic re¬ 
actions are rare, generally developing after 
one to four doses. Mild reactions are char¬ 
acterized by an urticarial or erythematous, 
maculopapular rash. Acute nonthrombocy¬ 
topenic purpura with peripheral edema and 
fever, transient leukopenia, and a single 
case of fatal bullous dermatitis after admin¬ 
istration of meprobamate and prednisolone 
have been reported. More severe and very 


rare cases of h>q>ersensitivity may produce 
fever, chills, fainting spells, angioneurotic 
edema, bronchial spasms, hypotensive crises 
(1 fatal case), anuria, anaphylaxis, stoma¬ 
titis and proctitis. Treatment should be 
symptomatic in such cases, and the drug 
should not be reinstituted. Isolated cases of 
agranulocytosis, thrombocytopenic purpura, 
and a single fatal instance of aplastic ane¬ 
mia have been reported, but only when other 
drugs known to elicit these conditions were 
given concomitantly. Fast EEG activity has 
been reported, usually after excessive me¬ 
probamate dosage. Suicidal attempts may 
produce lethargy, stupor, ataxia, coma, 
shock, vasomotor and respiratory collapse. 
Usual adult dosage: One or two 400 mg. 
tablets three times daily. Doses above 2400 
mg. daily are not recommended. 

Supplied: In two strengths: 400 mg. scored 
tablets and 200 mg. coated tablets. 

Before prescribing, consult package circular. 

JBSV WALLACE LABORATORIES 

\i if»Cranbury, N.J. 














Trends of the Mental Hospital Population 

of the United States 
With Special Emphasis on Maryland 


For many years the patient population of state 
and county operated mental hospitals in Maryland 
and throughout the United States rose at a steady 
pace. After the Second World War, this increase 
was particularly pronounced and persisted until 
the middle of the 1950’s. 

Construction of most hospital facilities had been 
at a minimum during the depression years of the 
1930’s and came to a halt during the war. After 
1945 construction usually did not keep pace with 
the rising patient population, resulting in almost 
unbelievable overcrowding and human degrada¬ 
tion. 

In Maryland, a series of newspaper articles in 
the Baltimore Sun in 1949 focused on “Mary¬ 
land’s Shame.” A cry of surprise, shock, and 
indignation resounded throughout the state. De¬ 
mands for action were heard everywhere. The 
voices were loud enough and clear enough to 
penetrate the Governor’s ears. A similar story 
was told in many other states. In Maryland, as 
elsewhere, the answer to these dismal and discon¬ 
certing facts was to increase funds for the con¬ 
struction and staffing of facilities and for im¬ 
proved patient care and treatment. The increas¬ 
ing patient figures indicated an ever continuing 
need for more and bigger psychiatric hospitals. 

A change began in 1950, the importance of 
which w r as at first not readily realized. Although 
the population of these facilities continued to go 
up, the ratio of patients to total population of the 
United States began to decrease. That is, the 

Based on a talk presented at the mental health seminar 
of the Johns Hopkins School of Hygiene and Public 
Health. 


KURT GORWITZ 
Director of Statistics 

State of Maryland Department of Mental 
Hygiene 

average patient population rate began to go down, 
slowly at first, but persistently. Beginning around 
1955 the upward hospital population movement 
reversed in Maryland and in most other states, 
and a continuing decrease appeared. Every year 
since that time, the reported average patient popu¬ 
lation of state and county psychiatric hospitals has 
gone down. From a high of around 550,000 in 
1955 this population has now declined 10% to 
approximately 490,000. In 1955, there were 342 
patients in these hospitals for every 100,000 resi¬ 
dents. Now there are 254, a decline of 25%. 
In Maryland, the average population size of state 
hospitals has dropped 17%, from a high of 9,424 
in 1955 to 8,076 in 1965. This has occurred dur¬ 
ing a period when Maryland’s total population 
increased 25%. 

At the same time, the population composition 
of these hospitals has changed substantially, due 
to the large increase in admissions and releases. 
As shown in the table, admissions nearly doubled 
in the last 10 years while releases are now more 
than twice as large as they were in 1955. Pro¬ 
portionally, releases have consistently risen faster 
than admissions; and this has been the major fac¬ 
tor in the decline of the patient population. At 
the same time, the percentage of all psychiatric 
hospital beds occupied by chronic patients is slow¬ 
ly decreasing, and the average age of hospital 
patients is now going down. 
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Patient Movement Statistics 
State And County Psychiatric Hospitals 
Fiscal Years 1954-1964 


Fiscal 

Year 

Average 

Expenditure 

Per 

Patient 

Average Resident 
Population 
# Rate* 

Admissions 
# Rate* 

Net 

# 

Releases 

Rate** 

1954 

$1,036 

547,393 

344.1 

167,185 

105.1 

111,698 

204.1 

1955 

1,108 

554,592 

341.6 

173,864 

107.1 

115,930 

209.0 

1956 

1,195 

555,103 

335.7 

185,597 

112.3 

133,208 

240.0 

1957 

1,332 

548,626 

325.8 

194,497 

115.5 

145,116 

264.5 

1958 

1,475 

546,337 

318.7 

209,503 

122.2 

161,972 

296.5 

1959 

1,567 

542,135 

310.8 

222,791 

127.7 

176,411 

325.4 

1960 

1,702 

538,725 

303.4 

234,846 

132.2 

191,415 

355.3 

1961 

1,834 

531,791 

293.5 

253,005 

139.6 

215,600 

405.1 

1962 

1,983 

521,159 

283.7 

270,767 

147.4 

230,899 

443.4 

1963 

2,120 

511,708 

274.3 

285,244 

152.9 

247,228 

483.1 

1964 2,280 496,661 

Per 100,000 Total Population 

Per 1,000 Average Patient Population 

262.3 

302,946 

160.0 

271,506 

545.6 


A mistake which is often made is to look only 
at the whole without recognizing that it con¬ 
sists of various individual pieces which may 
have radically different compositions. For exam¬ 
ple, although the patient population is now 10% 
lower than it was in 1955, nine states have shown 
an increase in their hospital population during 
this period. Similarly, the patient population un¬ 
der age 25 expanded, with an average annual rise 
of 6.4% in the age group between 10 and 14. 
This later increase is largely the result of a long 
overdue recognition by many states of the special 
problems and needs of these young people. In 
Maryland, for example, we now have the Esther 
Loring Richards and Finesinger units of the De¬ 
partment’s Institute for Children; and other fa¬ 
cilities are contemplated. 

Many other states have exceeded Maryland’s 
decline in patient population with reductions of 
30, 40, and even 50%. For the nation as a whole, 
substantial declines are reported in many age and 
diagnostic categories. What does all this mean? 
Have we experienced a genuine decline in our 
hospital populations, or has this apparent decrease 
simply meant that we have transferred our prob¬ 
lems elsewhere, to such facilities as private and 
general hospitals, nursing homes, local welfare 
departments, outpatient psychiatric facilities, and 
others? How many released patients function 


adequately as family and community members? 
In how many cases have we provided an agent 
responsible for the growth and development of 
mental disturbances in others? In Maryland we 
hope to be able to study some of these factors 
through our Psychiatric Case Register. Many 
other studies are needed. 

Much of the available data fortifies the belief 
that we have experienced a genuine decrease in 
the psychiatric patient population, but others are 
dubious, since not all the evidence is available. 
For example, little is known about the patient 
population treated in private psychiatric hospitals, 
in psychiatric units of general hospitals, and in 
the facilities of the Veterans Administration. Has 
the decline in patients in state facilities been bal¬ 
anced by an increase in these hospitals? 

Nationally, data are available on only a portion 
of these hospitals. These statistics indicate that 
there are a minimum of 16,000 beds for psychi¬ 
atric patients in private hospitals, 9,000 in gen¬ 
eral hospitals, and 55,000 in VA hospitals. An¬ 
nually, they treat approximately 90,000, 225,000, 
and 110,000 patients, respectively. They thus 
provide 15% of all psychiatric beds and care for 
one-third of all hospitalized patients. However, 
since national figures are not available for all 
facilities, the changing trend in these hospitals 
cannot be readily determined. 
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In Maryland (where reports are received from 
all facilities), 25% of all psychiatric beds are in 
non-state operated hospitals (approximately half 
of these are at the VA Perry Point Hospital). 
Generally, private and VA hospitals have experi¬ 
enced a trend similar to state hospitals, greater 
patient turnover and a declining population. 

It is generally accepted that psychiatric admis¬ 
sions to general hospitals are increasing rapidly 
with a rising number of facilities offering these 
services. Since many of these facilities handle 
only short-term treatment cases, their patient 
turnover is much greater and they account for 
nearly 40% of all admissions and terminations. 
While a large majority of patients in private and 
general hospitals are female, the reverse is true 
in state operated facilities. The preponderance 
of males in the state facilities is primarily due to 
the fact that 40% of admissions to state hospitals 
have a primary diagnosis of alcoholism. Nine 
out of ten of these patients are males. 

My personal belief is that there has been a 
genuine decrease in state psychiatric hospital pop¬ 
ulations, although this decline is probably smaller 
than indicated by the usually available figures. 
The following facts from Maryland fortify this: 

1. Admissions to state hospitals are increasing 
at an accelerating pace. Releases are rising 
even faster. 

2. The psychiatric patient population in other 
hospitals has not increased in recent years. 

3. The number of patients on foster care has 
not changed. Nursing home placements have 
been on an individual basis and are few in 
number. 

4. Only a small number of former patients 
have become chronic welfare cases. 

5. New drugs and available supportive serv¬ 
ices have enabled many long term patients to 
return to the community as functioning 
members. 

What of the future? Some years ago Presi¬ 
dent Kennedy, in his special message on mental 
illness and mental retardation, said, “If we 
launch a broad new mental health program now, 
it will be possible within a decade or two to re¬ 
duce the number of patients now under custodial 
care by 50% or more.” 

All indications are that this numeric goal will 
not be attained unless there is a major change in 
presently existing programs. At the present time, 


the average size of the U. S. patient population is 
declining between 1 and 2% annually. However, 
much of this decrease has been concentrated in a 
few states where in many cases substantial trans¬ 
fers of chronic patients to nursing type facilities 
have taken place. 

In most states chronic patients continue to 
occupy between 50 and 75% of all hospital beds. 
Treatment services are generally meager, and pa¬ 
tients remain hospitalized until their death. In 
Maryland state hospitals, 54% of the patient pop¬ 
ulation has been hospitalized continually for five 
years or more. Clearly, then, President Ken¬ 
nedy’s hope can only be reached through a two¬ 
fold program which would 1) minimize the num¬ 
ber of new cases requiring long term hospitaliza¬ 
tion, and 2) reduce the size of our current chronic 
population. The former can be reached if we 
could reduce admissions by developing compre¬ 
hensive community centers and other alternatives 
to hospitalization while increasing releases by pro¬ 
viding more community supportive programs. The 
second objective can be reached by expanding 
current treatment programs, developing new treat¬ 
ment concepts, and increasing foster care, nursing 
home, and other related programs. 

The attainment of these numeric objectives 
should never be our sole concern. It should not 
even be our prime concern. I do feel that we 
should tone down on our numbers games and re¬ 
affirm our basic aims. Clearly, we need alterna¬ 
tives to hospitalization. But these will be sense¬ 
less unless they can be of greater and more lasting 
help to the patient and his family than the hos¬ 
pital would be. Clearly, we need to reduce the 
length of hospitalization and to maximize releases. 
But shouldn’t our objective be to speed the return 
of the individual to an environment where he can 
function in a more positive manner and be more 
accepted by his peers? Clearly, we need more 
nursing homes and foster care facilities. But do 
we merely need more, or do we want alternatives 
which will provide equal or better services to the 
chronically ill person ? 

I feel that our objectives are clear and the goals 
are reasonable. Reduce the hospital populations? 
Yes; but let us seek to attain this desirable goal 
only through a closely coordinated program in¬ 
volving all potential resources and offering the 
best available services to our mentally ill. 

2100 Guilford Avenue 

Baltimore, Md. 21218 
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RESOLUTIONS 


COCO 


All resolutions to be presented to 
the House of Delegates at its meeting 
on Friday, September 9, 1966, must 
be in the Faculty Office, 1211 Cathe¬ 
dral St., Baltimore, Maryland 21201, 
no later than Friday, July 15, 1966. 
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IN YOUR DIAGNOSES OF SMOOTH MUSCLE SPASM? 




raws Haulm™ 

The sphincter of Oddi is made up primarily of smooth muscle 
fibers. It permits the gall bladder to fill, regulates the flow of 
bile and pancreatic enzymes and in dysfunction is a primary 
cause of Biliary Dyskinesia. The sphincter of Oddi is but one of 
five major foci of smooth muscle spasm where SPACOLIN® 
(Alverine citrate) acts directly with rapid onset and long dura¬ 
tion. No neurotropic side effects because Spacolin is a 
musculotropic counter-spasmodic unrelated to atropine or 
atropine-like drugs. Spacolin is not contraindicated in prostatic 
hypertrophy. 

SPACOLIN® (Alverine citrate) 

Each tablet contains: Alverine citrate.120 mg. 

INDICATIONS: Smooth muscle spasmolytic for use in spastic colon, spastic conditions of the 
gastrointestinal tract, biliary dyskinesia, cholecystitis, spasm associated with peptic ulcer,* 
achalasia, pylorospasm, spasm attendant to diarrhea, spastic conditions of the genitourinary 
tract attributable to inflammation and calculi, certain primary dysmenorrheas and as an aid 
in cystoscopic, esophagoscopic and gastroscopic examinations. DOSAGE: One tablet after 
meals 1 to 3 times daily at discretion of physician. When treating spasm associated with 
peptic ulcer, achalasia or pylorospasm, administer tablets V 2 hour before meals. In dys¬ 
menorrhea, one tablet 3 times daily starting at onset of discomfort. PRECAUTION: Caution is 
recommended when using in hypotensive patients. SIDE EFFECTS: In common with other 
smooth muscle depressants, Spacolin temporarily lowers blood pressure. 

‘Antacid and dietary measures are of primary importance in ulcer treatment and should 
not be neglected. 



smooth muscle sphincter of Oddi 




smooth muscle of urinary bladder 











POWER OF THE STATE TO IMPOSE 


MEDICAL TREATMENT 


Dr. Kinnamon: Our topic tonight might 
sound confusing from its title, “Power of the 
State to Impose Medical Care.” This is not the 
program of socialized medicine that is so frequent¬ 
ly discussed but that of the State’s authority to 
authorize medical care to a child whose parents 
for one reason or another refuse this care; or to a 
wife who needs surgery and transfusion but re¬ 
fuses on religious grounds. There is also the prob¬ 
lem of innoculations, vaccinations, and other im¬ 
munizations required by law'. 

When a child needs an operation; when a 
mother needs a transfusion and probably surgery, 
and permission is refused, what do we as doc¬ 
tors do? To whom do we turn? If permission is 
granted by the courts and the outcome of the sur¬ 
gery is not what was hoped for, what is the medi¬ 
cal responsibility? 

Our panel is composed of two able men. One is 
a professor at the University of Maryland Law 
School and a member of Medicolegal Committee 
for many years, Mr. Whiting Farinholt. The sec¬ 
ond participant is Mr. William O’Donnell, states 
attorney of Baltimore City, a very astute, able 
young man. These young men are going to tell us 
the legal responsibilities to the child and to the 
adult. 

Mr. Farinholt: I am glad to be here this eve¬ 
ning and to have been asked to participate as a 
member of this panel tonight. It is a real honor 
as well as a responsibility. 

A number of times in the past I have had the 
opportunity to talk to a mixed audience, such as 
this, composed of members of our two disciplines, 
medicine and law. I find it always a most difficult 
task on these occasions, since one’s remarks are 
often likely to be found either overly elementary 
or, on the other hand, incomprehensible, depend- 

Medicolegal symposium presented May 20, 1964, 

Baltimore. 


L. WHITING FARINHOLT, JR. 
Professor of Law , 
University of Maryland Law School 

WILLIAM J. O’DONNELL 
State’s Attorney , Baltimore City 

Moderated by Htncard F. Kinnamon, MD 


ing upon the particular profession of the individ¬ 
ual listener. 

Tonight my comments will be addressed, in the 
main, to the members of the medical fraternity. 
My object is to present for their interests, and 
possibly for their enlightenment, some of the 
legal problems, concepts, and formulas relevant to 
our subject. In no sense will this be the sort of 
presentation one would prepare as an argument 
for a court, nor even a discussion before a law 
club; rather, it is an attempt to provide a quasi- 
legal climate for members of the medical profes¬ 
sion, so that, at the conclusion of my remarks we 
can possibly indulge in a sensible discussion as to 
some of the points therein. 

I have a firm conviction that whenever members 
of separate disciplines get together and more or 
less calmly discuss matters and issues common to 
both of them, something of benefit to each disci¬ 
pline results. This, it seems to me, is particularly 
true in our two professions, law and medicine. 
Whether we individually like it or not, circum¬ 
stances require us to work together, and coopera¬ 
tion is made more palatable, even pleasant and 
fruitful, when each knows something of the 
other’s problems, attitude, and approaches. 

In discussing the manner of presenting our sub¬ 
ject tonight, Mr. O’Donnell and I decided that we 
would divide the basic question into two areas and 
that T would deal primarily with that area in 
which children are involved; that is to say, those 
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situations where a parent neglects to provide med¬ 
ical care for his child, or, more importantly, 
where the parent refuses to permit the child to 
undergo medical treatment which is necessary for 
the child’s health or even for his life. 

First, a few basic and fundamental concepts 
should be stated. These are self-evident and ele¬ 
mentary; but as a foundation for the discussion, 
they at least need to be mentioned. An individual 
who is neither incompetent nor under some sort of 
legal disability may reject medical care for him¬ 
self. He may not be forced to submit to medica¬ 
tion or surgery. The privilege or right to refuse 
treatment is practically absolute, even in the face 
of inevitable death. There have been a number of 
cases in which a physician or hospital has been 
held civilly liable in tort for battery when the sur¬ 
geon has proceeded without the consent of the pa¬ 
tient or has exceeded the consent granted. 

There is a story of a famous surgeon associated 
with one of our great eastern hospitals. While 
conducting a brain operation involving the removal 
of a tumor, there were a number of other sur¬ 
geons around him observing his extreme skill and 
dexterity. When he completed this difficult but 
successful operation, his fellow surgeons broke 
into applause. Apparently this overwhelmed the 
good doctor. The acclaim went to his head, and 
he, by way of an encore, performed a circumci¬ 
sion. 

His additional conduct, of course, is beyond the 
consent granted and would amount to a tort—a 
battery in the language of the law. Some measure 
of consent must be obtained from the patient or 
from one on his behalf; otherwise an action for 
damages will lie. 

This is not news, of course, to you, I am sure. 
However, the question of consent is itself a truly 
sticky problem. It is not my purpose to investi¬ 
gate with you this area at the moment. Numerous 
perplexing problems may arise, among them, who 
may consent, under what circumstances may con¬ 
sent be implied, what are the essential elements 
of consent, and so forth. My colleague, Mr. 
O’Donnell, will deal with this area. 

An excellent article, entitled “Consent to Op¬ 
erative Procedures,” was published in the Mary¬ 
land Law Review in 1961 and was reprinted with 
slight modification in your own Maryland State 
Medical Journal, in the June, 1963, issue. Its au¬ 
thor, Robert Powell, when he started this work, 
was a member of my Medicolegal Seminar, and I 


am indeed proud of the beginning he made there 
and of the final effort as it has been published. 

As the primary basic proposition, then, a physi¬ 
cian or any other person who treats an individual 
without his permission and against his will is 
answerable in civil damages. 

A second fundamental concept, relevant here, is 
the right of parents or those who stand in loco 
parentis, such as a guardian, to the custody and 
control of a minor Child. 

A third basic concept is that the sovereign, the 
State, has inherent power under the police power 
to provide within reasonable limits for the health, 
safety, and general welfare of society. This lat¬ 
ter concept, when applied to the sovereign’s power 
of guardianship over a person with a disability, 
as, for example, a minor child, is known as parens 
patriae. 

These three basic propositions: 1) the need for 
consent or permission before medical treatment is 
administered; 2) the right of the parent to control 
the child; and 3) the power of the State to act as 
guardian of one under disability-—define the area 
of our discussion. It is the resolution of these 
often conflicting principles that is our aim tonight, 
as it has been the aim of the court when con¬ 
fronted with a situation in which parents deny 
their child medically indicated professional treat¬ 
ment. 

There developed in this country and in the State 
of Maryland two separate approaches for han¬ 
dling the problem of medical care for children 
over the parental objection: first, statutes invok¬ 
ing criminal sanctions for neglectful parents: and, 
second, those empowering juvenile courts to re¬ 
move the child from the custody of the neglectful 
parent. 

Obviously, the first or criminal approach is ef¬ 
fective only as an ex post facto sanction to punish 
the parents for the failure to perform a legal 
duty; that is, to give adequate care to the child. 
Unfortunately, it does little to benefit the child, 
and none if the child has died because of parental 
neglect. 

Even in the absence of statute, the common 
law uniformly places upon the parent an obliga¬ 
tion to provide for his offspring in sickness or ill 
health. This view has been codified into the Mary¬ 
land Code, Article 72A, Section 1: The mother 
and father are jointly and severally charged with 
“support, care, nurture, welfare, and education of 
their minor children.” 
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“Support, care, nurture, welfare, and education.” 
It may be noted that the statute does not men¬ 
tion medical care in specific terms. However, in a 
recent case, Craig vs State, (220 Md 590, 1959) 
the parents were criminally indicted and prosecuted 
for involuntary manslaughter for failing to pro¬ 
vide medication and medical care for their ill child. 
Though the case did not result in conviction, for 
another reason, it would seem to be adequate 
authority to support the contention that failure of 
a parent to provide medical care for his offspring 
is a violation of the criminal law. 

Under the second approach, that is, the removal 
of the child from parental custody, our local statute 
setting up the juvenile court system under which 
a child may be withdrawn from the parents’ con¬ 
trol and custody is more explicit regarding medi¬ 
cal care. “Medical care” is specifically set forth 
in Article 26 Section 51 et seq. 

Thus by statute and case law, we clearly recog¬ 
nize parents as the natural guardians of their 
minor children and that they are entitled to their 
care and custody. Yet this right is a qualified one 
which may be forfeited either if the parents be¬ 
come unfit to retain custody or, under exceptional 
circumstances, if continued custody of the parents 
would be detrimental to the best interests of the 
child. 

The cases Mr. O’Donnell will cite and describe, 
I am sure, will illustrate that there are parents, 
unfortunately, whose claim to parenthood and the 
rights thereunder are little more than biologic. 

Thus Article 26, section 51, gives the circuit 
court of each county jurisdiction in juvenile causes. 
Section 52, subsection 4 of that same article de¬ 
fines a neglected child as a child “whose parents, 
guardian, or custodian neglects, refuses, when able 
to do so, to provide necessary medical, surgical, 
institutional, or hospital care for such child.” 

Section 53 gives the judge of the juvenile court 
original exclusive jurisdiction, both over the child 
who is “dependent, delinquent, neglected, or feeble¬ 
minded,” and over the parents who contributed to 
or caused the child to be brought within the juris¬ 
diction of the court. 

Under this section of the Code, permitting the 
State to remove the child from parental custody 
and to impose medical care upon him over the ob¬ 
jection of the parent, the procedure is basically 
simple. A petition is filed in court alleging that a 
specific child is being neglected and stating the 
basis for such allegation. On the basis of this 


petition, the court decides whether or not it has 
jurisdiction, and, deciding that it does, conducts a 
hearing to determine the question of neglect. If 
the court determines the child to be neglected, an 
order may be issued committing the child to a 
guardian, who is authorized then to consent to the 
medical care which is deemed necessary. 

In reaching a decision, the court has at its dis¬ 
posal social and medical data reports compiled by 
the Department of Public Welfare and has access 
to other medical opinion. It is usual in such cases 
that a conference be held with the dissenting 
parents in an effort to persuade them of the im¬ 
portance of the child’s obtaining medical atten¬ 
tion. Only when such efforts fail does the court 
overrule the parents’ objections and enter an order 
committing the child. 

When failure to provide medical care is the 
only basis for finding neglect, the commitment is 
usually temporary; after the needed medical treat¬ 
ment has been provided, custody of the child usu¬ 
ally reverts to the parents without further court 
action. 

Though the “juvenile causes” section of the 
Code, Article 26, which provides for the removal 
of the child from the parent’s custody, has ap¬ 
parently been invoked rather frequently, there 
is little case law interpreting the statute. News¬ 
paper accounts and personal interviews with ju¬ 
venile court officials, pediatricians, and others in¬ 
dicate that several times petitions for change of 
custody of children on grounds of parental failure 
to provide necessary medical care have been filed 
and acted upon. 

Clearly, then, we have the procedure for re¬ 
moving the child from the parent’s custody. But 
what are the criteria for effecting the removal? 
Specifically, under what circumstances will a child 
whose parents refuse him medical care be char¬ 
acterized as neglected so that the situation falls 
within the statute? What is necessary medical 
care? 

These are questions which, in each case, must 
be determined on the facts of that case. There are 
a number of factors which have been given weight 
by the courts in deciding whether or not parental 
failure to provide medical care for their child 
constitutes neglect within the meaning of the stat¬ 
ute and, therefore, justifies commitment of the 
child and an entry of the order for the indicated 
medical treatment. 

For example, the court will consider whether the 
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failure to provide medical treatment is likely to 
result in the death of the child. If the child’s life 
is at stake, the courts more frequently overrule 
parental objections and order the needed care. If 
some lesser degree of peril is involved or if no 
present emergency really exists, courts may refuse 
to intervene. 

More often than not, however, even when the 
courts find that no imminent danger threatens the 
child’s life, it will nevertheless find that the danger 
of gross deformity or mental incompetence, which 
might result from failure to carry out the needed 
treatment, is sufficient basis to sustain a finding 
of neglect. 

Further, the court considers also whether the 
treatment itself will involve any risk to the life 
or health of the child. If the risk that the treat¬ 
ment may not be successful is substantially great 
and may cause the child’s death or a more severe 
handicap than existed prior to the operation, the 
courts are disinclined to interfere. In such cases, 
the parents are allowed a greater degree of dis¬ 
cretion in deciding whether or not to submit the 
child to this greater risk. If, however, the prog¬ 
nosis for recovery is favorable and all other fac¬ 
tors are favorable, the courts will not hesitate to 
order treatment. 

In addition, some consideration is given to the 
question of whether the treatment might be ex¬ 
pected to have an adverse psychological effect on 
the child. At least one New York case indicates 
that when such a possibility exists, the court will 
not order treatment over the parent’s objection. 
Quite possibly, the converse of this would be true 
also. 

Also, although the parents are allowed consider¬ 
able discretion in the custody, care, and control 
of their children, and although the courts will 
give their rights as parents every consideration, 
yet even greater importance is attributed to the 
right of the child to live and, whenever possible, 
to live a healthy, happy, useful life in which, 
hopefully, he can be self-supporting. A parent 
is not permitted to allow his own personal con¬ 
victions to cause the death of the child or to ruin 
his child’s chances for a normal life. 

Finally, there is the consideration that it is to 
the State’s interest to see that the children become 
normal, useful citizens rather than public wards. 
This interest may override parental rights if par¬ 
ental action is detrimental to the child’s health and 
welfare. 


The factors I have mentioned are merely gen¬ 
eral considerations. Nowhere, to my knowledge, 
are cases more highly individualized than in this 
area. Nowhere is the necessity for deciding each 
case on its particular facts more important. The 
slightest variation of facts in one instance may 
justify results completely different from that 
reached in another. 

Only one general proposition may be stated with 
complete certainty: The courts will not tolerate 
abuse or neglect of children, and the State, 
through its courts, will protect its youth and will 
do so jealously. 

There is a very important problem inherent in 
any restraint of a natural right, a problem I have 
avoided up to this point, viz., the constitutionality 
of our statutes and the procedures under them. 
When religious scruples are the basis for parental 
refusal to submit their child to medical care, is it 
not a denial of religious freedom, guaranteed by 
the First and absorbed into the Fourteenth Amend¬ 
ment of the Federal Constitution, to order medical 
treatment contrary to the wishes of the parents? 

As many times as this question has been ruled 
upon by state appellate courts, I have yet found 
no case which has reached the Supreme Court of 
the United States. I understand that there is one 
before it now, and Mr. O’Donnell will discuss it 
with you. I am certainly waiting with anxious 
anticipation to hear what the Supreme Court will 
say; but at the moment, state courts, it seems to 
me, have answered the constitutional objections 
rather adequately. 

The First Amendment of the Federal Constitu¬ 
tion forbids Congress “to make any law respect¬ 
ing the establishment of religion or prohibiting the 
free exercise of religion.” The Fourteenth 
Amendment, as I have already suggested, has 
been construed by the Supreme Court as making 
the provisions of the First Amendment equally 
applicable to the states. 

Courts in this country have, in general, recog¬ 
nized that religious freedom comprehends two 
separate concepts: first, the freedom to believe, 
and, second, the freedom to act. 

Without exception, freedom of religious belief 
is held to be absolute, subject to no restraints by 
the states. Freedom to act upon one’s religious 
beliefs, however, is subject to regulation for the 
protection of society. The state is charged with 
the duty not only to preserve individual liberties 
guaranteed by the Constitution but also to protect 
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society in general from danger. When one’s exer¬ 
cise of his personal rights unduly interferes with 
the legal rights of others, it is generally agreed 
that some form of restriction upon personal action 
is in order. 

When the state enacts laws to protect the public 
health, welfare, and safety, it is said to be exer¬ 
cising its police powers. Although the police power 
itself of the state no longer seems to be subject to 
any serious controversy, problems still arise oc¬ 
casionally as to the scope and extent of that power. 
Generally, laws enacted pursuant to the police 
power of the state are accorded liberal construc¬ 
tion. The only significant limitation imposed upon 
the state in this respect is that such laws, the so- 
called police power laws, must not be so unreason¬ 
able and extravagant as to interfere unnecessarily 
and arbitrarily with the property and personal 
rights of citizens. Whether or not a state law is 
invalid because it violates this limitation can be 
determined only on a case-by-case basis. 

A number of state court cases have considered 
the constitutional objections raised against laws 
imposing a duty upon parents to provide medical 
care for their minor children and providing pro¬ 
cedures to assure that abuses of this duty are 
corrected. These cases have held that the enact¬ 
ment and enforcement of such laws are within the 
police power of the state and not violative of the 
petitioner’s religious freedom or any other consti¬ 
tutional right. Such was the holding of our own 
Court of Appeals in 1959 in the Craig case in 
which, on the ground that it conflicted with their 
religious beliefs, the parents refused medical aid 
to a child who was ill with pneumonia and who 
subsequently died. 

In that case, in answer to the contention that the 
defendants’ freedom of religion had not been 
respected, the court said: 

In prosecuting for the breach of duty imposed by 
statute to furnish necessary medical aid to a minor 
child, the particular religious belief of the person charged 
with the offense constitutes no defense. He cannot, under 
the guise of religious conviction, disobey the laws of the 
land made for the protection of the health and safety 
of society. 

The court continued, saying that the State of 
Maryland was vitally concerned with the health 
and safety of its children and in the obedience of 
its children to its laws. The parents were at per¬ 
fect liberty to believe in the religion of their selec¬ 
tion. They might pray, anoint, or call in the elders 
of their church in case of sickness of their minor 


children; but they, like all parents, must also 
obey the mandate of Article 72A, Section 1, by 
providing medical aid when the circumstances 
properly require it. 

In an Illinois case (People v. Labrenz, 104- 
NE2d769, 1952) which is discussed in an inter¬ 
esting and well-written little article, entitled 
“Parens Patriae,” in the November, 1954, New 
England Journal of Medicine, the Supreme Court 
of Illinois answered the religious objection in 
more or less the same way as the Maryland Court, 
saying this: 

Concededly, freedom of religion and the right of 
parents to the care and training of their children are 
to be accorded the highest possible respect in our basic 
scheme. But neither the rights of religion nor the rights 
of parenthood are beyond limitation. Indeed, the early 
decisions in the Reynolds case, upholding a Mormon’s 
conviction for bigamy against the defense of interference 
with religious freedom as guaranteed by the First 
Amendment, leaves no doubt about the validity of the 
action taken here. Laws are made for the government 
of actions and, while they cannot interfere with mere 
religious belief and opinions, they may with practices. 

The decisions of the state courts in the child- 
neglect cases and in other similar cases find au¬ 
thority in early decisions of the Supreme Court in 
related areas. There are two leading decisions of 
the Supreme Court that enunciate the principles 
usually invoked to sustain governmental regula¬ 
tion for the protection of public health, welfare, 
and safety. 

The first case dealt with the power of the state 
to compel vaccination of its inhabitants (Jacob¬ 
son v. Mass. 197 U.S. 11, 1905). The second 
(Buck v. Bell, 274 U.S. 200, 1927) concerned 
compulsory eugenic sterilization of a mentally de¬ 
fective. In each, the state’s action was held not 
to be a denial of due process. 

In each of these cases the constitutionality of 
the police powers of the state was questioned. In 
each, the Supreme Court held that public health 
and welfare would be served by the statutes in 
question and that a public good could be shown 
which would empower the state to subordinate the 
rights of the individual involved to the public pur¬ 
pose to be accomplished. 

There have been a number of cases in which 
statutes have been upheld even though they pro¬ 
hibited certain religious practices. Among them 
were polygamous marriages, selling of religious 
papers, possession of a drug called peyote, which 
apparently was part of the religious practices of 
a particular group, and fortune-telling, even 
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though done by a minister of a particular religious 
sect as part of religious practice. 

Most directly in point, I believe, is the lan¬ 
guage of the Supreme Court in another case, 
Prince vs. Massachusetts [321 U.S. 158, 1944], 
Here was upheld a conviction of a Jehovah’s Wit¬ 
ness for permitting her minor ward to sell re¬ 
ligious articles on the street in violation of a local 
ordinance prohibiting children from engaging in 
this kind of activity. It was held that the statute 
did not abridge freedom of religion. The Supreme 
Court, in the opinion, made the following com¬ 
ment, which seems applicable with equal force to 
the question of the constitutionality of statutes 
providing for compulsory medical care for infants: 

But the family itself is not beyond regulation in 
the public interest as against a claim of religious liberty. 
And neither rights of religion nor rights of parenthood 
are beyond limitation. Acting to guard the general 
interest in youth’s well-being, the State, as parens 
patriae, may restrict the parents’ control by requiring 
school attendance, regulating or prohibiting child labor, 
and in many other ways. 

The right to practice religion freely does not include 
liberty to expose the community or child to communi¬ 
cable disease, or the latter to ill health or death. . . . 
Parents may be free to become martyrs themselves. 
But, it does not follow that they are free ... to make 
martyrs of their children before they have reached the 
age of full and legal discretion when they can make 
that choice for themselves. 

In summation, the natural rights of the parents 
to the custody and control over the minor child 
must yield in certain instances to the power of 
the state. The state’s power in this respect is 
based upon three foundations: 1) on its posi¬ 
tion as parens patriae for the sovereign’s right 
of guardianship of persons under a disability; 
2) on the right of a child as a citizen and a ward 
of the state to its protection; and 3) on the state’s 
self-interest in its own perpetuation. 

Mr. O’Donnell: It seems to me that the fun¬ 
damental consideration in connection with this 
subject matter is in the question of consent. 

There are two extremes relating to physical 
contact by others: a person takes the greeting of 
a clap on the shoulder and the jostlings of a fellow 
pedestrian as part of existence in society and is not 
permitted to clutter up the law courts with suits 
merely because he did not like to have such physi¬ 
cal contact made. The applicable principle of law 
here involved might be expressed by saying that 
the law gives “no right” to the one so touched 
or jostled, or that he impliedly “consented to such 
act.” 


At the other extreme are physical contacts, in¬ 
tentionally made and in a variety of circumstances, 
which are of a serious nature: assaults with in¬ 
tent to murder, with intent to rob, with intent to 
rape, and even those indecent liberties which are 
taken and those batteries which the law recog¬ 
nizes as criminal. 

Somewhere in between these extremes are the 
treatments given and operations performed by 
physicians and surgeons. The basic principle is 
that a doctor has no right to act without the con¬ 
sent of the patient, or, from the other point of 
view, a patient may give or withold permission in 
respect to treatment or operation. Difficult legal 
questions then arise as to what amounts to express 
consent, when can the consent be implied, and 
what acts constitute violations of this legal prin¬ 
ciple. 

An explanation of the interlocking legal and 
practical aspects of the problem undoubtedly date 
back to the days of surgery before the develop¬ 
ment of anesthetics. We can all picture the crude 
diagnosis and type of operation undertaken by 
village barbers and others who practiced medi¬ 
cine in those days. One can even visualize the 
patient, if you may call him that, being held 
down by his friends on a crude table after re¬ 
ceiving a stiff drink of whiskey. As the surgery 
progressed, the operator might, for the first time, 
discover conditions indicating a different opera¬ 
tion or a more extensive one than had been con¬ 
templated. In those circumstances—although ad¬ 
mittedly subject to inconveniences—it would have 
been possible to advise the patient of the facts and 
procure his consent to a change. The principle of 
consent became controlling. 

In time, diagnostic skills increased, as they are 
increasing today, and anesthetics came into use; 
but undoubtedly, even today, there are circum¬ 
stances in which examination under anesthesia per¬ 
mits a diagnosis which would not otherwise have 
been practicable or possible; progress in a surgi¬ 
cal operation may reveal conditions which were 
not anticipated but which require attention and 
correction. 

The courts have held that ordinarily the patient 
must be consulted and his consent given before a 
physician may operate on him. 

The reasoning of the law is pointed out in a 
Minnesota case, in Mohr v. Williams. This was 
decided in 1905. The court held that: 
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Under a free government, a citizen’s greatest right 
is to the inviolability of his person and this right 
necessarily forbids a doctor who has been asked to 
examine, diagnose and advise, to place a patient under 
anesthesia for an operation without the knowledge and 
permission of the patient. 

The court in its opinion stated: 

There is logic in the principle thus stated, for, in all 
other trades, professions, or occupations, contracts are 
entered into by the mutual agreement of the interested 
parties and are required to be performed in accordance 
with their letter and spirit. No reason occurs to us why 
the same rule should not apply between physician and 
patient. If the physician advises his patient to submit 
to a particular operation, and the patient weighs the 
dangers and the result incident to its performance, and 
finally consents, he thereby, in effect, enters into a 
contract authorizing his physician to operate to the 
extent of the consent given, but no further. 

The court then pointed out that when a patient 
understands the nature of the condition to be cor¬ 
rected, a doctor is allowed a wider latitude of dis¬ 
cretion in his treatment and may go farther in 
cases of emergency. Emergencies may arise prior 
to or during the course of the operation. 

Of course there are some circumstances when 
consent is said to be “implied”; this is another 
way of saying that although no express consent 
was given by the patient, it would not be required. 
When a patient presents himself for diagnosis 
and treatment and accepts that which is given, al¬ 
though nothing has been said about it, there is a 
legal presumption that he has consented. A form 
of consent, whether it be classed as “express” or 
“implied,” occurs when a patient indicates his con¬ 
dition generally to the doctor and in effect says 
to him, “Take care of it.” 

Treatment rendered or an operation performed 
in an emergency falls within the rule of implied 
consent, although such treatment or such operation 
may not be more extensive than reasonable and 
necessary. 

The doctrine of implied consent has been ex¬ 
tended to emergencies when one considers the 
impracticability of restoring an unconscious patient 
to consciousness in order to explain to him a need 
for changing procedures, to then secure his con¬ 
sent, to put him back under anesthesia, and then 
to proceed as authorized. 

To meet some of these limitations, you are 
familiar with the extensive use of waivers. 

Except in cases of emergency, a child is held 
generally to be incapable of giving consent, and 
such consent must be obtained from the father. 


It is doubtful, under the decisions, whether such 
consent can be given by an aunt or other relative 
with whom the child may be temporarily residing, 
as on a vacation. 

Consent by a father is not necessary in case of 
an emergency, although a question may arise as 
to what facts create the emergency. A clear case 
of emergency existed when a 15-year-old boy 
had his foot crifshed by a train and was found 
unconscious. The surgeon who amputated without 
the consent of either the boy or his father was 
held by the Michigan courts not to be liable. 

In a New York case, Sullivan v. Montgomery, 
decided in 1935, the question was discussed of the 
consent by a minor, 20 years of age, who frac¬ 
tured his ankle playing baseball. The court in that 
case said, as part of its opinion: 

While the courts are not entirely in harmony upon 
the question of consent to the administration of an 
anesthetic, the better reasoning supports the proposition 
that if a physician or surgeon is confronted with an 
emergency which endangers the life or health of the 
patient, or that suffering or pain may be alleviated, it 
is his duty to do that which the occasion demands within 
the usual and customary practice among physicians and 
surgeons in the same locality. Many persons are injured 
daily in our city, and emergency cases constantly arise. 
To hold that a physician or surgeon must wait until 
perhaps he may be able to secure the consent of the 
parents, who may not be available, before administering 
an anesthetic or giving to the person injured the 
benefit of his skill and learning, to the end that pain and 
suffering may be alleviated, may result in the loss of 
many lives and pain and suffering which might otherwise 
be prevented. 

The court continued: 

I do not believe that those who have devoted their 
lives to humanity will wantonly administer an anesthetic 
or fail to obtain the consent of the parents before 
administering an anesthetic where such consent may be 
reasonably obtained in view of the emergency; it would 
be altogether too harsh a rule to say that under the 
circumstances disclosed by the testimony in the instant 
case, the defendant should be held liable because he did 
not obtain the consent of the father to the administration 
of the anesthetic; as the defendant was confronted with 
an emergency, and as he obtained the consent of his 
patient, I hold that the consent of the father was not 
necessary. 

Of course, in this case, the minor was 20 years 
of age. 

A different point of view was pointed out in a 
District of Columbia case decided in 1941, Bon¬ 
ner v. Moran. The mother of a 15-year-old boy 
was ill, and he was living with an aunt and cousin 
away from the mother’s home. The cousin was 
crippled as a result of burns and it was felt that 
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a skin graft would help her condition. Without 
notifying the mother, the aunt made arrangements 
with a surgeon who attempted a graft from the 
boy to the cousin. The child remained in the hos¬ 
pital for two months. The court commented on 
the fact that even though the boy could have under¬ 
stood the nature of the operation, there was no 
evidence that it had been explained to him. It 
was held that the consent of the aunt was legally 
insufficient. The court in its opinion said: 

In the great majority of the states, the question seems 
never to have arisen, nor are there any federal cases on 
the subject. However, the general rule is that the 
consent of the parent is necessary for an operation 
on a child. 

We think that there can be no doubt that a surgical 
operation is a technical battery, regardless of its results, 
and is excusable only when there is express or implied 
consent by the parents; or, stated somewhat differently, 
the surgeon is liable in damages if the operation is 
unauthorized. Here, as we have already seen, the 
question is whether the consent of a boy 15 years of 
age dispenses with the necessity of consent by his 
parents. The trial court decided that it did. ... In 
deference to common experience there is general recog¬ 
nition of the fact that many persons by reason of their 
youth are incapable of intelligent decisions, as the 
result of which public policy demands legal protection 
of their personal as well as their property rights. . . . 
Hence it is not at all surprising that, generally speaking, 
the rule has been considered to be that a surgeon has 
no legal right to operate upon a child without the consent 
of his parents or guardians. 

There are, of course, exceptions to this rule. One 
is in the case of emergency, when obviously an operation 
is necessary; others perhaps in cases in which the child 
had been emancipated (reached the legal age) or where 
the parties are so remote as to make impracticable the 
obtaining of their consent in time to accomplish proper 
results. And when the child is close to maturity, it has 
been held that the surgeon may be justified in accepting 
his consent. 

But in all such cases the basic consideration is 
whether the proposed operation is for the benefit of the 
child and is done with the purpose of saving his life 
or limb. The circumstances in the instant case are wholly 
without the compass of any of these exceptions. Here 
the operation was entirely for the benefit of another 
and involved sacrifices on the part of the infant of 
fully two months of schooling, in addition to serious 
physical pain and possible results affecting his future life. 

As we have seen in the great majority of cases 
where this problem has come to the courts, it has 
involved minors, those who legally are considered 
incapable of entering into a contract and thus in¬ 
capable of legally consenting. 

Since, too, we have seen from those cases cited 
that generally a minor can be said to have im¬ 
pliedly consented in cases of emergency, resort 
has been made to the courts for a judicial 
determination that an emergency does in fact exist. 


It is fairly easy to work out the rationale of the 
action of the courts in cases of minors under the 
always present legal principle that the court will 
do that which is in the best interests of the minor. 

When we come into the area of the power of 
the state to impose medical treatment—immuniza¬ 
tions and general medical care on one who is sui 
juris —the problem is much more difficult. 

That the state has the right to protect life can¬ 
not be seriously questioned. Self-destruction or, if 
you will, suicide was a felony under English Com¬ 
mon Law. The lands and goods of the offender, 
as in the cases of other felonies, were forfeited 
to the king and the body was ignominiously buried 
in the highway. The suicide was deemed a felon, 
the murderer of himself. You may whimsically be 
asking yourselves: How did the state prosecute a 
suicide? Obviously there was no prosecution, but 
his lands and goods were forfeited, as were those 
of any other felon. Attempts to commit suicide 
were, however, indictable as an attempted felony, 
and those who aided, abetted, and assisted in the 
commission of the suicide or attempted suicide 
were indicted, tried, and convicted. 

An early English case, Rex v. Dyson, decided 
in 1823, held that if two persons entered into a 
suicide pact, that is, if they mutually agreed to kill 
themselves, respectively, or one to kill the other, 
and the means employed by them took effect only 
upon one, the survivor was held to be guilty of 
the murder of the one who died. 

Chief Justice Gray, in the case of Common¬ 
wealth v. Mink, decided in Massachusetts in 1877, 
said this: 

Suicide being unlawful and criminal, as malum in se, 
any attempt to commit suicide is likewise unlawful and 
criminal. Everyone has the same right and duty to 
interpose to save a life from being so unlawfully and 
criminally taken, that he would have to defeat an attempt 
unlawfully to take the life of a third person. . . . And it 
is not disputed that any person w'ho, in doing or attempt¬ 
ing to do an act which is unlawful or criminal kills 
another, though not intending his death, is guilty of 
criminal homicide, and at least manslaughter. 

Closely akin to the prohibition against the af¬ 
firmative taking of one’s life, the law also pun¬ 
ishes those who by acts of criminal omission 
cause one to die. Criminal responsibility in such 
situations arises only when there is an omission 
of a legal duty owned by the defendant to the 
deceased and such omission was the proximate 
cause of the death. The indispensable ingredient 
for criminal liability in such cases is the existence 
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of a legal duty toward the person suffering the 
harm. 

The abstention of a bystander who remains 
passive while a murder is committed in his pres¬ 
ence is an insufficient fundamental ingredient for 
criminal liability in such cases. Failure to perform 
acts of mercy or the shirking of moral obliga¬ 
tions do not alone, without a legal duty flowing 
from the accused toward the deceased, supply the 
underpinnings for criminal liability. The case of 
Regina v. Instan, a Queen’s Bench decision in 
1893, illustrates the point very well: 

The unmarried defendant was living with an 
aunt 73 years of age and was maintained by her. 
They lived alone in the household unattended. 
Shortly before her death, the aunt became inca¬ 
pacitated by a gangrenous leg, was virtually im¬ 
mobilized, and was incapable of helping herself. 
No one knew her condition but the defendant; she 
continued living in the house at the cost of the 
deceased, using food supplied them by the trades¬ 
people. The niece gave no food to her aunt and 
failed to provide medical and nursing attention to 
her. Although the niece frequently spoke with her 
neighbors, she made no mention whatsoever unto 
them of the condition of her aunt. The cause of 
death was listed as “exhaustion caused by the 
gangrene, but substantially accelerated by neglect, 
want of food, of nursing, and of medical attend¬ 
ance.” Her conviction by a jury was upheld by the 
Queen’s Bench in an opinion by Lord Coleridge, 
who said: 

It would not be correct to say that every moral 
obligation involves a legal duty; but every legal duty 
is founded on moral obligation. A legal common law 
duty is nothing else than the enforcing by law of that 
which is a moral obligation without legal enforcement. 
There can be no question in this case that it was the 

clear duty of the prisoner to impart to the deceased so 

much, as was necessary to sustain life, of the food 

which she from time to time took in, and which was 

paid for by the deceased’s own money for the purpose 
of the maintenance of herself and the prisoner; it was 
only through the instrumentality of the prisoner that the 
deceased could get the food. There was, therefore, a 
common law duty imposed upon the prisoner which she 
did not discharge. 

The lack of a legal duty to act is pointed out 
in a Michigan case, People v. Beardsley, decided 
in 1907—and I might say, parenthetically, we used 
this case in connection with our investigation as 
to whether or not we had any criminal action to 
be brought in connection with the death of “Big 
Daddy ” Lipscomb. 

In this case, a manslaughter conviction against 


the defendant was set aside. The deceased female, 
30 years of age, had previously made assignations 
with the defendant, a married man. At the time 
of the fatal episode, she had gone to his apart¬ 
ment with him and they had engaged in a pro¬ 
longed drinking bout, toward the end of which 
she obtained some camphor and morphine tablets. 
Although the defendant physically attempted to 
prevent her from taking the tablets, she managed 
to swallow three or four grains of morphine. 
When the woman was reduced to the state of 
stupor, the defendant had another person assist 
him and removed the woman to the bed in another 
apartment. The other tenant, who had agreed to 
look after her, became alarmed at her condition, 
summoned a physician, and she was pronounced 
dead. 

The prosecution made no claim that the de¬ 
fendant, Beardsley, had in any way been an ac¬ 
tive agent in bringing about her death but con¬ 
tended that he owed her a duty, failed to perform 
it, and in consequences of the failure she died. 

On appeal his conviction was reversed, the court 
holding that there was no legal duty founded solely 
on a moral obligation and that the defendant was 
under no legal duty toward the woman to make a 
reasonable and proper effort to save her. 

Mr. Justice Field, in giving the opinion of the 
court, said: 

In the absence of such (legal) obligations, it is 
undoubtedly the moral duty of every person to extend 
to others assistance when in danger; . . . and if such 
effort should be omitted by anyone when they could be 
made without imperiling his own life he would by his 
conduct draw upon himself the just censure and reproach 
of good men; but this is the only punishment to which 
he would be subjected by society. 

There are other relationships which impose upon 
one the legal duty of providing medical attention 
for another, and the omission or neglect to per¬ 
form this duty when attended with fatal results 
will render the one upon whom the duty is im¬ 
posed liable to indictment and conviction for man¬ 
slaughter; these involve cases where a woman who 
was acting as a “baby sitter” for compensation 
neglected to obtain needed care for the infant, a 
master who failed to provide medical care for 
his ill house servant, and a friend who aided and 
abetted a father in his neglect to provide medical 
attention for his sick child. 

The liability to conviction in homicide cases, 
because of a failure to provide medical attention, 
is sometimes made to depend upon the question 
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of whether or not such medical attention is a 
“necessary” within the meaning of statutes re¬ 
quiring defendants to provide necessaries for the 
deceased. 

In the Craig case, referred to by Professor 
Farinholt, the child became ill and died several 
days later of pneumonia. The parents were mem¬ 
bers of a sect which believed in calling in the 
elders of the church in prayer and in the “laying 
on of hands” to cure an illness. The Craigs fol¬ 
lowed all of these religious procedures but did not 
summon in medical aid, and the child died. They 
were convicted by the Circuit Court for Washing¬ 
ton County of manslaughter, but the conviction 
was reversed by the Court of Appeals. 

The Court held that Article 72A, Section 1, of 
the Maryland Code, which charges parents with 
the “support, care, nurture, welfare, and educa¬ 
tion” of their minor children embraced as well the 
obligation to furnish medical care. 

With the overtones of religious principles 
throughout the case, the Court of Appeals re¬ 
versed the conviction because of the insufficiency 
of the evidence offered to show that the parents 
were guilty of gross or wanton negligence, as dis¬ 
tinguished from ordinary negligence, in failing to 
seek medical care at the onset of the child’s ill¬ 
ness. And because it appeared that by the time 
the gravity of the child’s illness became discernible, 
medical aid would probably have been ineffective, 
the Court said it was not established that the 
negligence of the parents, even if considered gross 
and wanton at this later time, was in fact the 
proximate cause of the death of the child. 

Defenses to the charge of manslaughter for the 
failure to render necessary medical attention have 
generally been on three gounds: 1) as being 
contrary to religious belief; 2) by calling in a 
person other than an authorized physician; and 
3) financial inability to provide the required at¬ 
tention. 

As a general rule, as Professor Farinholt pointed 
out, religious belief is no defense to a prosecution 
for manslaughter where death results from want 
of medical attention on the part of the defendant 
who is under a legal duty to furnish it. These 
cases, however, nearly all involve the parental 
failure to provide medical care for children. 

In some other cases, the defense has been made 
that an individual other than a legally licensed 
physician has been called in to attend. Although 
there is a division among the legal authorities, it 


seems to be the consensus that the calling in of 
one who has some knowledge of the curative art, 
or even the summoning of a Christian Science 
practitioner, is no legal defense to such a charge. 

The financial inability to provide needed medi¬ 
cal attention on the part of the person who was 
under a legal duty to provide such attention has 
often also been raised as a defense. Such finan¬ 
cial inability to provide needed food, medicine, 
and medical care 'can be a defense, but only when 
the evidence shows that there are no public au¬ 
thorities available to whom application could be 
made for financial assistance. Again, nearly all 
of the reported cases in these areas involve the 
parent-child relationship. 

We are all familiar with those statutes requir¬ 
ing vaccinations, physical examinations prior to 
the issuance of marriage licenses, and quarantine 
and isolation of those with communicable diseases 
dangerous to the public health. 

The Baltimore City Code makes one guilty of 
a misdemeanor who refuses or neglects to be prop¬ 
erly quarantined and isolated when suffering with 
a communicable disease or who, by reason of 
noncooperation or carelessness, endangers the 
public health. It is to be noted, however, that the 
City Ordinance does recognize, in this connection, 
religious beliefs: for it says that the provisions of 
the ordinance shall not be construed to interfere 
with bona fide practicing Christian Scientists or 
those who are under treatment from registered 
Christian Science practitioners. 

Article 12, Section 209, of the City Code re¬ 
quires parents and guardians to have their chil¬ 
dren and wards vaccinated before they attain the 
age of one year and revaccinated whenever the 
Commissioner of Health requires it after five 
years from the last vaccination. 

Article 43, Sections 70 and 73, of the Maryland 
Code make it unlawful for a medical practitioner 
to refuse to vaccinate any person or for any teach¬ 
er in any public school to receive into such school 
a pupil who has not been vaccinated. 

In 1952, the State of Washington upheld the 
validity of a regulation requiring students regis¬ 
tering for admission to the state university to sub¬ 
mit to a chest x-ray for tuberculosis. In State ex 
rel. Holcumb v. Armstrong, the court held that a 
regulation requiring such students registering for 
admission to the university, as applied to a Chris¬ 
tian Scientist student, did not violate the guaran¬ 
tees of religious freedom contained in the state 
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and federal constitutions. The court said that while 
freedom of religious belief was absolute, freedom 
to act in pursuance of such religious beliefs must, 
in the nature of things, remain subject to regula¬ 
tion for the protection of society. 

So again, as in the Craig case and the Levinsky 
case in Maryland, the court says: We recognize 
the absoluteness of the right to a religious belief, 
but we also recognize the limitation of a right to 
act based upon that religious belief. 

Statutes setting up procedures for discovering 
and for treating sexual psychopaths, which require, 
obviously, as part of the procedure, physical and 
mental examinations of persons reasonably sus¬ 
pected of being so inflicted, have been sustained 
both in California and in Missouri on the grounds 
of attacks on various constitutional grounds. 

The recent decisions of the courts have con¬ 
tinued to recognize that the interests of the com¬ 
munity in protecting the general health (this is 
under the Tenth Amendment to the Constitution) 
justifies some interference with the liberty of the 
citizens and attempts made to avoid compliance 
with reasonable regulations requiring physical ex¬ 
aminations, on the grounds that such compulsory 
examinations violated constitutional rights and 
privileges, have generally been unsuccessful. 

We have here in Maryland our own statute de¬ 
fining “defective delinquency” and ordering the 
commitment to Patuxent Institution of those who 
appear to fit the classification, for physical and 
mental examination, to determine whether or not 
they are defective delinquents. 

Rule 420 of the “Maryland Rules of Proce¬ 
dure” provides: 

Whenever the mental or physical condition or the 
blood relationship of a party or of an agent or a 
person in the custody or under the legal control of 
a party, is material to any matter involved in any 
action, the court may, upon motion by any party and 
notice to all other parties, for good cause shown, 
order such party to submit to a mental or physical or 
blood examination by a physician or physicians or to 
produce for such examination his agent or to produce 
the person in his custody or legal control. 

In paternity cases, under the provisions of Ar¬ 
ticle 12, Section 20, of our Code, a defendant who 
denies paternity can obtain a court order requiring 
not only that he but the mother of the child and 
the child itself submit to a blood test to determine 
whether or not, from blood groupings, the de¬ 
fendant can be excluded from being the father 
of the child. The statute permits a reference to 
be made in the evidence that either the com¬ 


plainant or the child failed to submit to such blood 
test. 

Article 16, Section 44, of the Maryland Code 
pertaining to “inebriates” permits any person to 
petition the court for leave to commit a habitual 
drunkard to a state institution for the medical 
treatment of drunkenness. The statute, however, 
provides that in any such petition for commit¬ 
ment it must set forth that the drunkard is willing 
and will agree to attend such institution and must 
in writing agree to take such treatment. 

The provisions of law relating to the power to 
commit persons non compos mentis are familiar 
to all. 

Now, with all this background, you are saying 
in your minds: So what? 

There is presently pending, on application to the 
Supreme Court of the United States, a petition 
for the issuance of a Writ of Certiorari, the 
case of Jessie E. Jones v. the President and Di¬ 
rectors of Georgetown College, Inc. This case in¬ 
volved an adult who, because of her religious be¬ 
lief, refused to permit a blood transfusion. This 
case meets, if you will, head on the question we 
now have before us this evening of whether or not 
the court has the power to intervene and order a 
blood transfusion for an adult who is opposed to 
such transfusions on religious grounds. 

The facts: On September 17, 1963, Mrs. Jessie 
Jones, 25 years of age, a Negress and the mother 
of a seven-month-old child, awoke feeling ex¬ 
tremely ill. Her husband took her by taxicab to 
Georgetown University Hospital; she had no per¬ 
sonal physician and submitted herself solely to the 
responsibility of the hospital staff. Examination 
confirmed that she had lost two-thirds of her 
body’s blood supply from a ruptured ulcer. Her 
hematocrit was tested in midafternoon at 14%. 
The doctors who attended her, as her condition 
worsened, were convinced that she would die un¬ 
less she was given an emergency blood trans¬ 
fusion. 

Both Mr. and Mrs. Jones were Jehovah’s Wit¬ 
nesses. Their religion teaches that it is a sin “to 
consume blood,” and they refused to permit the 
transfusion. The basis for their religious oppo¬ 
sition to blood transfusion is that in receiving a 
transfusion, one is really eating blood. And they 
rely on two biblical passages: Genesis 9:2, where 
God told Noah, after the flood, “Every creeping 
animal that is alive may serve as food for you. 
As in the case of green vegetables, I do give it all 
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to you. Only flesh with its soul—its blood—-you 
must not eat”; again in Leviticus 17:10, God tells 
of the consequences of disobedience. “I shall cer¬ 
tainly set my face against the soul that is eating 
the blood and I shall indeed cut him off from 
among his people.” 

When the hospital authorities could not prevail 
upon either Mrs. Jones or her husband to permit 
the transfusion, the attorney for the hospital made 
an application to the U.S. District Court for a 
court order permitting the transfusion. Judge 
Tamm, of the District Court, denied the applica¬ 
tion and refused to act. Counsel went immedi¬ 
ately, about 4 pm that same day, to Judge J. 
Skelly Wright, of the U.S. Circuit Court of Ap¬ 
peals for the District of Columbia. The judge 
spoke by telephone with the attending physician 
and then went to the hospital. 

Mr. Jones advised him that he would not ap¬ 
prove the blood transfusion on religious grounds 
but that if he, the judge, ordered it, Mr. Jones’s 
responsibilities, morally and religiously, were re¬ 
lieved. 

The judge obtained permission of Mr. Jones to 
see his wife. Her appearance confirmed the urgen¬ 
cy of the situation. The judge tried to com¬ 
municate with her to advise her of what the doc¬ 
tors had said. Her only audible reply was, 
“Against my will.” Judge Wright concluded that 
she was not in a mental condition to make a de¬ 
cision and, after additional efforts to persuade 
Mr. Jones to authorize the transfusion, pointing 
out to him that blood administered by transfusion 
was different from “drinking blood,” even though 
Mr. Jones remained unmoved, the judge ordered 
the transfusion. 

Mrs. Jones recovered. She acknowledges that 
the transfusion may have helped her, but she says, 
“No one knows the secret of life and death.” She 
stated that even if it did help her, such action did 
not justify violating her religious beliefs. 

On October 14, the patient filed a petition with 
the U. S. Circuit Court of Appeals for a rehear¬ 
ing and for an order setting aside the order signed 
by Judge Wright authorizing the transfusion. The 
nine judges of that Court refused to grant a re¬ 
hearing—and nearly every one of them had a 
separate and different legal reason—and the appli¬ 
cation is now pending before the Supreme Court to 
review Judge Wright’s action and the action of the 
Court of Appeals in denying a reopening of the 
case. 


Judge Wright’s opinion sums up the issue we 
have here and will help to give some of the legal 
thinking that went into the case. In his memoran¬ 
dum opinion, he stated that at the time the applica¬ 
tion was made to him, the court was familiar with 
similar cases respecting children but was unaware 
of any precise legal precedent for its action in con¬ 
nection with a 25-year-old adult. So this case is a 
case of, you might say, unprecedented action. 

Judge Wright found, because of the demon¬ 
strated imminence of death from loss of blood, the 
order was necessary to maintain the status quo and 
to prevent the issue respecting the rights of the 
parties from becoming moot. He held that the 
case did not involve a person who for religious or 
other reasons had refused to seek medical advice; 
nor did it involve a disputed medical judgment or 
a dangerous or crippling operation. Nor did it in¬ 
volve the delicate question of saving a newborn 
in preference to saving the mother. Mrs. Jones 
had sought medical attention and had placed on 
the hospital the legal responsibility for her proper 
care. In its dilemma, not of its own making, the 
hospital sought judicial direction. 

In his opinion, Judge Wright said: 

It lias been firmly established that the courts can 
order compulsory medical treatment of children for any 
serious illness or injury and that adults, sick or well, 
can be required to compulsory treatment or prophylaxis 
for contagious diseases and that there are no religious 
exemptions from such orders. 

This is the only area in which we have had 
precedence. He cited from the decision of the 
Supreme Court in Prince v. Massachusetts: 

. . . Acting to guard the general interest in youth’s 
well being, the state as parens patriae may restrict the 
parents’ control. ... Its authority is not nullified merely 
because the parent grounds his claim to control the 
child’s course of conduct on religion or conscience. 
Thus, he cannot claim freedom from compulsory vac¬ 
cination for the child more than for himself on religious 
grounds. . . . The right to practice religion freely does 
not include liberty to expose the community or the child 
to communicable disease or the latter to ill health 
or death. 

He further pointed out the decision of the Su¬ 
preme Court in 1878 in Reynolds v. U.S., that if 
a wife religiously believed that it was her duty to 
burn herself upon the funeral pyre of her hus¬ 
band, it was not beyond the power of the govern¬ 
ment to prevent her from carrying this belief 
into practice. He pointed out also the decision 
of the Supreme Court in 1905 in Jacobson v. 
Massachusetts, where the Court upheld the power 
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of the state to subject adults, against their will, to 
be vaccinated. 

In Judge Wright’s opinion, he recognized that 
the facts involved neither a sick child nor a con¬ 
tagious disease but that the case was analogous to 
the sick children cases because Mrs. Jones was 
in extremis and was hardly compos mentis —that 
she was as little able competently to decide for 
herself as any child would be. He concluded that 
the Court had the responsibility of assuming guard¬ 
ianship for her, even though she was an adult, 
as it would be for a child, at least to the extent of 
authorizing treatment and, I quote from his opin¬ 
ion, “to save her life.’’ By analogy, he found that 
since a parent has no power to forbid the saving 
of his child’s life, a fortiori the husband of the 
patient had no right to order the doctors to treat 
his wife in a way that would cause her to die. 

The state, as parens patriae, will not allow a 
patient to abandon a child, and so it should not 
allow this ultimate of voluntary abandonments in 
permitting her to die and, thus, abandon her 
seven-month-old child; just as she had a responsi¬ 
bility to the community to care for her infant, the 
people had an interest in preserving the life of the 
mother. 

Judge Wright disposed of the argument submit¬ 
ted to him that an individual’s liberty to control 
himself and his life extended even to the liberty 
to end his life by pointing out that self-homicide, 
suicide, was a crime, and that the refusal to have 
necessary medical aid could be construed as at¬ 
tempting suicide, the only difference being between 
misfeasance and nonfeasance. 

Judge Wright, in part of his opinion, said: 

The Gordian knot of this suicide question may be 
cut by the simple fact that Mrs. Jones did not want to 
die. Her voluntary presence in the hospital as a 
patient seeking medical help testified to this. Death, 
to Mrs. Jones, was not a religiously commanded goal 
but an unwanted side effect of a religious scruple. 
There is no question here of interfering with one whose 
religious convictions counsel his death, like the Buddhist 
monks who set themselves afire. Nor are we faced with 
the question of whether the state should intervene to 
reweight the relative values of life and death after the 
individual has weighed them for himself and found life 
wanting. Mrs. Jones wanted to live. 

The third set of considerations involving his de¬ 
cision related to the position of the doctors in the 
hospitals. She submitted herself to the hospital 
for treatment; they had no choice but to administer 
proper treatment or to let her die in a hospital bed 


and expose themselves and the hospital to both 
civil and criminal liability. He concluded that Mrs. 
Jones did not have the authority, when she sub¬ 
mitted herself to the hospital for care, to place 
the hospital and its doctors in this impossible 
choice. 

His opinion concluded: 

Neither the principle that life and liberty are inalien¬ 
able rights nor the principle of liberty of religion 
provides an easy answer to the question whether the 
state can prevent martyrdom. Moreover, Mrs. Jones had 
no wish to be a martyr. And her religion merely 
prevented her consent to a transfusion. If the law 
undertook the responsibility of authorizing the trans¬ 
fusion without her consent, no problem would be raised 
with respect to her religious practice. Thus, the effect 
of the order was to preserve for Mrs. Jones the life 
she wanted without sacrifice of her religious beliefs. 

It is to be emphasized that the decision of the 
court in ordering the transfusion was based on 
two main considerations, as I see it: the utter 
emergency of the problem and the fact that Mrs. 
Jones was not considered fully compos mentis. 

Her attorneys have now asked the Supreme 
Court to review the case on two main constitu¬ 
tional grounds. I might point out to you, in con¬ 
nection with their petition, they have filed two ex¬ 
hibits with the Supreme Court. One is a copy of 
the magazine, Awake, with an article entitled 
“Does your Child Belong to the State?” Another 
article published there is: “My Years in Prison 
in Communist China”; and another exhibit is ap¬ 
parently a pamphlet of the Watchtower Bible and 
Tract Society, entitled Blood, Medicine and the 
Lazv of God. These are each filed as exhibits with 
the Supreme Court, and they are asking the Su¬ 
preme Court to read these when they consider 
the legal questions involved. 

Her attorneys, in asking the Supreme Court to 
review this position now, put this on tzvo main 
constitutional grounds: 1) whether a free, adult 
citizen of the United States has had her constitu¬ 
tional rights violated by a denial to be let alone 
and her right to determine for herself what will be 
done to her own body by rejecting a particular 
form of medical treatment; and 2) whether the 
First Amendment to the Constitution is violated 
by forcing a citizen, against her will, to accept a 
form of medical treatment that is a violation of 
conscience and religion and whether the Federal 
Court has the authority to lend its aid in allowing 
such forced treatment. 

Her counsel say in their brief: 

Freedoms of speech, press and religion are entitled 
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to a preferred constitutional position because they are 
of the very essence of a scheme of ordered liberty. They 
are essential not only to the persons or groups directly 
concerned but to the entire community. Any interference 
with them is not only an abuse but an obstacle to the 
correction of other abuses. 

They argue that the Constitution protects her 
constitutional rights to believe and to act in ac¬ 
cordance with the dictates of her own conscience 
and that there is no power in law or anywhere else 
to interfere with this right. They point out that 
persons of Jewish faith abstain from pork; persons 
of the Roman Catholic faith abstain from meat on 
certain fast days; persons of Christian Scientist 
faith abstain from medical care; and the First 
Amendment protects the individual conscience in 
all such instances. 

The appellants’ attorneys, citing from a book 
published by W. B. Saunders in 1961, Complica¬ 
tions in Surgery and their Management, and in 
particular a section entitled “Cumulative Mortality 
from Complications of Blood Transfusions,” 
point out there are at least 16,500 deaths per 
year resulting from blood transfusions, according 
to this work, in pointing out the uncertainty of a 
good result at the time the court passed its order 
for the purpose of “saving the life of Mrs. Jones.” 

They cite further from volume 3 of the Canadian 
Bar Journal, an article entitled “Religion, Medi¬ 
cine and the Law,” as authority for their argument 
that there is much controversy and difference of 
opinion with the medical profession as to the 
therapeutic value of blood transfusion. 

Her attorneys conclude in their brief that no 
interest of the public was in any way threatened 
by Mrs. Jones’ refusal to submit voluntarily to 
a blood transfusion. 

In a press interview, Mrs. Jones acknowledged 
that the hardest question she has had to answer 
has been the question of responsibility to her in¬ 
fant son. When she was asked, “Didn’t you feel 
an obligation to go on living for his sake, even if 
it meant a transfusion?” her reply was, “God 
takes care of the birds, and he clothes the lilies of 
the field. If he can take care of his inanimate 
creatures, he can take care of his people who are 
animate. God would protect him (her son). Be¬ 
sides, he couldn’t grow up to be a Christian if I 
didn’t remain one to the end myself.” 

I think that you may realize, from what both 
Professor Farinholt and I have discussed with you 
this evening, that the question of consent per¬ 
meates the question of the power of the state to 


impose medical treatment and to order transfu¬ 
sions and immunization. In the case of minors, 
they are incapable legally of consenting for them¬ 
selves, and the protection of the courts is invoked 
to have the court legally give its consent acting 
for and in behalf of the minor. Resort is also 
made to the court in order to satisfy the require¬ 
ment that the hospital, physician, or surgeon is 
confronted with 3 genuine emergency. 

Cases involving adults are not as easy to dispose 
of. You will note from Judge Wright’s opinion 
that he found that Mrs. Jones was in extremis, 
thus satisfying the emergency requirement, and 
that she was legally incapable of giving her legal 
consent because she was not considered as being 
fully compos mentis. 

There can be no difficulty, even with adults, in 
those areas involving the public health and safety, 
under the Tenth Amendment. The real difficulty 
arises in the cases of adults who, because of their 
personal religious beliefs, refuse to authorize an 
approved medical procedure. 

We will have to await the decision of the Su¬ 
preme Court as to whether or not the provisions 
of the First Amendment, freedom of religion, 
will control in such cases. 

I personally doubt that the Supreme Court will 
agree to review Judge Wright’s decision, because 
actually Mrs. Jones has had the transfusion, she 
has recovered, and there is no longer a genuine 
justiciable controversy. If the Supreme Court 
thus refuses to review the decision, Judge Wright’s 
order becomes an effective precedent based upon 
the facts with which he was presented. The em¬ 
phasis must be here made, Mrs. Jones was not 
fully compos mentis and there was a true finding 
of emergency. 

It is questionable whether the doctrine of 
parens patriae could be invoked in the case of an 
adult whose condition did not present a clear dan¬ 
ger to the other members of society unless the 
theory of the law in punishing self-homicide is 
made applicable to such cases, although the indi¬ 
vidual is thus permitting death by negative rather 
than by positive action. 

I am sorry that we cannot give you the precise 
legal answer which you need and desire, but I 
trust that what we have said this evening has 
been thought-provoking and has emphasized for 
you the areas upon which concentration should be 
placed when you are confronted with such prob¬ 
lems. 
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Chapter 6.—The Bay view Asylum: 

Some Socio-economic Influences (1866-1890) 


Society’s reaction to the mentally ill has oscillated 
throughout recorded history between brutality atid benevo¬ 
lence. When neither zvas extreme, pernicious neglect zvas 
the rule. 1 


Practices at the Bayview Asylum 

The move, in 1866, of the indigent from Cal- 
verton to the new three-storey building overlook¬ 
ing the Chesapeake Bay must have been a day of 
great rejoicing. A number of new rules were 
drawn up to improve admitting practices and the 
care of patients. The resident physician was to 
have control and direction of the medical and 
surgical treatment of all patients. A number of 
students were assigned to the various wards un¬ 
der the direction of the resident physician. Stu¬ 
dents were required to present histories and physi¬ 
cal findings on each patient under their care and 
to keep careful medical records. 

In 1871, pay patients were accepted in the in¬ 
stitution. In the same year, some of the pur¬ 
chases were: arrowroot, 2,500 cigars, two pairs 
of handcufifs, medical journals at $25, surgical in¬ 
struments at $30, 395 pounds of snuff, four dozen 
bottles of Worcestershire sauce, 957 pounds of to¬ 
bacco, 75 gallons of whiskey. 

The Insane 

The crowding of the insane continued to be a 
problem. In 1879, the Trustees report, “Nothing 
but callus indifference can be attributed to those 
whose duty it is to remedy so great an evil.” The 
State Legislature, no doubt, was the target of 
their barbs, for the Trustees’ solution was to have 


the State of Maryland take responsibility for the 
insane. 

In 1884, a new insane hospital was complete 
but was scantily furnished with beds, chairs, and 
other necessities. In this year, two resident doc¬ 
tors were appointed, one recommended by each of 
the two medical schools (the University of Mary¬ 
land and the College of Physicians and Sur¬ 
geons). In 1886, staffing of the insane hospital 
became the responsibility of the Johns Hopkins 
University. By 1890, another hospital for the 
insane had been constructed. 

Although the institution must have been over¬ 
whelmed with insane patients (it was at this time 
relieving the state insane asylums at Spring Grove 
and Mount Hope), the Trustees, in 1890, drew 
attention to the growing number of patients with 
chronic diseases. Nearly 80% of the inmates 
were permanent. 

Student Teaching 

Medical students had been taught at the Alms¬ 
house by professors from a variety of medical 
schools from around 1812. The quality of the 
teaching and medical care had varied with the 
skill and interest of the individual professors. 
Under Dr. Power, in the 1840’s, the instruction 
and care had been well above average. But these 
professors had their own practice to attend to. 
They taught students for a fee or as volunteers. 
In the early 1890’s, the development of the Johns 
Hopkins Medical School required the use of Bay- 
view for pathological material and for the teach- 
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ing of psychiatry. The combined interest of the 
medical schools improved the care of patients. 

Social Factors Influencing Admissions 
to the Almshouse 

Over the ensuing years, it became more and 
more a pattern of the municipal courts to admit 
vagabonds and chronic alcoholics to the Almshouse 
for domiciliary care. In 1883, the Trustees drew 
attention to this problem, stating that although 
the tax payers of Baltimore were perfectly willing 
to provide for the unfortunate infirm and sick of 
Baltimore, they objected to providing for the 
“worthless and dissolute vagabonds” who came to 
the Almshouse, especially those from other cities. 
It was not until 1935 that the General Assembly 
of Maryland took from the magistrates the right 
to commit persons to the Baltimore City Hospitals 
unless they were sick. It was recognized at this 
time that the hospital was not the place for tran¬ 
sient vagabonds and alcoholics who were merely 
without a night’s lodging. Such admissions to the 
hospital in large numbers broke the morale of the 
staff and resulted in less time for care of the sick. 

In 1888, the Trustees first mentioned the possi¬ 
bility that unemployment sometimes resulted from 
lack of jobs rather than from laziness. They 
noted that different individuals varied in mental 
and physical strength. “This, together with the 
social and moral surroundings, has the effect of 
making distinct classes.” There was an increase 
in inmates of the Almshouse during this depres¬ 
sion year, and the Trustees noted that the older 
people, the infirm, and those weakened by drink 
were the first to lose their jobs. 

The moral stigma of poverty and unemploy¬ 
ment were not lifted until the great depression of 
the 1930’s. There were few, indeed, who were 
not involved in this major upheaval. It was only 
by becoming poor that many citizens were able to 
accept poverty not as a moral indictment but as a 
result of economic forces. 

In 1888, the Trustees demonstrated a good deal 
of righteous indignation against the oyster indus¬ 
try, which shanghaied workers aboard oyster 
boats, kept them until they were sick, and then 
deposited them on shore without pay. In the re¬ 
port of 1888, the fact was clearly established that 
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Bay View Asylum Certificate 1874 

The name of the Almshouse had been changed to 
Asylum, indicating its function as an insane asylum 
in addition to its other traditional functions. The 
building had been completed and opened for use 
eight years before (1866). This building was re¬ 
furbished several times, but in 1959 it was com¬ 
pletely gutted except for the walls. Five floors 
were built in the place of the previous three. 
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a great many of the people coming to the Alms¬ 
house came through no fault or failure on their 
own part. 

Cultural and Social Movements Influencing 
Medical Care 

The pattern of small community life was giving 
way to that of big city life, where contacts be¬ 
tween neighbors were not as frequent or friendly, 
where factories were growing larger and larger, 
where the men of the family were working in 
competition in the mareket under employers they 
did not know personally. A large number of im¬ 
migrants continued to come into the eastern cities. 

William Graham Sumner (1840-1910), profes¬ 
sor of political and social science at Yale Uni¬ 
versity from 1872 to 1909, was one of the strong¬ 
est voices of conservatism. He insisted that pov¬ 
erty was the result of vice and derided the demo¬ 
cratic humanitarian ideas of the 18th and 19th 
centuries as empty speculation. He taught, “A law 
may be passed which shall force somebody to sup¬ 
port the hopelessly degenerate members of a so¬ 
ciety, but such a law can only perpetuate the evil 
and entail it on future generations with new ac¬ 
cumulations of distress.” This philosophy pro¬ 
vided a comfortable and supposedly scientific 
rationale for irresponsibility by the middle and 
upper classes already becoming more and more 
impersonal in their community involvement. 

This point of view was supported by Herbert 
Spencer (1820-1930), who said, “Under the nat¬ 
ural order of things, society is constantly excret¬ 
ing its unhealthy, imbecile, slow, vacillating, faith¬ 
less members.” The laissez-faire economic sys¬ 
tem after the Civil War resulted in the accumu¬ 
lation of tremendous fortunes largely through the 
exploitation of natural resources or through gov¬ 
ernment favoritism. 

Nevertheless, during this time, many forces 
were at work to improve the general medical con¬ 
dition of the community. Although many philan¬ 
thropists were strongly opposed to any federal or 
public relief for the sick, they were strongly in 
favor of private charities to take care of the poor. 2 

The year 1866 marks the beginning of the in¬ 
fluence of the public health movement in the 
United States. 3 Lemuel Shattuck’s report in 1859 


outlined the needs for public health in Massachu¬ 
setts and suggested the establishment of state 
health departments. 

In New York City, in 1864, a group of citizens 
supporting a reform city government uncovered 
such shocking mismanagement that the New York 
State Legislature set up a metropolitan board of 
health in 1866. This led to the development of a 
health department uninfluenced by patronage and 
with power to act effectively. This example led 
to the establishment of other state health depart¬ 
ments; Maryland’s was founded in 1874. 

Other influences were at work. In the insane 
hospitals, ideas were developing which improved 
the care of all chronically ill. Dr. John S. Butler 
(1803-1890), superintendent of the Hartford Re¬ 
treat in Connecticut, wrote “Curability of Insan¬ 
ity” in 1887. He pointed out the importance of 
hospital environment and of cheerful, sympathetic 
people in the care of psychiatric patients. He be¬ 
lieved in individual interviews with patients as 
well as in group discussion. Dr. Butler was ex¬ 
tremely interested in person-to-person contact be¬ 
tween doctor and patient and attempted to keep 
the size of mental hospitals to a maximum of 200 
patients. He was defeated in this attempt, and 
throughout this whole period, the individual care 
and treatment of patients was largely being lost 
in public institutions. 1 

Family social work had its beginnings in Eng¬ 
land in 1869 with the founding of an organization 
which became later the Charity Organization So¬ 
ciety. In United States, Buffalo was the first city 
to have a society of this type in 1877. 4 

Lethargy and indifference characterized the 
post-Civil War era at the Almshouse. The major 
problem was the overcrowding of insane patients. 
No outstanding figure was associated with the 
Almshouse during this period, and no important 
advance in medical care is recorded. 
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MAKE YOUR PLANS NOW 

to attend 

THE OCEAN CITY MEETING 


of the 


Medical and Chirurgical Faculty 

(Semiannual Meeting) 

FRIDAY, SEPTEMBER 9, 1966 

CIRCLE THE DATE ON YOUR CALENDAR NOW! 


Scientific and Business Sessions 
Luncheon, Dinner Dance 

Watch for your program 

HEADQUARTERS • DIPLOMAT MOTOR HOTEL 
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-fere is the Abbott anorectic 
>rogram designed to meet 
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)verweight patients. 











mood elevation 


Abbott 

Anorectic 

Program 


DESOXYN® Gradumet® (metham- 
phetamine hydrochloride) 

Smooth appetite control plus mood elevation. 

The obese patient on a diet often has to battle 
depression as well as overweight. Desoxyn Grad¬ 
umet helps the dieter in both battles by elevating 
the mood while it curbs the appetite. Thanks to 
the Gradumet, medication is smoothly released 
all-day from a single oral dose. 


If she can’t take plain amphetamine, 
put her on DESBUTAI! Gradumet 

Calms anxieties; controls compulsive eating. 

Desbutal Gradumet provides 2 drugs in 2 tablet 
sections, combined back to back to form a single 
tablet. One section contains Desoxyn to curb the 
appetite and lift the mood; the other contains 
Nembutal® (pentobarbital) to calm the patientand 
counteract any excessive stimulation. 

Both drugs are released in an effective dosage 
ratio throughout the day. 




ontrolled release 


Abbott 

Anorectic 

Program 



Not all long-release vehicles are 
the same. Here is why the Gradumet 
is different and what it means 
for your overweight patients. 


The release action is purely physical and relies on 
only one factor common to every patient: gastro¬ 
intestinal fluid. There is no dependence on enteric 
coatings, enzymes, motility, or an “ideal" ion con¬ 
centration in the gastrointestinal tract. 

Your patients get a measured amount of medi¬ 
cation, mo ment b y moment, throughout th e day. 

They are not subjected to ups and downs of 
drug release ... or to erratic release from patient 
to patient ... or to erratic release in the same 
patient from day to day. 


That’s why the Gradumet provides 
controlled-release as well as 
long release. 


Perhaps you saw the Gradumet model demon¬ 
stration which shows that the release is entirely 
physical. When fluid is added, the drug in the outer 
ends of the channels dissolves. As fluid pene¬ 
trates deeper into the channels, there is a con¬ 
tinuous release of medication. The rate of release 
is rigidly controlled by the size and number of 
channels. 










choice of 5 strengths 


DESOXYN Gradumet 

Methamphetamine Hydro¬ 
chloride in Long-Release 
Dose Form 



5 mg. 10 mg. 15 mg. 


DESBUTAL 10 Gradumet 

10 mg. Methamphetamine 
Hydrochloride, 

60 mg. Pentobarbital Sodium 



Front Side 


DESBUTAL 15 Gradumet 

15 mg. Methamphetamine 
Hydrochloride, 

90 mg. Pentobarbital Sodium 


Front Side 




samples available 



Each sample contains 6 tablets and a filled 
Sucaryl® Sweetener dispenser. For a supply, write 
Abbott Laboratories or ask your Abbott man. 


economy 

Patients, in many cases, save 
enough to get five weeks of 
medication for the price of 
four, compared to other leading 
long-release anorectics. 


Desbutal 15 Gradumet 

Product of choice for patients who 
overreact to plain amphetamine 

As «n m trutmett o( 

obesity. so to counteract snxtety and mild depression. 

Dosbufal is contraindicated in pa¬ 
tients taking a monoamine oxidase tnhibftor Nervousness 
or excessive sedation have occasionally been observed, 
often these effects will disappear after a lew days Use 
with caution in patients with hypertension, cardiovascular 
disease, hyperthyroidism or who ate sensitive to sympa¬ 
thomimetic dfugs. Careful supervision is advisable with 
maladjusted individuals, 

A single Gradumet tablet in the morning 
provides all-day appetite control. 

Si)PPUZ.B Desbutal 10 contains 10 mg of melh 
amphetamine hydrochloride and 60 mg. of pentobarbital 
sodium Desbutal 15contains 15 mg of methampbetamine 
hydrochtoride and 90 mg. ol pentobarbital sodium. In 
bottles ol 100 and 500. 


000 

QOO 

For: 

Directions: 


Dr. 


CONTRAINDICATION: Desoxyn and Desbutal are 
contraindicated in patients taking a monoamine 
oxidase inhibitor. 

PRECAUTIONS: Use with caution in patients with 
hypertension, cardiovascular disease, hyperthy¬ 
roidism, old age, or those sensitive to sympatho¬ 
mimetic drugs or ephedrine and its 
derivatives. Careful supervision is ad¬ 
visable with maladjusted individuals. 



Sucaryl Sweeteners 

A proven aid to weight control — 

For use in beverages and foods 
—stable to heat 

A constant reminder to your pa¬ 
tient to "watch her calories” 

A carefully balanced formula to 
prevent aftertaste 

—in tablets and liquid— 


Sucaryl—Abbott brand 




601060 


Gradumet—long-release dose form, Abbott: U.S. Pat. No. 2,987,445. 
Sucaryl—Abbott brand of low and non-caloric sweeteners. 














COMPONENT MEDICAL. SOCIETIES 


^^NNE ARUNDEL COUNTY 

The Anne Arundel County Medical Society 
held its recent meetings at the Coachman Inn 
on Ritchie Highway. The past two meetings 
had been well attended, and interesting pro¬ 
grams have been presented. 

The following officers and committees have 
been appointed for the ensuing year: H. Logan 
Holtgrewe, MD, president; J. Fred Hawkins, 
MD, vice president; Hilary O’Herlihy, MD, sec¬ 
retary ; Raymond P. Srsic, MD, treasurer. 
Elected to the Board of Directors: Drs. O’Herli- 
hy (1966), Leipold (1966), Perry (1966), Manu- 
zak (1966-67), Ray Smith (1966-67), and Wil¬ 
liam Williams (1966-67). 

Delegates to the Medical and Chirurgical Fac¬ 
ulty are Charles McDonald, MD (1966), Merton 
Waite, MD (1966-67), and Clayton Norton, MD 
(1966-68). Their respective alternates are 
George Settle, MD, Hubert Manuzak, MD, and 
Aris Allen, MD. Representative on the Fac¬ 
ulty’s Policy and Planning Committee is Wil¬ 
liam Williams, MD, and his alternate is Julius 
Loebl, MD. 

At the January meeting, Mr. I. Robinson of the 
Social Security Administration in Baltimore spoke 
on the Medicare program. A long discussion fol¬ 
lowed. A number of questions were asked and 
discussed. It was an interesting and productive 
meeting. 

In February the Executive Committee met and 
took care of its routine business. The March 
meeting was also held at the Coachman Inn. It 
was well attended. At this meeting Mr. Denwood 
Kelly, executive director of the Maryland Blue 
Shield, spoke on the proposed new prevailing fees 
program. At the conclusion of his excellent pres¬ 
entation the numerous questions stimulated a live¬ 
ly discussion. 

The Executive Committee at its April meeting, 
discussed the prevailing fee schedule and blood 
banking. Plans for the annual banquet in June 
were brought up to date by the program chairman. 

Samuel Borssuck, MD 


Moving UP... 

As the busy profession¬ 
al man's practice moves 
up, his need for proper 
tax records increases. 

More and more profes¬ 
sional men recognize 
the value of Federated's 
accurate, out-of-office 
Bookkeeping and Tax 
services and appreciate 
the savings in office time 
and expense. 


Call or Write: 

K. Merrill Sumey, Resident Manager 

FEDERATED BUSINESS 
SERVICES, INC. 

P. O. Box 580 
Randallstown, Maryland 

T elephone — 655-2552 
HOME OFFICE — BOSTON, MASS. 
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TONGUE, BROOKS & COMPANY 

FOR YOUR BEST ADVICE ON 

professional 
liability 
i nsu ranee 


• LESS RED TAPE 


• THE ONE POLICY APPROVED BY 

THE MEDICAL AND CHIRURGICAL FACULTY 


• BETTER SERVICE 


TONGUE, BROOKS & COMPANY 

213 St. Paul Place • Baltimore, Maryland 21202 
SA. 7-7171 



At the April meeting of the Baltimore City 
Medical Society, a plaque was presented to Her¬ 
man Seidel, MD, for his 54 years of exemplary 
service to the citizens of Baltimore City. A 
beautifully worded and heartfelt introduction 
was given by Louis V. Blum, MD, and a stand¬ 
ing ovation was tendered Dr. Seidel as Dr. Si- 
winski presented the plaque. 

A moment of silence was observed in memory 
of the following deceased members: T. Nelson 
Carey, Nathan J. Davidov, Albert E. Goldstein, 
J. Mason Hundley, Mitchell S. Kunkowski, Mil¬ 


ton Levin, Mason F. Lord, Irwin O. Ridgely, 
and William M. Rowland. 

The following applicants were elected to ac¬ 
tive membership: Mary Ellen Avery, Martin J. 
Birnbaum, Richard Kalinowski, Paul A. Leap, 
Seymour Perlin, Richard L. Riley, Mary Shams 
Roberts, Melito M. Torres, and Joseph J. Wityk; 
by transfer: Jerrie Cherry, Robert A. Gaertner, 
John E. Gessner, Ferdinand G. Mainolfi, Morton 
M. Mower, Lawrence J. Pazourek, Carl B. Schlei- 
fer, Martin M. Schuster, and Donald A. Wolfel. 

The following were elected to associate mem¬ 
bership: Werner Beck, J. David Bohorquez, 
Banjamin A. deGuzman, Albert Folgueras, 
Young Choon Hong, Robert M. Ollodart, Rene 
Trujillo-Lopez ; by transfer: Alberto J. Diaz. 

The resolutions coming before the House of 
Delegates at the coming annual meeting were 
reviewed. The Baltimore City Medical Society 
went on record as supporting resolution 1A/66, 
separating professional fees from hospital 
charges. The Society went on record as ap- 
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at Merck Sharp & Dohme... 


understanding... precedes development 


The development of chlorothiazide and probene¬ 
cid were events of major importance, but perhaps 
even more important for the future was the Renal 
Research Program by which they were developed. 
When Merck Sharp & Dohme organized this pro¬ 
gram in 1943, it was expressing in action some of 
its basic beliefs about research: 

• Many problems connected with renal structure 
and function were still undefined or unsolved. The 
Renal Research Program would begin its basic 
research in some of these problem areas. 

• From knowledge thus acquired might come clues 
to the development of new therapeutic agents of 
significant value to the physician. 


For example, the Renal Research Program put 
fifteen years into this search before chlorothiazide 
became available. But because these years had 
first led to a greater understanding of basic 
problems, the desired criteria for chlorothiazide 
existed before the drug was developed. 

Along with other research teams at Merck Sharp 
& Dohme, the Renal Research Program continues 
to add new understanding of basic problems — 
understanding which will lead to important new 
therapeutic agents. 

C$merck sharp & dohme (Division of Merck & Co., Inc., West Point, Pa. 

where today’s theory is tomorrow’s therapy 











One-Story New 
Fire-Safe 
Construction 
No ramps, steps or 
elevators needed 


Participating in the Md. 

BLUE CROSS 
SENIOR 
CITIZENS 
PROGRAM 


b 4 Dulaney-Towson” Nursing Home is Maryland’s ONLY 
medical & rehabilitation center offering ALL THESE ADVANTAGES 

* APPROVED BY THE AMERICAN HOSPITAL ASSOCIATION 

• Medically Supervised, Professionally administered total Care Program. 

• Continuous Physical Rehabilitation by registered therapists in Specially equipped dept. 

• A Beautiful Cheerful Place to Live. Just minutes away on beltway. 

• Reasonable Rates • Open Medical Staff ... • Inspection invited. 


Extended 

CARE 


PHONE 

VALLEY 

8-6500 


Dulaney Z)owion 

NURSING & CONVALESCENT HOME south 

111 West Road, Towson 


proving- in principle Resolution 2A/66, request¬ 
ing legislation for the creation of maintenance 
of the school of medical technology, but it op¬ 
posed the method outlined in the resolution. 

Dr. Middleton reported on the meeting on 
medical ethics of the American Medical Asso¬ 
ciation, held recently in Chicago. Dr. Morrison 
moved that the President give a written report 
on the activities of the Executive Committee 
from time to time to the whole membership. The 
motion was carried. Dr. Vash moved that the 
Society have six monthly meetings from April 
to October to discuss pertinent current medical 
social and economic problems and welfare ac¬ 
tivities. The motion was carried. 

Dr. De Hoff spoke regarding the Baltimore 
City Health Department’s plan for the imple¬ 
mentation of Title XIX of the Medicare Act. 
He pointed out that in the inner city there will 
be 200,000 citizens to be provided care under 
this provision after July, 1966. He called for 
interest and concern and active support of the 
Baltimore City Medical Society both in planning 


and implementing such plans for the care of 
these citizens. 

***** 

At its April 12 meeting, the Executive Com¬ 
mittee considered suggestions of possible donors 
for blood transfusions. The suggestions were 
contained in a report from the Maryland So¬ 
ciety of Pathologists, prepared by its president, 
Robert G. Lancaster, MD. 

A report was received from Victor A. 
McKusick, MD, of The Johns Hopkins Uni¬ 
versity, advising that a study would be made 
of children in junior and senior high schools 
in the city to screen for sickle cell trait and 
other hemoglobinopathies. 

The Committee accepted a proposal from 
Lederle Laboratories to distribute to Baltimore 
physicians a suggested form urging patients to 
obtain a single booster dose of oral polio vac¬ 
cine. 

The matter of summer meetings was con- 
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TEST DRIVE THE PONTIAC OF YOUR CHOICE 
AT KELLY PONTIAC . . . REAL SOON! 


KELLY PONTIAC 

MARYLAND’S OLDEST AND LARGEST PONTIAC DEALER 

5801 BELAIR ROAD AT WHITE AVENUE 
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' in treating topical infections, no need to sensitize the patient 




btibiotic 


*«« in the 
Miom in minor 
burnt, end 


USE ‘POLYSPORINU, 

POLYMYXIN B-BACITRACIN 

ANTIBIOTIC OINTMENT 

broad-spectrum antibiotic 
therapy with minimum risk 
of sensitization 

Caution: As with other antibiotic products, prolonged use may result in overgrowth 
of nonsusceptible organisms, including fungi. Appropriate measures should be 
taken if this occurs. Contraindication: This product is contraindicated in those 
individuals who have shown hypersensitivity to any of its components. 

Supplied: In V 2 oz. and 1 oz. tubes 

Complete literature available on request from Professional Services Dept. PML. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC.,Tuckahoe, N.Y. 


sidered. President Arthur Siwinski, MD, will 
write a personal letter to the membership con¬ 
cerning- this. 

John Collins Harvey, MD 


Washington County’s doctor and wife of the 
year, Dr. and Mrs. Archie R. Cohen. 


w 

W W ASHINGTON COUNTY 

On Saturday afternoon, April 2, the Washing¬ 
ton County Medical Society and the Washington 
County Board of Education cosponsored a sports 
injuries seminar on the high school and collegiate 
level. In addition to a panel of local physicians, 
Ernest B. Carpenter, MD, of Richmond, Duke 
Dwyer, trainer at the University of Maryland, 
and Lou Sabin, head football coach at the Uni¬ 
versity of Maryland, presented the program. 

James W. Banks, MD, chairman of the semi¬ 
nar announced that; 91 people registered, with 46 
from Washington County and 45 from nearby 
counties in Maryland and adjacent states. 

■ '■’* * . * * * 

Archie R. Cohen, MD, and Mrs. Cohen were 
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Nursing Rehabilitative Treatment Center 

operated underthe direct supervision of the Lowry Memorial Medical Center. 

Offering full treatment to the adult physically handicapped, specialized care to the 
senior citizen, and convalescent care to post-stroke and post-operative cases. 
Separate area for cancer patients. All facilities available to private physician. 
Professionally staffed and equipped PhysicalTherapy gymnasium,underthedirect 
supervision of a specialist in physical medicine. There is also an organized 
program of recreation. 

Everything at The Regent is designed to be used by wheel chair patients. 
Adjacent to the Penn-Mar Shopping Center on Marlboro Pike Beltway Exit 34 
Call or write for brochure. Phone 736-1113 
8100 Marlboro Pike, Forestville, Maryland 


named doctor and wife of the year. Both have 
been extremely active in a rural practice of 
medicine as well as in local and state positions 
in medicine and paramedical fields. 

Doctor’s Day was celebrated by a dinner hon¬ 
oring the doctor and wife of the year. A stage 
show, “Hats Off to Doctors,” was the feature 
event of the Woman’s Auxiliary Dinner. 

***** 

Max E. Byrkit, MD, and David J. Boyer, MD, 

have recently joined the American Academy of 
General Practitioners. 

George Milic, MD, pathologist, and William 
M. Slasman, Jr., MD, otolaryngologist, recently 
transferred from the Baltimore City Medical 
Society and are welcomed as new members. 

Ronald E. Keyser, MD, chairman of the Poi¬ 
son Control Committee, informed the local citi¬ 
zenry of problems of home poisons through the 
local newspapers. 

John D. Wilson, MD, was recently appointed 


chairman of the Health & Safety Committee for 
the Washington County Boy Scout district. 

John W. Clark, MD, DDS 

w 

W W ICOMICO COUNTY 

Manning W. Alden, MD, chairman of the Fac¬ 
ulty’s Public Relations Committee, was special 
guest at the Wicomico County Medical Society’s 
fifth annual press dinner, held in Salisbury on 
April 18. 

Representatives of local news media were in¬ 
formally entertained by the society. Members 
of the Executive and Public Relations Commit¬ 
tees acted as hosts. The purpose was to provide 
an evening of social relaxation as an expression 
of appreciation to the press for its cooperation 
and assistance. 
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THE NEW RENAULT R-8 



4 SPEED OR 

AUTOMATIC TRANSMISSION 

The Automotive Experts at Car & Driver Maga 
line say: "The Renault R-8 is fast, well con¬ 
structed, good handling, and has the best 
brakes in its class." "It has amazing ride 
& stability." "The Renault R-8 over¬ 
comes nearly every traditional ob¬ 
jection to economy cars we've 
ever heard." 


0 TO 60 IN 15 SECONDS! 
CRUISE ALL DAY AT 70! 
GET UP TO 37 MPG! 

RENAULT SEDAN PRICES 
START AT $1593 including 

all Fed. Taxes, Freight, Delivery 

Whitewall Tires • Electric Windshield 
Wipers • Air Foam Seats • Child 
Guard Locks • Deluxe Heater and 



Defroster & 4 Wheel Disc Brake:! 

Free 24 Hour Demonstration! 

MICHAELSON MOTORS, INC. 


Renault & Peugeot Sales — Parts —Service 

5801 REISTERSTOWN ROAD 
Open Nitely 'til 10 


FO 7-4700 


A 


CHUM 




Representing the press this year were: Rich¬ 
ard Moore, editor, and William Cochran, city 
editor of the Daily Times; Norman Glenn, man¬ 
ager, WJDY; Sam and Vera Sherwell, publisher 
and editor of the Salisbury Advertiser; William 
Phillips, manager, and B. C. Hargreaves, com¬ 
mercial manager, WJDY. 

Attending for the medical society were Charles 
Bagley III, MD, president; Marcus Stephanides, 
MD, president-elect; Robert L. Dickey, MD, 
secretary-treasurer; Andrew C. Mitchell, MD, 
immediate past president; James Clifford, MD, 
radio chairman; Stedman W. Smith, MD, chair¬ 
man, Board of Censors; Ollie H. Thompson, 
MD, Speakers Bureau chairman; and Kit Har¬ 
greaves, executive secretary. 


Guest speaker at the April meeting of the Wi¬ 
comico County Medical Society was John Pom- 
pelli, legislative representative of the AMA, who 
reviewed legislation of medical interest before 
Congress. 

William Van de Graaff, MD, was voted active 
membership, and Aubrey Smoot, MD, was ac¬ 
cepted by transfer from the Sussex County 
(Del) Medical Society. 

Other business included approval of a contri¬ 
bution to help underwrite the expenses of a spe¬ 
cial meeting of the Wicomico Chapter of the 
Maryland Conference of Social Welfare. The 
topic of the meeting was “The Unwanted Child.” 

Mrs. Kit Hargreaves 
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'Dexamyl' does more than most anorectics. Be¬ 
cause it curbs appetite and lifts mood, 'Dexamyl' 
can encourage the discouraged dieter to stay 
on her diet. 




she can say '‘No thank you" 
to the crepes suzette. 


The mood lift with 'Dexamyl' can make the dif¬ 
ference between the success or failure of her 
diet plan. 

Formulas: Each 'Dexamyl' Spansule® Capsule (brand of sustained 
release capsule) No. 1 contains 10 mg. of Dexedrine® (brand of 
dextroamphetamine sulfate) and 1 gr. of amobarbital, derivative of 
barbituric acid [Warning, may be habit forming). Each 'Dexamyl' 
Spansule capsule No. 2 contains 15 mg. of Dexedrine (brand of 
dextroamphetamine sulfate) and IV 2 gr. of amobarbital [Warning, 
may be habit forming). 

Principal cautions and side effects: Use with caution in patients 
hypersensitive to sympathomimetics or barbiturates and in coronary 
or cardiovascular disease or severe hypertension. Insomnia, excit¬ 
ability and increased motor activity are infrequent and ordinarily 
mild. 

Before prescribing, see SK&F product Prescribing Information. 

Smith Kline & French Laboratories 
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AUTO AIR-CONDITIONER 

SALES—SERVICE—PARTS 

Easy Terms 



FAST DRIVE-IN SERVICE 

Open 9.00 to 6:00 Member of NAC 

and Charge-it 

914-916 Cathedral St. LE 9-0662 

Baltimore, Md. SA 7-9157 


Cjointj I!,,! 


THE 

MOUNT VERNON 
MEDICAL BUILDING 

St. Paul St. at Mt. Vernon Place 

This will be Baltimore’s newest, most modern 
downtown medical building in 40 years . . . 
specifically planned and designed for the 
medical profession . . . featuring utility instal¬ 
lations and office layout to meet your in¬ 
dividual requirements. 

Occupancy This Winter 

Inquiries Cordially Invited 

Contact L. F. Bond 

GEISENDAFFER REALTY CO. 

2 E. Lexington St., Baltimore, Md. 21202 
LE 9-0368 MU 5-8161 


Offering 2 GENERATIONS of research 
and experience in cooperation with the 
MEDICAL PROFESSION 


CORRECT SHOES 

Sc 


for every 


need 


Normal 

Straight 

Corrective 


Pronators 
Supinators 
D. B. Splints 


Modifications and Custom Work 


HERBERT COX 


Pikesville 8, 

Baltimore 1, 

1433 Reisterstown Rd. 

210 N. Liberty St. 

HU 4-0021 

SA 7-7883 



^ladvUanal UapaH&ie. GuiAine 

SUKIYAKI TEMPURA 

TERIYAKI SUSHI 

... and othe>i4. 



COCKTAILS AND 
MIXED DRINKS 
SAKE (RICE WINE) 
JAPANESE BEER— 
ASAHI AND KIRIN 

n A.M.— 11 P.M. 
CLOSED MONDAY 


SAKURA PALACE 

7926 Georgia Ave., Silver Spring 

JU 7-7070 
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ARYLAN D 
SOCIETY OF 
PATHOLOGISTS INC. 

ROBERT G. LANCASTER, M.D., PRESIDENT 
W. BRADLEY KING, JR., M.D., SECRETARY 

MITCHELL ROSENHOLTZ, M.D., CHAIRMAN, EDITORIAL COMMITTEE 



Ethical and Legal Aspects of Clinical Pathology Laboratories 


PAUL F. GUERIN, MD 

For many years, laboratories outside of the 
City of Baltimore have been required to “register” 
with the State Health Department. In 1965, the 
Baltimore City exception to this state law was 
deleted, by agreement with the City and State 
Health Departments. At the same time, the City 
Health Department laboratory became a branch 
of the state laboratory system. This meant that 
all laboratories throughout the state were required 
to meet the same standards. 

During the 1966 session of the General As¬ 
sembly, a joint resolution (which does not have 
the effect of law) was introduced and adopted, 
calling for a study of the “possibilities for li¬ 
censing and regulating private medical labora¬ 
tories in the state.” The reasons given for the 
need of such a study were, among others, that 
most states have such licensing regulations, the 
increasing dependence of the medical profession 
on laboratory work, and reference to an article 
appearing in the October, 1965, Reader’s Digest, 
called, “The Achilles Heel of the Medical Pro¬ 
fession.” This article was condensed from one 
appearing in Redbook. 

In addition, two legislative bills were intro¬ 
duced. House Bill 675 was a State Department 
of Health bill and would establish by law that 
the State Health Department shall establish such 
minimum standards and qualifications for any 
laboratories in the state, as it may consider neces¬ 
sary. It also provided for periodic inspections 
and issuance of permits to such laboratories 
(italics ours). 

Also introduced was House Bill 747 at the 
request of a newly-formed Maryland Association 
of Bioanalysts. It provided for a licensing board 


for “certain clinical chemistry or bioanalytical 
laboratories” and gave broad powers to this 
board. The composition of the board was to be: 
two members of the aforementioned association, 
one member nominated by the Medical and 
Chirurgical Faculty of Maryland, one from the 
American Chemical Society, and one from the 
State Board of Health. Requirements were es¬ 
tablished for the titles of laboratory director, 
laboratory bioanalyst, laboratory technician, and 
laboratory assistant. Each would have been re¬ 
quired to take an examination, except that exist¬ 
ing persons, depending on their experience, would 
have been issued a license upon payment of a 
fee, depending upon the category of the indi¬ 
vidual. The State Department of Health would 
have been charged with enforcement under this 
bill. Of special interest in this proposal was the 
failure to provide a category under which a 
physician might be a laboratory director. This 
bill died in committee, which means that it was 
not discussed at any length and no specific action 
on it was taken. 

House Bill 675 was amended in both the 
House and the Senate. In its final form it pro¬ 
vided that: 

(1) If a laboratory director has been a direc¬ 
tor for at least seven years before 
June 1, 1966, he shall not be required to 
show further qualification. 

(2) Any laboratory that has been operating 
for seven years or more will be issued 
a permit and will thereafter be required 
to comply with rules and regulations es¬ 
tablished by the State Health Depart¬ 
ment. 

(3) A laboratory will not be required to have 
a physician director. 
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(4) No person, partnership, or corporation 
shall represent or service or maintain 
in this state any office, representative, or 
other facilities for the representation or 
servicing of any laboratories situated in 
this state or any other state which make 
examinations in connection with the 
diagnosis and control of human diseases, 
unless the laboratory so represented or 
serviced shall meet or exceed the mini¬ 
mum standards promulgated by the State 
Board of Health and Mental Hygiene 
under and pursuant to this section. 

(5) No persons, partnership, association, or 
corporation shall within this state, either 
directly or indirectly, advertise or solicit 
business for any laboratory which makes 
examinations in connection with the diag¬ 
nosis and control of human diseases if 
this laboratory is situated in this state or 
any other state. 

The passage of this legislation will bring about 
several changes in medical practice which are 
desirable. 

(1) Advertising, solicitation of work, and 
competition based on fees will no longer 
be legal. 

(2) Out-of-state laboratories will not be per¬ 
mitted to solicit work by sending detail 
men or advertising material to the medi¬ 
cal profession in Maryland generally. 

(3) Laboratories out of Maryland performing 
work on Maryland patients will be re¬ 
quired to meet the minimum standards 
required by the State Department of 
Health. 

(4) All clinical laboratories not existing in 
clinicians offices for their patients will 
be required to meet minimum standards 
established by the State Department of 
Health. 

The passage of this legislation will not affect 
the ethical principles in the conduct of clinical 
laboratories that have been previously established 
by the Medical and Chirurgical Faculty. The im¬ 
portant provisions of these principles are as 
follows: 

It shall be considered unethical: 

(1) For a lay employee, directly or indirectly, 
to solicit work from physicians 

(2) To advertise laboratory services in any 


media such as magazines, journals, news¬ 
papers, etc. 

(3) To display any advertising material on 
vehicles 

(4) To distribute mailing containers except 
on request 

(5) To submit specimens to any laboratories 
not owned (except in licensed hospitals 
and governmental facilities), operated, 
and professionally adequately supervised 
by a licensed and registered physician 

(6) To bill for laboratory services not per¬ 
formed by him or his regularly super¬ 
vised employed assistants 

(7) To send specimens to any laboratory 
rendering laboratory services at a flat 
fee (so-called contractual agreements) 

(8) To share income from laboratory serv¬ 
ices directly or indirectly with any lay 
person 

(9) To offer laboratory services under a fic¬ 
titious name 

(10) To offer laboratory services for the care 
of patients as a corporate structure 

(11) To have a financial interest in any clin¬ 
ical laboratory where the physician is not 
personally and professionally responsible 
for the quality of the work performed 
in the laboratory 

(12) To collect fees from any insurance com¬ 
pany for laboratory services not per¬ 
formed by him or his regularly employed 
assistants 

On June 17, 1965, the Council of the Medical 
and Chirurgical Faculty of Maryland adopted a 
report of the Laboratory Services Subcommittee 
of the Liaison Committee which stated in part: 

The Subcommittee feels that with the full cooperation 
of the Medical profession and others concerned, a pro¬ 
gram can be maintained in Maryland obviating the need 
for legislation to enforce rules which basically call for 
ethical conduct. 

Unfortunately, this statement of policy has not 
been followed and additional legislation has been 
enacted, only some of which is good. In the 
final analysis, the responsibility for good labora¬ 
tory work rests with the referring physician. If he 
will demand accurate and prompt service for his 
patients on a completely ethical basis, laboratories 
which offer less cannot survive. Furthermore, if 
this responsibility is exercised, additional legis¬ 
lative control should not be necessary. 
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IDIOPATHIC MYOCARDIOPATHY 

Part I: Clinical Features 


Idiopathic myocardiopathy is a nonvascular 
myocardial disease characterized clinically by heart 
failure with cardiomegaly and gallop rhythm 
and pathologically by diffuse patchy fibrosis and 
nonspecific inflammatory changes. It is a com¬ 
mon disease. 

Several investigators have found that idiopathic 
myocardiopathy is a significant cause of heart 
disease in adults. Harvey 5 found that it was 
responsible for more than 70% of the nonvascu¬ 
lar myocardial disease in a large series of patients. 

In the Baltimore area, we observed 40 patients 
with this disease during the past two years. In 
this article we will outline the clinical features of 
idiopathic myocardiopathy. Next month we will 
discuss the management of patients with this 
disease. 

The cause of idiopathic myocardiopathy is 
unknown, but several thoughts are prevalent con¬ 
cerning its pathogenesis. A relationship to pre¬ 
vious acute viral myocarditis, sometimes remote 
and often subclinical, has been suspected. Some 
patients have a history of alcoholism; but many 
do not, and the etiologic significance of alcohol is 
not clear. Woodward 9 and others have con¬ 
ducted experiments in animals, from which they 
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kins Hospital and Baltimore City Hospitals. 

This investigation is supported by USPHS Research 
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Chief, Cardiovascular Service, and 
Assistant Chief of Medicine, 

Baltimore City Hospitals 

infer that hyperimmune mechanisms may be im¬ 
portant. Occasionally heart failure of obscure 
cause occurs in the postpartal period, but the 
roles of pre-existing myocarditis, hypertension, 
vascular myocardial disease due to toxemia, and 
pulmonary embolization are often not well defined 
in such cases, and it is doubtful that there is a 
specific myocardiopathy related to the puerperium. 

Idiopathic myocardiopathy is more common in 
men, but the sex ratio is less striking if women 
who have heart failure of uncertain cause asso¬ 
ciated with pregnancy are included. Most pa¬ 
tients are between 20 and 50 years old, although 
the disease has been reported in all age groups. 
The predominance of Negroes seems to reflect, at 
least in part, the populations studied, for many 
white patients with this disease are seen at centers 
which have a more racially-halanced patient pop¬ 
ulation. 

Most patients present with heart failure, car¬ 
diomegaly, and gallop rhythm. There are no dis¬ 
tinctive clinical features, and many manifesta¬ 
tions of idiopathic myocardiopathy suggest heart 
disease due to other causes, such as arteriosclero¬ 
sis, hypertension, rheumatic fever, and constric¬ 
tive pericarditis. The insidious onset of conges¬ 
tive heart failure in a patient who does not have 
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a history of myocardial infarction or angina pec¬ 
toris, and who does not have a predisposition to 
coronary artery disease, such as diabetes mellitus 
or hypercholesterolemia, suggests idiopathic myo- 
cardiopathy. 

Although chest pain occasionally occurs in pa¬ 
tients with idiopathic myocardiopathy, it usually 
follows the onset of heart failure. Patients with 
heart failure due to arteriosclerosis, on the other 
hand, most often have a history of angina pec¬ 
toris or pain due to infarction before the appear¬ 
ance of heart failure. 

Diastolic hypertension is common in patients 
with idiopathic myocardiopathy, particularly when 
heart failure is present, but it is usually associated 
with a narrow pulse pressure and indicates low 
cardiac output rather than hypertensive vascular 
disease. Murmurs of relative mitral or tricuspid 
insufficiency may occur, suggesting rheumatic 
heart disease, but these murmurs diminish in in¬ 
tensity or disappear when heart failure responds 
and cardiac size decreases. Murmurs due to 
rheumatic valvular disease become louder as the 
heart becomes compensated and cardiac output 
increases. 

Some patients present with anasarca, hepa¬ 
tomegaly, and striking increase in venous pres¬ 
sure, suggesting cardiac tamponade due to peri¬ 
cardial effusion or constrictive pericarditis. A 
history of left ventricular failure preceding these 
signs of right ventricular failure favors myocar¬ 
dial rather than pericardial disease, but this is 
not absolute. Patients with idiopathic myocardi¬ 
opathy may present with right ventricular failure. 
Pericardial scanning, carbon dioxide angiography, 
or diagnostic pericardiocentesis may be necessary 
to exclude constrictive pericardial disease with 
certainty. 

The incidence of pulmonary and systemic em¬ 
boli, the latter from mural thrombus in the left 
side of the heart, is high. We have seen an oc¬ 
casional patient present with cerebral emboliza¬ 
tion as the first manifestation of this disease. 
Arrhythmias, particularly atrial fibrillation and 
premature ventricular contractions, are frequent. 
Idiopathic myocardiopathy should be suspected 
whenever a patient presents with atrial fibrillation 
of obscure cause. 

Laboratory findings are nonspecific. The chest 
x-ray practically always demonstrates cardio- 
megaly at some point in the patient’s course. In 
addition to arrhythmias, non-specific ST-T wave 


changes, left ventricular hypertrophy, and bundle 
branch block are the most common electrocardio¬ 
graphic abnormalities. Myocardial biopsies reveal 
no pathognomonic changes, and such material is 
of little diagnostic or therapeutic value. We feel 
that myocardial biopsy is still an investigational 
tool only. 

Mortality is high. Death occurs as a result of 
heart failure or its complications. Sudden and 
unexpected death is frequent, probably due to 
arrhythmias or embolization. Postmortem exam¬ 
ination reveals cardiac hypertrophy, dilatation, dif¬ 
fuse patchy fibrosis, and nonspecific cellular in¬ 
filtrates. Mural thrombi in the left and right sides 
of the heart are often seen, suggesting that at 
some point in the patient’s course, myocardial 
and endocardial damage occurred, perhaps second¬ 
ary to inflammation. Other findings are consist¬ 
ent with heart failure, and pulmonary and sys¬ 
temic infarctions may be found. 
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Problems of Diagnosis in Chronic Diseases Part i 


In an excellent survey of diseases in the elderly, 
Wilson, Lawson and Brass 1 were impressed by 
the multiplicity of diseases contributing to dis¬ 
ability. It is apparent that correct diagnosis un¬ 
derlies successful rehabilitation and comprehen¬ 
sive management. 

A review of a number of attempts to analyze 
the causes of diagnostic errors 2 ' 4 shows two major 
situations associated with misdiagnosis. The first 
is an inadequate history. This situation arises 
particularly in elderly people who are living alone 
and are found comatose or confused. The second 
situation leading to diagnostic error is uncritical 
dependence on laboratory work, previous diag¬ 
noses, or obsolete physical examinations. 

Another approach to improved diagnosis is to 
find those conditions most frequently missed and 
to keep these conditions at the forefront of atten¬ 
tion in all cases. A number of books have been 
published 5 ' 7 which are helpful in organizing symp¬ 
toms and signs into diagnostic categories. 

Our interest in the problems of diagnosis in 
patients with multiple diseases has been directed 
especially toward diseases which are treatable or 
curable. Over a number of years, we found that 
the treatable diseases, syndromes, or situations 
most likely to be mistaken fell into several groups: 

I. Infections 

II. Intra - abdominal abscesses, perforations, 
and gangrene of viscera amenable to sur¬ 
gical correction 

III. Hemiplegia 

IV. Endocrinopathies 


DOUGLAS CARROLL, MD 
Chief of Physical Medicine and Rehabilitation 
Baltimore City Hospitals 

Fevers and Infections 

In elderly patients, in patients with chronic dis¬ 
eases, and in patients with lethal disease, particu¬ 
larly cancer, there are three situations in which 
treatable infections are common yet frequently 
missed in hospitalized patients. 

Tuberculosis. —Tuberculosis is a disease al¬ 
most universally present yet inactive in elderly 
people, hovering in the background, ready to 
flourish and spread if the patient’s resistance is 
reduced by some other disease. In many situa¬ 
tions, it is the tuberculosis rather than the initial 
underlying disease which causes the patient’s 
death. Tuberculosis is to be sought particularly 
in patients with systemic lupus erythematosis, dia¬ 
betes mellitus, sarcoid, pulmonic stenosis, chronic 
alcoholism, after major stomach resections, and in 
association with steroid treatment. 

Hollister 8 found 22 patients with tuberculosis 
who came to autopsy in an acute hospital whose 
policy is not to admit patients with known tuber¬ 
culosis. Fourteen patients had not been diagnosed 
clinically. Five of these had pulmonary tubercu¬ 
losis, but the remainder had extrapulmonary tu¬ 
berculosis making diagnosis difficult. Some rea¬ 
sons for misdiagnosis were lack of appreciation 
of the frequency of tuberculosis in elderly people, 
misinterpretation of x-rays, and failure to use all 
diagnostic aids. 

Tuberculosis may present in unusual yet fairly 
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characteristic ways." It is a frequent cause of 
unexplained fever. 10,11 Hematogenous dissemi¬ 
nated tuberculosis is the most frequently missed 
treatable infection in our experience. 

Bacterial endocarditis. — Septicemia plays an 
important role in the pathogenesis of bacterial 
endocarditis, so that one should be particularly 
alert for its development with instrumentations 
of the genitourinary system, in pneumococcal 
pneumonia, neoplastic, and hematologic diseases. 12 
Findings may be atypical in older people. 13 

The presentation of the disease may be in a 
joint, in the kidneys, brain, or other organs which 
draw attention away from the heart. 

Infections in patients with cancer. —Browder, 
Huff, and Petersdorf have drawn attention to the 
occurrence of fever in patients with malignant 
disease. 14 Of 351 episodes of fever in 343 pa¬ 
tients with malignant disease, they noted that 
infection or obstruction was the cause of the fever 
in 38%; 16% of the fevers were unrelated to the 
tumor, and they were able to attribute the fever to 
the cancer itself in only 5.4% of the cases. It is 
therefore important not to attribute fever occur¬ 
ring in a patient with malignant disease to the 
tumor, since the patient’s life may be greatly pro¬ 
longed if an unrelated infection can be identified 
and treated. 

McCabe and Jackson 15 have documented the 
rapidly increasing incidence of bacteremia asso¬ 
ciated with other diseases in hospital practice. 

Infra-abdominal Abscesses, Perforations 
and Gangrene 

Where treatable conditions of the abdomen 
were missed, the clinical problem centered around 
making the decision to perform a laparotomy. 
Several situations seemed to recur repeatedly in 
obscuring the necessity for performing a laparot¬ 
omy. The patient frequently could not give a 
good history, nor could he describe his abdominal 
symptoms at the time of examination. The second 
problem was the presence of another disease dis¬ 
tracting attention from the abdomen as the point 
of immediate importance. A third difficulty was 
procrastination because the general medical condi¬ 
tion of the patient was poor. A fourth difficulty 
was that many of the elderly patients did not 
present the usual signs of peritonitis. 

One case of liver abscess was overlooked at 


laparotomy which included a liver biopsy. An¬ 
other patient was repeatedly examined for sus¬ 
pected peritonitis and had bilateral lower quadrant 
paracenteses which yielded no pus. The patient 
was found at autopsy to have a purulent pancrea¬ 
titis with peritonitis of the lesser omental sac. 

One of the most frequent treatable abdominal 
emergencies repeatedly missed is perforation of 
an acute or chronic duodenal ulcer with peritoni¬ 
tis and death. Duodenal ulcers have been seen 
frequently in patients with Laennec’s cirrhosis, in 
patients with cerebrovascular accidents and hemi¬ 
plegia, in patients with neurological diseases, par¬ 
ticularly with diseases of the spinal cord, in 
patients with respiratory acidosis secondary to 
pulmonary obstructive disease, and in patients 
with poliomyelitis requiring artificial ventilation 
because of respiratory paralysis. 

Perforation of a gangrenous vermiform appen¬ 
dix in elderly patients or those with multiple 
chronic diseases has been common in our ex¬ 
perience. 16 

Because of the high incidence of gall stones in 
elderly men and women, one might expect a high 
incidence of acute gall bladder disease with ob¬ 
struction, gangrene and perforation. 

An 81-year-old man had a diagnosis of acute 
cholecystitis made on admission to the hospital. 
Because of dehydration, septicemia (proteus mi- 
rabilis), and anuria, operation was delayed several 
days for hydration and treatment of infection. 
He died on the fifth hospital day and was found 
to have gall stones obstructing the ampulla of 
Vater, with an abscess of the gall bladder, pylo- 
phlebitis, and liver abscesses of several weeks’ 
duration. 

Morse and Deterling 17 point out that time spent 
in evaluating cardiac, pulmonary, and electrolyte 
conditions even in the most acutely ill elderly 
patient is well justified before operation. In the 
present case, it is apparent that emergency opera¬ 
tion might have saved the patient’s life. 

Another rarer type of perforation does not oc¬ 
cur within the abdomen but is so frequently asso¬ 
ciated with or mistaken for abdominal disease 
that it should be mentioned here. This is per¬ 
foration of the esophagus often associated with 
hemorrhage and mediastinitis. Since its cause may 
be the act of vomiting, it frequently complicated 
some abdominal disorder. 


(to be continued) 
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From the Subcommittee on Alcoholism of the Medical and Chirurgical Faculty of the State of Maryland 


Management of Acute Alcohol 
Withdrawal Symptoms 


This report, an approach to the medical with¬ 
drawal of the acutely ill alcoholic, is based on ex¬ 
perience with some 3,000 alcoholics over the past 
two years at the District of Columbia General 
Hospital, a 1,250-bed facility serving a population 
of almost one million people. The average num¬ 
ber of alcoholics admitted is 1,500 per year, con¬ 
stituting over one-third of all admissions to the 
Department of Psychiatry. 

The Alcoholic Unit, a 35-bed ward in the De¬ 
partment of Psychiatry, is sufficiently identified as 
a separate area to avoid the alcoholic’s reluctance 
to associate his problem with anything “mental.” 
Acceptance of the prob’em initially as having 
anything to do with a neurosis is impossible for 
most alcoholics because such a concept adds to 
their already unbearable feelings of inadequacy 
and inferiority. But in a group with the same 
illness the patient can identify and socialize with 
other alcoholics, relieving the feeling he has of 
being different, cast out, and alone. 

The primary function of the Alcoholic Unit is 
the medical management of withdrawal symptoms 
of large numbers of alcohol addicts coming from 
several sources but chiefly from the Emergency 
Room at D. C. General Hospital. Patients are 


JOSEPH F. CHAMBERS, MD 

seen by the resident physician in Psychiatry and 
are admitted specifically because of the severity of 
their withdrawal symptoms. Grave medical and 
surgical problems are not admitted to Psychiatry, 
being treated in the medical and surgical divisions. 
However, medical problems are routinely admitted 
when the chief complaint is alcohol withdrawal. 
These Emergency Room admissions are sick pa¬ 
tients, over half of them in or impending delirium 
tremens. Others have had convulsions prior to 
admission or have histories of seizures. Most of 
them have had previous, some repeated, admis¬ 
sions. 

While chronic alcohol intoxication also results 
in change in the social, behavioral, and familial 
areas, for the physician the presenting changes are 
metabolic and clinical. Calorie wise, alcohol is a 
fuel, nothing more; it is void of vitamins, pro¬ 
teins, and minerals. When, as in the alcoholic, 
ethanol becomes a major source of fuel, protein, 
vitamin, and mineral deficiencies begin to appear. 
Since alcohol is also a diuretic, the alcoholic be¬ 
comes dehydrated. Clinically, he is restless, tense, 
agitated, often depressed, guilty, and anxious. He 
demands symptomatic relief and obtains it with 
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more alcohol. Abrupt cessation of drinking in 
the alcoholic results in the development of a series 
of progressive symptoms whose severity is rough¬ 
ly proportional to the length and amount of drink¬ 
ing preceding withdrawal. Pharmacologically, 
ethyl alcohol is a central nervous system (CNS) 
depressant. The prolonged excessive use of this 
drug results in adaptive cellular metabolic changes 
seen clinically as withdrawal symptoms. 

The patient shows signs of CNS involvement 
by agitation, confusion, and tremulousness. He 
may be dizzy and ataxic. Further addiction is 
seen in the development of delirium, hallucina¬ 
tions, and even convulsions. The ever-present 
possibility of head injury in the acute alcoholic 
must be remembered; head injury may be masked 
by the withdrawal. 

The cardiovascular system shows tachycardia, 
premature ventricular contractions, and other ar¬ 
rhythmias. There is substantial systolic and mod¬ 
erate diastolic hypertension. The patient has 
hemoconcentration from his dehydration. Leuko¬ 
cytosis and variable fever are usually present. 

Gastrointestinal symptoms are prominent, vary¬ 
ing from anorexia and mild malaise to nausea, 
vomiting, and diarrhea. The patient may have 
modest hepatic congestion or be moribund with 
florid cirrhosis, ascites, and jaundice. 

The shaking alcoholic who is in or impending 
on delirium tremens is anxious, frightened, terri¬ 
fied, often beyond our comprehension. These 
patients can be suicidal. They often convulse and 
behave in a bizarre psychotic fashion. At this 
point, and well before it, they are valid medical 
and psychiatric emergencies. 

The medical treatment of acute alcohol with¬ 
drawal is directed primarily to the correction of 
the disturbed physiology. This involves sedation, 
correction of fluid balance, and vitamin, mineral, 
and protein replacement. 

Drug Therapy 

The use of tranquilizing drugs has brought 
about a vast change in treatment. Chlordiazepox- 
ide hydrochloride (Librium), currently the drug 
of choice, produces greater muscular relaxation 
than other agents, less drowsiness, and less hypo¬ 
tension. 1 A recently recognized and important 
property of the drug is its anticonvulsant effect. 
This is of particular importance in the treatment 
of alcoholics where withdrawal convulsions are a 
grave and occasionally fatal complication. The 


effect of chlordiazepoxide on the blood pressure 
seems to be cumulative after large doses. There 
is no sudden initial reaction; this is an advantage 
over the phenothiazines. (Our experience at 
D. C. General Hospital with chlordiazepoxide, 2 
chlorpromazine, and trifluoperazine 3 5 have been 
published elsewhere). 

The agitated alcoholic is treated as soon as he is 
seen. Many factors influence initial drug dosage: 
agitation, tremulosity, delirium, convulsions, age, 
muscle mass, the presence of intoxication, and the 
degree of dehydration and fever. 

Chlordiazepoxide is given 50 to 200mg intra¬ 
muscularly on admission. This is repeated one to 
six times in the first 36 hours depending upon the 
degree of agitation and delirium. Significant re¬ 
lief of even the severe cases occurs within 36 
hours. High dosages are continued until this sub¬ 
stantial relief takes place. At this point, medica¬ 
tion is sharply decreased and changed to the oral 
route: 25 to 50mg three times a day for two to 
four days. The patient is drug-free one to two 
days prior to discharge. 

Chloral hydrate, 1.0 to 1.5Gm, is used for bed¬ 
time sedation, and with chlordiazepoxide, usually 
provides restful sleep from which the patient is 
readily aroused. We no longer use barbiturates 
for bedtime sedation; as sedatives for alcoholics 
they are effective, yet frequently produce intoxi¬ 
cation instead of hypnosis, and are also lethal 
drugs with addiction liabilities. 6 We do not use 
paraldehyde: its odor is offensive, its margin of 
safety inferior, and its addictive properties widely 
known. 

Grand mal seizures seen in alcohol withdrawal 
states have been aptly called “alcolepsy.” Former¬ 
ly diphenylhydantoin and phenobarbital were rou¬ 
tinely given to all patients with a history or an 
actual episode of convulsions; but since the advent 
of chlordiazepoxide, withdrawal seizures are rare 
at D. C. General Hospital. Diphenylhydantoin is 
still used, prior to and after discharge where there 
has been an actual seizure, and phenobarbital in 
the acute convulsive crisis to insure control. 

Fluid, Food, Rest 

Correction of the fluid imbalance has not been 
found to be a problem in the large majority of 
cases. With tranquilizers, it is quite possible to 
hydrate orally. Fluids are available and encour¬ 
aged, and are forced on the sicker patients. Less 
than 10% have been found to require intravenous 
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lluid therapy. The patient is given an ample nour¬ 
ishing diet, with milk and fruit juices between 
meals, and rests for two hours after the noon 
meal and for nine hours at night. The alcoholic 
in the throes of a drinking bout does not eat nor 
does he really rest; the sleep he catches is fitful 
and of short duration, and the importance of rest 
and food in his recovery has long been recognized. 

Vitamin replacement therapy is accomplished 
by either oral (multivitamin capsules) or paren¬ 
teral administration. With the sicker alcoholic, 
where there is evidence of weight loss, cirrhosis, 
and delirium tremens, intramuscular B-complex 
and C vitamins are given daily until discharge. 
Antispasmodics are used frequently. Chlordiaze- 
poxide seems to have an autonomic quieting ef¬ 
fect by itself in most cases. Others require anti¬ 
cholinergics and gels to obtain relief from the dis¬ 
comfort caused by gastritis and low-grade peptic 
ulcers. 

A major advantage of hospital treatment of the 
alcoholic lies in the substantial advances in nurs¬ 
ing skills. Good clinical judgment by experi¬ 
enced and interested personnel is vital, since signs 
pointing to impending convulsions or relapse into 
delirium tremens can be recognized if they are 
known and looked for knowledgeably. 

In some toxic long-term alcoholics, the acute 
brain syndrome does not clear in three to four 
days. They pass from the acute, agitated, deliri¬ 
ous stage to an intermediate period of confusion 
and disorientation marked by severe memory loss. 
These patients rapidly show signs of sedation with 
medication. Treatment here involves reduction or 
discontinuance of medication. Only that neces¬ 
sary to control agitation and insure sleep is used. 
Fluids, parenteral vitamins, and vigorous nursing 
care generally resolve this intermediate phase 
within 10 to 20 days. These patients are peculiar¬ 
ly prone to bronchopneumonia and may have some 
liver damage, but will do surprisingly well with 
good nursing care and close medical supervision. 
Many recover rapidly; for others, complete recov¬ 
ery may take many months; some do not improve 
at all, remaining confused and disoriented with 
permanent organic damage. These unimproved 
patients are committed to St. Elizabeth’s, the Fed¬ 
eral Mental Hospital for the District of Columbia. 

Therapy in the Home 

Treatment of acute alcoholic withdrawal out¬ 
side the hospital involves several problems not en¬ 


countered in the controlled hospital setting. In¬ 
toxication, family strife, abuse of medication:— 
one or all may confuse the treatment picture. 

However, alcohol withdrawal often can be man¬ 
aged in the home. In many localities it has to be 
handled there, since general hospitals refuse to 
admit on this diagnosis alone. This refusal stems 
partly from the mistaken idea that alcoholics are 
unmanageable. The Alcohol Unit at D. C. Gen¬ 
eral Hospital is the quietest, cleanest unit in Psy¬ 
chiatry. With an average census of 30 patients, 
not more than two are in restraints at any one 
time, and these two are usually quiet. The fairly 
sober, sick alcoholic who wants to get well is an 
eminently manageable patient. 

Treatment in the home is quite possible pro¬ 
vided certain ground rules are followed. Patients, 
when seen, should be sober or nearly so, and they 
must be interested in treatment. (It is pointless 
to make a housecall at the family’s request on a 
still drinking alcoholic who has a case of whiskey 
and is maudlin-drunk). The patient should be 
willing to attempt to follow a prescribed course 
of treatment. If at all possible, an interested 
family member should be the nurse, supervising 
the patient, giving him his medication, encourag¬ 
ing and providing fluids and later food. 

Often, after the first day or two of treatment, 
someone from the local Alcoholics Anonymous 
(AA) group may help out here. However, A A 
is interested only if the patient is interested. It 
behooves the physician treating alcoholics to have 
some understanding of AA and to have contacts 
with these fine people. 
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Case 13 —Rupture of Uterus 


The patient was 41 years old, para 7, with 
seven living children. All of her previous preg¬ 
nancies had been essentially uncomplicated. 
The birth weight of the infants ranged from 
6 lb 1 oz to 7 lb 14 oz. Her prenatal course 
in the present pregnancy had been uncompli¬ 
cated. She had made six prenatal visits. To¬ 
tal weight gain had been 23 pounds, and the 
blood pressure had remained normal. The lat¬ 
est hemoglobin reported during pregnancy 
was 11.8gm. 

On August 15, the patient went into labor 
spontaneously and was admitted to the hos¬ 
pital at 8:30 pm. Admission physical examina¬ 
tion revealed the cervix 3ctn dilated, with the 
vertex presenting and membranes intact. Con¬ 
tractions were occurring every 15-20 minutes, 
lasting approximately 30 seconds. 

Three hours after admission, at 11:30 pm, 
contractions had diminished in frequency and 
intensity, and an intravenous pitocin drip with 
5 units of pitocin in lOOOcc of 5 °/o glucose was 
begun. After four hours of pitocin stimulation, 
the cervix was fully dilated, and shortly there¬ 
after the presening part was visible. Ethylene 
anesthesia was given, and a full-term living 
girl weighing 6 lb 12 oz was delivered spon¬ 
taneously at 4 am. Two minutes afterward, 
the placenta was expressed by the Crede meth¬ 
od. One ampoule each of intravenous pitocin 
and intramuscular ergonovine was given im¬ 
mediately after delivery of the placenta. 

Shortly thereafter it was noted that the 
patient was bleeding rather freely. Anesthesia 
was resumed, and the vagina and cervix were 


examined for lacerations and the uterine cavity 
was explored. No lacerations were found, nor 
were fragments of placental tissue discov¬ 
ered. Blood was sent to the laboratory for 
typing and cross-matching. A pitocin drip was 
reinstituted, and the excessive bleeding sub¬ 
sided. The patient was in mild shock, blood 
pressure not stated, and a plasma expander 
was begun until whole blood arrived. At 4 :50, 
the administration of lOOOcc whole blood was 
begun, and the patient’s blood pressure rose 
to normal. Three hours later she was returned 
to her room. 

At 10:15 am, the uterus was found to be 
relaxed and boggy, and about 200cc of blood 
was expressed from the uterus and vagina. 
Blood pressure was recorded as being 60/0. 
An additional two units of whole blood were 
begun, together with vasopressers and pitocin. 
with little change in the patient’s condition. 
Two more units of whole blood were adminis¬ 
tered, making a total of 3000cc. In spite of this, 
the patient remained in shock and was pro¬ 
nounced dead at 3 :50 pm, August 16. approx¬ 
imately 12 hours postpartum. 

Postmortem examination revealed an in¬ 
complete rupture of the uterus, 3cm in length, 
in the left lateral wall of the lower uterine 
segment, with extravasation of blood into the 
left broad ligament. There was no free blood 
found in the peritoneal cavity. 

Comment 

The committee voted this a preventable ma¬ 
ternal death for two reasons. The first criti- 


June, 1966 


135 








MEN'S PROFESSIONAL JACKETS 34 x5 46 




901— 100% dacron 

SHANTUNG . $7.99 

902— DACRON AND 
COTTON .... $8.99 

701 — 1 x I COMBED 
POPLIN.$5.99 


304— DACRON AND 
COTTON $8.99 

204—100% DACRON 
SHANTUNG $8.99 
604—100% COTTON 

DRIP-DRI.$5.99 

colors —white, aqua, blue 




■ > •. „ i * m 


•' • 'fit1 : ‘*»! v»' :.$•£ K M. 


FRANKLIN UNIFORM CO. 

SOUTH'S LARGEST UNIFORM HOUSE 

235 Park Avenue MU 5-7222 

BALTIMORE, MARYLAND 21201 


900 NTH STREET N. W. 
WASHINGTON, D.C. 20001 
EX 3-8200 


710 E. GRACE STREET 
RICHMOND, VIRGINIA 232 
Ml 4-2685 


123 W. FREEMASON STREET 
NORFOLK, VIRGINIA 23510 
MA 7-3639 


811 — 100% DACRON 
HERRING¬ 
BONE . $12.99 

414—SANFORIZED 

TWILL. $5.99 

124—SANFORIZED 
DUCK . $4.99 


400—2 x I COMBED 

POPLIN . $3.99 

401 — 1 x I POPLIN 
WASH & WEAR $3.99 
800—100% NYLON 
TAFFETA .... $6.99 
805—100% DACRON 
SHANTUNG $8.99 


19 




Call or write 
for information 


Plan that DREAM VACATION now 

Dreaming of a trip to far-away places? or an interesting holiday nearer 
home? Do it the easy way ... let us assume the responsibility for your 
tickets, reservations, accommodations. 

★ FALL & WINTER BOOKINGS NOW * 

TRAVEL SERVICES, Inc. 

306 North Charles St. Baltimore, Md. 

PL 2-2122 


cism concerned the use of pitocin stimulation 
in a para 7. It is generally agreed that pitocin 
stimulation in patients of high parity is un¬ 
duly hazardous and should be avoided. 

A second preventable factor was the failure 


to detect the laceration in the wall of the 
uterus. Had a more careful examination been 
carried out and the rupture diagnosed, prompt 
hysterectomy probably would have altered 
the outcome. 
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Blueprint for dealing with tension due to stress — Prolixin—once-a-day 

For the patient who must be on the job mentally as well as physically, prescribe 
Prolixin. The prolonged tranquilizing action of as little as one or two mg. helps 
him cope with tension all day long. Markedly low in toxicity and virtually free 
from usual sedative effects, Prolixin is effective in controlling both anxiety 
associated with somatic disorders and anxiety due to environmental 
or emotional stress. Patient acceptance is good — because Prolixin 
is low in cost, low in dosage and low in sedative activity. Prescribe 
Prolixin. 


Side Effects, Precautions, Contraindications: As used for anxiety and tension, side 
effects are unlikely. Reversible extrapyramidal reactions may develop occasionally. In 
higher doses for psychotic disorders, patients may experience excessive drowsiness, visual 
blurring, dizziness, insomnia (rare), allergic skin reactions, nausea, anorexia, salivation, 
edema, perspiration, dry mouth, polyuria, hypotension. Jaundice has been exceedingly rare. 
Photosensitivity has not been reported. Blood dyscrasias occur with phenothiazines; routine 
blood counts are recommended. If symptoms of upper respiratory infection occur, discon¬ 
tinue the drug and institute appropriate treatment. Do not use epinephrine for hypotension 
which may appear in patients on large doses undergoing surgery. Effects of atropine may 
be potentiated. Do not use with high doses of hypnotics or in patients with subcortical 
brain damage. Use cautiously in convulsive disorders. Available: 1 mg. tablets. Bottles of 
50 and 500. For full information, see Product Brief. 
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Diagnosis and Treatment of Streptococcal Pharyngitis 


Approximately 1-3% of persons who have an 
untreated type A, beta hemolytic streptococcal in¬ 
fection (hereafter referred to as streptococcal in¬ 
fection) will develop acute rheumatic fever. This 
initial attack of acute rheumatic fever can be pre¬ 
vented if the streptococcal infection is accurately 
diagnosed and adequately treated. The highest in¬ 
cidence of rheumatic fever is between the ages of 
about 5-16 years with the peak at about 8-10 
years. It is the physician who cares for children 
who has the best opportunity to prevent this po¬ 
tentially crippling and disabling and even fatal 
disease. 

The typical signs and symptoms of streptococ¬ 
cal pharyngitis are sudden onset of fever and 
sore throat. The child appears ill and has tender 
cervical adenopathy. The pharynx and tonsils 
have a beefy red injection, and usually an exudate 
is present. Unfortunately, many persons who 
have streptococcal pharyngitis do not exhibit these 
signs and symptoms; some who do may have a 
pharyngitis of viral etiology. Coxsackie or an 
adenovirus pharyngitis may be manifest by an 
exudate. Using clinical criteria alone, strepto¬ 
coccal pharyngitis can be diagnosed accurately in 
only 50-70% of cases. 

Laboratory aids, notably throat culture, are 
most important. Only by using this simple and in¬ 
expensive technique can streptococcal pharyn¬ 
gitis be identified accurately, allowing proper 
treatment to be instituted and rheumatic fever 
prevented. This technique of throat culture, plat- 

From the Department of Pediatrics, University of 
Maryland School of Medicine. 


KARL H. WEAVER , MD 

ing and incubation of the culture, and recognition 
of beta hemolytic streptococcal colonies are well 
described in a publication of the American Heart 
Association entitled A Method for Culturing Beta 
Hemolytic Streptococci From the Throat. This 
concise pamphlet can be obtained from your local 
Heart Association chapter. It is imperative that 
any suspected streptococcal pharyngitis be con¬ 
firmed by culture. The technique should become 
a routine office procedure. 

Once a diagnosis of a streptococcal infection 
has been made, treatment must be adequate to pre¬ 
vent rheumatic fever. Whatever antibiotic is 
used, it must be given for a full 10 days. Penicil¬ 
lin is clearly the drug of choice, and erythromycin 
second. Tetracyclines are unreliable because of 
resistant streptococcal strains. Sulfonamide prep¬ 
arations have no value in the treatment of strep¬ 
tococcal infections. 

It is important for therapy to be continued for 
10 days even though clinical improvement may oc¬ 
cur in a much shorter time. Intramuscular peni¬ 
cillin is probably the best form of therapy, since 
it prevents the patient from discontinuing the 
antibiotic after several days (which frequently 
happens with oral therapy) because of the relief 
from symptoms. A single injection of 1.2 mil¬ 
lion units of benzathine penicillin (600,000- 
900,000 units in a child) is adequate. This prep¬ 
aration may cause a somewhat painful local re¬ 
action. Also, 600,000 units of penicillin in oil 
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with aluminum monostearate intramuscularly 
every third day for three doses is adequate. It is 
impractical to use aqueous penicillin. A single 
dose of procaine penicillin is inadequate. 

If oral penicillin is used, a total daily dose of 
800,000 to 1.2 million units divided into four 
doses should be given. If potassium penicillin G 
is used, it should be given on an empty stomach to 
allow maximal absorption. 

For those patients who are sensitive to peni¬ 
cillin, erythromycin is the drug of choice. It 
should be given in the dosage of 125-250mg four 
times a day for 10 days. Tetracyclines should not 
be used unless it is known that the infecting orga¬ 
nism is sensitive to that antibiotic. 

In summary, rheumatic fever is a preventable 
sequela if the preceding streptococcal infection is 
accurately diagnosed and adequately treated. 
Throat culture is vital to accurate diagnosis. 
Adequate treatment consists of an adequate blood 
level of the appropriate antibiotic (penicillin 
clearly being the drug of choice) for a full 10 
days. 
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Bamadex Sequels 

Contraindications: In hyperexcitability and in agi¬ 
tated prepsychotic states. Previous allergic or 
idiosyncratic reactions. 

Precautions: Use with caution in patients hyper¬ 
sensitive to sympathomimetic compounds, who 
have coronary or cardiovascular disease, or are 
severely hypertensive. 

Dextro-amphetamine sulfate: Use by unstable in¬ 
dividuals may result in psychological dependence. 

Meprobamate: Careful supervision of dose and 
amounts prescribed is advised; especially for pa¬ 
tients with known propensity for taking excessive 
quantities of drugs. Excessive and prolonged use 
in susceptible persons, e.g. alcoholics, former ad¬ 
dicts, and other severe psychoneurotics, has been 
reported to result in dependence. Where excessive 
dosage has continued for weeks or months, re¬ 
duce dosage gradually. Sudden withdrawal may 
precipitate recurrence of pre-existing symptoms 
such as anxiety, anorexia, or insomnia; or with¬ 
drawal reactions such as vomiting, ataxia, trem¬ 
ors, muscle twitching and, rarely, epileptiform 
seizures. Should meprobamate cause drowsiness 
or visual disturbances, reduce dose—operation of 
motor vehicles, machinery or other activity re¬ 
quiring alertness should be avoided. Effects of 
excessive alcohol consumption may be increased 
by meprobamate. Appropriate caution is recom¬ 
mended with patients prone to excessive drinking. 
In patients prone to both petit and grand mal 
epilepsy meprobamate may precipitate grand mal 
attacks. Prescribe cautiously and in small quanti¬ 
ties to patients with suicidal tendencies. 

Side Effects: Overstimulation of the central nerv¬ 
ous system, jitteriness and insomnia or drowsiness. 

Dextro-amphetamine sulfate: Insomnia, excita¬ 
bility, and increased motor activity are common 
and ordinarily mild side effects. Confusion, anx¬ 
iety, aggressiveness, increased libido, and halluci¬ 
nations have also been observed, especially in 
mentally ill patients. Rebound fatigue and de¬ 
pression may follow central stimulation. Other 
effects may include dry mouth, anorexia, nausea, 
vomiting, diarrhea, and increased cardiovascular 
reactivity. 

Meprobamate: Drowsiness may occur and can be 
associated with ataxia, the symptom can usually 
be controlled by decreasing the dose, or by con¬ 
comitant administration of central stimulants. 
Allergic or idiosyncratic reactions: maculopapu- 
lar rash, acute nonthrombocytopenic purpura 
with petechiae, ecchymoses, peripheral edema 
and fever, transient leukopenia. A case of fatal 
bullous dermatitis, following administration of 
meprobamate and prednisolone, has been re¬ 
ported. Hypersensitivity has produced fever, 
fainting spells, angioneurotic edema, bronchial 
spasms, hypotensive crises (1 fatal case), anuria, 
stomatitis, proctitis (1 case), anaphylaxis, agranu¬ 
locytosis and thrombocytopenic purpura, and a 
fatal instance of aplastic anemia, but only when 
other drugs known to elicit these conditions were 
given concomitantly. Fast EEG activity, usually 
after excessive dosage. Impairment of visual ac¬ 
commodation. Massive overdosage may produce 
drowsiness, lethargy, stupor, ataxia, coma, shock, 
vasomotor, and respiratory collapse. 
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First aid for a Second aid for a 

button popper button popper 


Bamadex Sequels 

d-amphetamine sulfate (15 mg.) Sustained Release Capsules 
and meprobamate (300 mg.) 


By providing combined anorexigenic-tranquilizing action, BAMADEX SEQUELS 
Capsules help your nonshrinking patients to establish new patterns of eating less. 
The amphetamine component suppresses the appetite, while the meprobamate 
helps allay nervousness and tension. And for most patients, the sustained release 
of the active ingredients makes possible convenient one-capsule-a-day dosage. 


LEDERLE LABORATORIES • A Division of American Cyanamid Company, Pearl River, New York 
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DEPARTMENT OF HEALTH 



Highlights 

MEDICARE CERTIFICATION 

Under Title XVIII, the Department is charged 
with ascertaining which hospitals, nursing homes, 
home health agencies, and independent labora¬ 
tories meet the conditions of participation in the 
Medicare program and with making recommen¬ 
dations to the Social Security Administration. 
Participation of hospitals, home health agencies, 
and independent laboratories begins on July 1. 
For extended care facilities, participation begins 
on January 1, 1967. 

The Bureau of Medical Services has been 
working intensively with general, chronic disease, 
mental, and tuberculosis hospitals to get as many 
as possible recommended for certification by May 
31, the deadline set by the Social Security Ad¬ 
ministration for participation by July 1. The 
major problems are in ascertaining that the 19 
institutions not accredited by the Joint Commis¬ 
sion on Accreditation of Hospitals take steps to 
substantially meet the conditions for participation. 
Each hospital must have a utilization review plan 
functioning by July 1. The operation of the plan 
is a responsibility of the medical profession and 
must have the approval of the medical staff as 
well as that of the governing body of the hospital. 

Home health agencies, which initially will be 
limited mainly to local health departments, are 
now being urged to apply for participation and 
take actions necessary to qualify for certification. 

The Bureau of Laboratories is working with 
independent laboratories to help them gain cer¬ 
tification. 

Work on extended care facilities is in the in¬ 
itial stages, which will be intensified after the 


peak load of work on other providers of service 
is accomplished. 

PESTICIDES IN FOODS 

The laboratory determination of pesticide resi¬ 
dues in foods is complex because of the variety 
of food products and the number of substances 
and minute quantities of residue that may be in¬ 
volved. During 1965, the Bureau of Laboratories 
examined 425 samples of milk and 174 samples 
of other foods. When elevated quantities were 
found in milk, the production of the dairy in¬ 
volved was placed under closer surveillance and, 
in some instances, excluded from market. In 
the vegetables—lettuce, cabbage, endive, tomatoes, 
broccoli, and other greens—the quantities found 
were below tolerance levels. No significant levels 
were found in samples of oysters, clams, ham¬ 
burgers, or hot dogs. The group of pesticides 
detected in any amounts was the chlorinated hv- 
drocarbons (DDT, Aldrin, etc.); none of the 
organophosphates (Malathion, etc.) was detected, 
possibly because of lack of specific equipment. 
The continuance of the surveillance program is 
of significance in the accumulation of detailed 
knowledge of our chemical environment and pro¬ 
vides a guide to the development of laboratorv 
capabilities. 

INTERAGENCY CONFERENCE ON SCHOOL 
HEALTH PROBLEMS 

Representatives from 17 local health depart¬ 
ments and departments of education attended the 
Maryland Conference on Critical School Health 
Problems: Smoking and Drug Addiction, spon¬ 
sored jointly by the Maryland State Departments 
of Education and Health, in cooperation with 
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ANNOUNCING 


potent combination in 
truly delicious orange-flavored forms: 

m W# 



ERYTHROMYCIN ETHYL SUCCINATE-TRISULFAPYRIMIDINES 






in 

chewable 

tablets 









When combination antibiotic 
therapy is indicated... 



CONSIDER: an exceptionally high 
cure rate in susceptible infections 


The rationale : When combined, Erythrocin and 
the trisulfapyrimidines (triple sulfas) are indicated 
in infections that are more susceptible to the 
combination than to either agent alone. Such 
conditions are usually found in urinary, lower 
respiratory tract and chronic ear conditions. 

The results: Clinical studies involving 142 
young patients showed an overall cure rate of 


96.5%. Side effects were experienced by only four 
of the patients. 

The acceptance: The majority of the 142 
patients studied expressed a definite liking for 
the products. There were only two refusals. An 
independent taste-test with 50 healthy children 
further substantiated the excellent acceptability 
of the orange-flavored forms. ( > eozoei 


ERYTHROCIN-SULFAS 

ERYTHROMYCIN ETHYL SUCCINATE-TRISULFAPYRIMIDINES 



In Chewable Tablets 
In Granules for Oral Suspension 








ERYTHROCIN-SULFAS 

Brief Summary 

Indications: Use Erythrocin-Sulfas in in¬ 
fections more susceptible to the combination 
than to either agent alone. These are usually 
found in urinary, lower respiratory tract, 
and chronic ear infections. 

Contraindications: Known sensitivity to 
erythromycin or sulfonamides. Because of 
the possibility of kernicterus with sulfona¬ 
mides, do not use in pregnancy at term, 
premature or new born infants. 

Warnings : As with other forms of sulfona¬ 
mide therapy, carefully evaluate patients 
with liver or kidney damage, urinary ob¬ 
struction, or blood dyscrasia. Deaths have 
been reported from hypersensitivity re¬ 
actions and blood dyscrasias following use of 
sulfonamides. Perform blood counts and 
liver and kidney function tests if used re¬ 
peatedly at close intervals or for long periods. 

Precautions: Use sulfonamides with cau¬ 
tion in patients with a history of allergy. 
Assure adequate fluid intake to prevent crys- 
talluria and institute alkali therapy if in¬ 
dicated. 

Adverse Reactions: Sulfonamide therapy 
may be associated with headache, nausea, 
vomiting, urticaria, diarrhea, hepatitis, pan¬ 
creatitis, blood dyscrasias, neuropathy, drug 
fever, skin rash, injection of the conjunctiva 
and sclera, petechiae, purpura, hematuria 
and crystalluria. 

Side effects due to erythromycin are in¬ 
frequent, but occasional abdominal discom¬ 
fort, nausea, or vomiting, urticaria and other 
skin rashes may occur. 

If a reaction or overgrowth of nonsuscep- 
tible organisms occurs, withdraw the drug. 

Supplied : The Granules for Oral Suspension 
come in bottles of 60 ml. and 150 ml. The 
Chewable tablets are in bottles of 50. Each 
5-ml. teaspoonful of reconstituted Granules 
or each Chewable tablet provides erythro¬ 
mycin ethyl succinate equivalent to 125 mg. 
of erythromycin activity and 167 
mg. each of sulfadiazine, sulfa- I 

merazine and sulfamethazine. 603303 


the state Cancer Society, the Heart Association, 
the Tuberculosis Association, and PTA. The all¬ 
day conference was attended by representatives 
from the Department of Catholic Education and 
the teacher-training institutions of the state. 

At the conference, the Maryland Committee on 
Smoking and Health distributed copies of the re¬ 
source unit on Smoking and Health for Grades 7 
through 9. This unit is the second of a series of 
teaching aids developed by the Committee to as¬ 
sist in teaching the adverse effects of cigarette 
smoking on health. The first aid, for Grades 5 
and 6, was developed last year and has been 
widely distributed throughout the state. 

NUTRITION IN MATERNITY PROGRAMS 

A conference on nutrition in maternity pro¬ 
grams brought 30 persons from state and local 
health departments to the central office to discuss 
ways to provide the best use of nutrition services 
in maternity programs. Guidelines were formu¬ 
lated to help the nutritionist function more effec¬ 
tively as a part of the health team serving the 
maternity patient. 



ROWE PRICE 
GROWTH STOCK 
FUND, IMG. 

BALTIMORE, MARYLAND 

A stock portfolio carefully selected 
for possible growth of principal and income. 

NO SALES CHARGE 

NO REDEMPTION CHARGE 

Offered and Redeemed at New Asset Value 

Mail coupon below for a copy of the prospectus. 



T. Rowe Price 
Growth Stock Fund, Inc. 
Dept. I, One Charles Center 
Baltimore, Maryland 21201 


NAME_ 

ADDRESS^ 
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BOARD OF MEDICAL EXAMINERS OF MARYLAND 


Addenda to Directory of Registered Physicians 

PHYSICIANS REGISTERED FEBRUARY 1 , 1966, TO MAY 1, 1966 


Bell, Joseph Asbury, 9318 Elmhurst 
Drive, Bethesda, Md. 20014 

Boyd, DeWitte Talmadge, 3 Mon¬ 
mouth Rd., Baltimore, Md. 21228 

Boyle, Charles Dennis, 4107 Oliver 
St., Chevy Chase, Md. 20015 

Brown, William Virgil, 550 North 
Broadway, Baltimore, Md. 21205 

Charache, Patricia, 5701 Chilham 
Rd., Baltimore, Md. 21209 

Charache, Samuel, 5701 Chilham 
Rd., Baltimore, Md. 21209 

Child, Edwin Lee, 5503 Darel Dr., 
Apt. 102, Suitland, Md. 20023 

Clark, Ranville Stopford, 4811 North 
Capitol St., NE, Washington, D.C. 

Cohen, Gordon Richard, 2205 Forest 
Glen Rd., Silver Spring, Md. 

Fahrney, Peter Martin, RD#5, Fred¬ 
erick, Md. 

Fitzgerald, Robert Brassill, 1205 
Autre Court, Rockville, Md. 20851 

Flinn, Robert Barr, 1107 Notting¬ 
ham Rd., Wilmington, Del. 

Gardner, Allen Stiles, 1807 Eldon 
Lane, Silver Spring, Md. 

Hambrick, George Walter, Jr., 3400 
Spruce Street, Philadelphia, Pa. 
19104 

Hecht, Robert Harold, 6010 East 
Pratt Street, Baltimore, Md. 21201 

Herrmann, Raymond William, 21 
Thornhill Rd., Lutherville, Md. 
21093 

Jacobs, Eugene Robert, 1307 Kings¬ 
ton Ave., Alexandria, Va. 22302 

Johnson, Lewis William, Jr., Quar¬ 
ters S-9, U. S. Naval Station, 
Annapolis, Md. 


Johnson, Thomas Russell, 504 S. 2nd 
St., LeSueur, Minn. 

Katz, Ernest Barney, 9801 Portola 
Drive, Beverly Hills, Calif. 90210 

Kessler, Irving Isar, 450 Clarkson 
Ave., Downstate Medical Center, 
Brooklyn, N. Y. 

Kramer, Frederick H., Eastern 
Shore State Hospital, Cambridge, 
Md. 21613 

Kredich, Deborah Welt, 5910 Rols- 
ton Rd., Bethesda, Md. 20034 

Kwaterski, Mitchell Francis, 3A Sell¬ 
ers Rd., Annapolis, Md. 21402 

Mandeville, Frederick Byrne, 10 
Westham Parkway, Richmond 29, 
Virginia 

Mehring, Samuel Stuart, 312 Bev¬ 
erly Hills Drive, Youngstown, 
Ohio 44505 

Miller, Lawrence Percy, 301 East 
Main, Sharpsburg, Md. 

Morris, David Lawrence, 8601 22nd 
Ave., Adelphi, Md. 20783 

Morse, Peter Hodges, U. S. Naval 
Weapons Station Disp., Charles¬ 
ton, S. C. 29408 

Mullen, John Conlin, 4605 Dabney 
Drive, Rockville, Md. 20853 

Nelson, Ralph Gilbert, 5719 Beech 
Ave., Bethesda, Md. 

Pagan-Lugo, Jose Angel, 807 Brad- 
dock Road, Cumberland, Md. 21502 

Pappas, Stephen S., 9701 Tusculum 
Way, Bethesda, Md. 20034 

Peterson, Bonita J., Greater Balti¬ 
more Medical Center, Dept, of 
Pathology, Baltimore, Md. 21204 


Quinton, Seana W., 1329 Lombard 
St., Apt. 105, Philadelphia, Pa. 
19147 

Roth, Henry, 3 Pooks Hill Rd., 
Bethesda, Md. 20014 

Sauer, Robert Howard, U. S. Naval 
Hospital, Camp Lejeune, N. C. 
28542 

Sennett, Charlie Otis, Jr., 17505 
Park Mill Drive, Derwood, Md. 

Shen, Pearl Yuin-Tai, 8209 Fenway 
Rd., Bethesda, Md. 20034 

Sones, Frank Mason, Jr., 2020 E. 
93rd St., Cleveland, Ohio 44106 

Stasko, Andrew, 401 Decatur St., 
Cumberland, Md. 

Stone, Evan Clifford, 5704 Mohican 
Rd., Washington, D. C. 20016 

Strauss, John Steaven, National In¬ 
stitute of Mental Health, Bethes¬ 
da, Md. 

Sutton, Jonathan McClellan, Roo¬ 
ney Apts., Webb’s Lane, Dover, 
Del. 

Tanning, Howard Michaels, 8906 
16th Street, Silver Spring, Md. 
20910 

Urso, May Jewel Gong, 14107 Bram¬ 
ble Lane #203, Laurel, Md. 20810 

Wanderer, Alan Anson, 14011 Bram¬ 
ble Lane, Laurel, Md. 20810. 

Weinroth, Jerome Robert, 680 Aza- 
las Drive, Rockville, Md. 20850 

Wittenberg, Ralph E., 211 G Street, 
Washington, D. C. 20024 

Young, Lois Adelaide, 4530 Fort 
Totten Drive, N.E., Washington, 
D. C. 20011 


Names and addresses of above physicians received too late to appear in the Directory of Registered Physicians. 
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BALTIMORE CITY HEALTH DEPARTMENT 


ROBERT E. FARBER, M.D., M.P.H. 
COMMISSIONER 


American Building, Baltimore and South Streets 
Baltimore, Maryland 21202 


752-2000: Extension 307 


Learn To Do Your Part In The Prevention Of Disease 


Tuberculosis Tests for School Personnel 


A new program of testing for tuberculosis 
among public school personnel was instituted 
April 18 by the City Health Department’s Divi¬ 
sion of Tuberculosis. This step in the control of 
tuberculosis in the city was approved by the 
Board of School Commissioners on March 3. 

Testing of school stafif for tuberculosis will be 
by the tuberculin test, a chest x-ray, or both if 
indicated. It will be initiated in the schools by 
public health nurses using the tuberculin test. 
Reactors to the tuberculin test and those who 
for any one of a number of reasons omit the 
tuberculin test will be required to have a chest 
x-ray. Individuals who so desire may forego the 
tuberculin test and have a chest x-ray only. 

Chest x-rays are available without charge at 
the Maryland Tuberculosis Association or at any 
of the four Baltimore City Health Department 
chest clinics. Those who wish to do so may have 
the test performed by their private physician, 
and those who can produce acceptable evidence 
of examination since September 1, 1965, need 
not repeat the tests at this time. 


There is no evidence to suggest that tubercu¬ 
losis is more prevalent among school teachers and 
other school stafif than it is in the general public. 
However, as we know, when an infectious case 
does occur in a stafif member in a school, there is 
greater opportunity for passing on the infection 
to the children. This did occur in a nursery in 
Detroit and was reported in the local newspaper 
this year on January 19. 

About half of the newly reported active cases 
of tuberculosis occur in persons 45 years or 
older, most of whom have carried a dormant in¬ 
fection for years. Our current objective is to 
prevent infection of young children so that they 
will not develop disease. 

The new tuberculosis testing program is under 
the supervision of Allan S. Moodie, MB. For 
further information on this program or any 
aspect of the Department’s tuberculosis control 
work, call 752-2000, extension 2557. 

Robert E. Farber, MD 
Commissioner of Health 



THE ENGLE FAMILY, OWNERS-MANAGERS 
RESERVATIONS, CALL 289-6401 
OCEAN CITY, MARYLAND 


o 



teMc& 


MOTEL 


The Sun and Fun Spot 
For The Entire Family 


Right on the ocean front at 24th 
Street. Ultra-modern unit with indi¬ 
vidually controlled heat and air-con¬ 
ditioning . . . private balconies . . . 
room telephones . . . heated pool. 
Free off-street parking; coffee shop; 
guarded beach. 
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RESTAURANT 
& LOUNGE 

FENWICK ISLAND 
' DELAWARE 


Dancing Nightly 
During Season 

PHONE 539-7400 

(Area code 302) 


• SEAFOOD 

• STEAKS 

• Delmarvalous 

CHICKEN 

• LOBSTERS 

from our tank 

• COCKTAIL 
LOUNGE 


Let us put you behind the wheel 
of a dazzling , luxury-packed 

OLDSMOBILE 

TORONADO 

as low as $3600 

with $375 down 

“Where QUALITY is the key to SATISFACTION” 

Stu Berger’s 

TOWSON OLDSMOBILE 

717 YORK RD. PHONE: 828-8800 

Just tour blocks south of Beltway Exit 26 


DIPLOMAT ttgfg* 

“The Prestige Motel ” 

• Swimming Pool • Dining Room 

• Cocktail Lounge • Coffee Shop 

• TV in Every Room 

BEDROOM AND EFFICIENCY UNITS 
100% AIR CONDITIONED 


Boardwalk at 26th St. 
Telephone 289-7148 


OCEAN CITY 
MARYLAND 


WE PRESCRIBE 


FOR DOCTORS: 

li.'umiis* 

Invest your money where it 


will earn a high return in 

.irnm: 

complete safety 





CAPITAL SAVINGS 

AND LOAN ASSOCIATION 

INCORPORATED 1907 

421 NORTH CHARLES STREET 

CORNER FRANKLIN STREET 

BALTIMORE. MARYLAND 21201 
PHONE 752-6000 



ANTA 


NOW 

OPEN 


m 


ARIA 


Ocean City’s Most Modern 
Ocean Motor Hotel 


101 Rooms 

• Fireproof 

• Elevator 

• Dining Room 

• 30 Ocean Front Rooms 

On The Ocean at 15th St. 

Ocean City 2, Md. Tele. ATIantic 9-7192 

MRS. CHARLES LUDLAM, Owner 


Music in All Rooms 
Every Room Private Tile 
Bath. Wall-to-Wall Carpet 
Sun Deck Facing Ocean 
Write, Wire or Phone 


BALTIMORE OXYGEN 
SUPPLY CO.. INC. 

OHIO CHEMICAL DISTRIBUTORS 
Therapy and Medical Gases 
Oxygen Tents 

Resuscitators and Apparatus 

PHONES: 789-8100 727-4748 

Main Office and Plant 

LINTHICUM, MARYLAND 


Baltimore's most unique dining place\ 

jfalstaff 
&oom 



SHERATON 

-BELVEDERE HOTEL 


Letterpress Printing 
Monocast Letters 
Mimeographing 
Typing 


• Photo-Offset Printing 

• Multigraphing 

• Multilithing 

• Addressing & Mailing 

• Automatically Typewritten Letters 

P.o-np, Pi ck-„p MU 5 3232 

and Delivery 

D. Stuart Webb 

Advertising Services, Inc. 

306 N. Gay Street Baltimore. Md. 21202 
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Employee-Patient Ratios 


The ratio of employees to patients in Mary¬ 
land’s four major psychiatric hospitals* has more 
than doubled since 1950. As shown in the fol¬ 
lowing table, this change has been caused by an 
increase in the number of employees. The average 
size of the patient population in these hospitals, 
which increased until 1955, has since declined to 
approximately the same level as in 1950. 


term treatment of acute disturbances require 
much greater staff services than do chronic pa¬ 
tients hospitalized for extended periods. 

Statistics on employee-patient ratios should be 
approached with caution since they do not neces¬ 
sarily indicate the employee’s function. For ex¬ 
ample, one-third of the Department’s psychiatrists 
are either engaged in an administrative capacity 


FISCAL 

AUTHORIZED 

AVERAGE SIZE OF 

EMPLOYEES PER 

YEAR 

POSITIONS 

PATIENT POPULATION 

100 PATIENTS 

1950 

1,719 

7,844 

21.9 

1960 

3,225 

8,516 

37.9 

1964 

3,553 

7,821 

45.4 

1965 

3,675 

7,850 

46.8 

1966 

3,784 

7,836 (nine months) 

48.3 


This change is due, in part, to a fourfold in¬ 
crease in admissions (from 1,953 in 1950 to about 
8,600 in 1966) and a sixfold increase in dis¬ 
charges (from 1,233 in 1950 to about 7,800 in 
1966). Related to this has been a gradual de¬ 
crease in the proportion of beds occupied by 
chronic patients and a concomitant increase in 
the proportion occupied by the acutely ill. Sixteen 
years ago, 65% of all patients had been hospit¬ 
alized five years or more, 20% had been under 
care between one and five years, and the remain¬ 
ing 15% were hospitalized less than one year. 
These percentages are now 50, 25, and 25, re¬ 
spectively. Patients hospitalized for the short- 

* Crownsville, Eastern Shore, Springfield, and Spring 
Grove. 


or in the treatment of outpatients. Thus, al¬ 
though available statistics indicate one psychia¬ 
trist for every 70 hospitalized patients, the ratio 
of psychiatrists primarily engaged in hospital 
patient treatment to the number of patients is 
actually one to 105. Further, these figures vary 
substantially and are influenced by the size of 
the hospital. 

Available data indicate that the number of ad¬ 
missions will continue to increase. This can be 
expected to produce a gradual rise in the propor¬ 
tion of beds occupied by acutely ill patients re¬ 
ceiving short-term treatment. Based on these 
data, a continuing increase in employee-patient 
ratios is indicated to maintain the present level 
of services. 
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A special safety citation was 
made to the Medical and 
Chirurgical Faculty by the 
Maryland Traffic Safety 
Commission. President-elect 
J. Morris Reese, MD, re¬ 
ceived the award on behalf 
of the Faculty. The award 
was presented by Governor 
Tawes on February 21 at a 
luncheon meeting com¬ 
memorating Hospital Ap¬ 
preciation Day. 





- WHEEL CHAIRS — HOSPITAL BEDS 

T c H „ E fi o£ T WHEEL CHAIR 

for maximum comfort, convenience and mobility 

BUY or RENT I 


Designed for those who want more independence and greater freedom 
in daily activities. Budget priced. . . . and LIBERAL RENTAL REFUND 
IF PURCHASED. 


free RUTKOWSKI'S PHARMACY 

DELIVERY Marvin L. Oed, Pharmacist 

743 S. CONKLING ST. PHONE 675-5230 




THE GUNDRY SANITARIUM, INC. 

/ “•'•V 4 

Fully licensed • Est. 1900 • Protected by approved sprinkler system 

* H - / *r 

** * y 

A PSYCHIATRIC COMMUNITY 


Full time, part time, and outpatient facilities • Treatment program 

nirirtt tPw 

l 

individually planned • Spacious buildings and grounds give country 
atmosphere within the city • Easily reached by public transportation 


2 N. Wickham Road Milton 4-9917 Rachel K. Gundry, M.D., F.A.P.A. 


Baltimore 29, Md. Medical Director 

... 3 ^ 
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THE MEANING OF CONDOMINIUM 


There is much discussion these days concerning 
investments in medical centers. A relatively new 
term, “condominium,” needs to be explained as it 
might apply to the physician investor. 

Condominium means you own your office just 
as you would a home. It means you own space 
in a building where others also own space. You 
own fee simple title (absolute ownership) to the 
air space within the finished and unfinished sur¬ 
faces of the ceiling, floors, and walls of your of¬ 
fice unit. In some cases it could mean you own 
parking space underground or on an outside park¬ 
ing lot. 

You own a percentage interest in all the com¬ 
mon areas and facilities of the office building. 
You own a share of the land on which the build¬ 
ing is located; the foundations, columns, girders, 
beams, supports, main walls, roof, halls, corridors, 
lobbies, stairs, stairways, fire escapes, and en¬ 
trances and exits of the building. 

You own a share of the central service installa¬ 
tions for power, lights, gas, cold and hot water, 
heating, air conditioning and incinerating. You 
own a share of the elevators, tanks, pumps, mo¬ 
tors, fans, compressors, ducts, generators ... all 
apparatus existing for common use. 

You are in every respect an owner (landlord) 
of real estate as opposed to a renter (lessee) of 
space or, as in a cooperative, a shareholder in a 
corporation with the right to occupy a specific 
office. 

Following is a discussion of the five important 
advantages of condominium ownership over share¬ 
holding interest in a cooperative. 

LIABILITY. —Every shareholder of a coop¬ 
erative is liable for the default of any other share- 


WILBURN L. McCLURE, JR. 

holder. If a shareholder in an office fails to pay 
his share of the building’s mortgage, taxes, and 
maintenance, this obligation must be met by the 
other shareholders. 

In a condominium, you are NOT liable for the 
default of your neighbor. You are NOT finan¬ 
cially entangled with other occupants of the build¬ 
ing. You are responsible for only your own 
mortgage payments, tax bills, and share of the 
common maintenance. 

INDEPENDENCE. —A shareholder in a co¬ 
operative requires permission from the other 
shareholders before he can sell or lease his of¬ 
fice. Further, the prospective buyer must be ap¬ 
proved by the other cooperative office owners. 

FINANCIAL FREEDOM. —There is little 
financial flexibility in a cooperative. A single 
mortgage covers the entire project. A prospective 
tenant in a cooperative office project must accept 
the terms of the mortgage or reject participation. 

As the owner of a condominium, you are free 
to manage your own financial affairs. You may 
arrange for your own financing on whatever terms 
suit you best. You may refinance your debt when 
you choose. You may prepay your mortgage if 
you wish. In fact you can pay the whole pur¬ 
chase price in cash and have no mortgage if you 
desire. 

TAXES. —In a cooperative, the enterprise is 
taxed as a whole and members then pay their 
share of the levy. 

In a condominium, each unit is assessed and 
taxed separately. You are taxed only for what 
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you own individually and your share of the joint¬ 
ly owned facilities and services. Of course, you 
are entitled to claim payments of mortgage inter¬ 
est and property taxes as professional income tax 
deductions as all office owners do. Your tax sav¬ 
ings alone can reduce your monthly payments in 
many cases by as much as 50% 

MANAGEMENT. —In a cooperative, the cor¬ 
porate officers, usually the developers and build¬ 
ers, maintain management control, set the rules, 
determine financing, designate the cooperative’s 
policies, practices, and restrictions. 

In a condominium, your rights and the rights 
of the other owners are specified in your individ¬ 
ual warranty deed. This describes the method of 
managing and maintaining the building, prohibits 
office speculation, establishes the formula for pro¬ 
rating each owner’s share of common expenses, 
allows you the right to examine management 
books at any time. All condominiums are man¬ 
aged by a management corporation controlled by 
a management committee comprised of the office 
owners. 

So far only advantages have been discussed. 
What about disadvantages? In any business ven¬ 
ture there are bound to be pitfalls. One example: 
Suppose some owners want to repaint common 
areas, but you disagree. If the management com¬ 
mittee votes for it, you will have to go along with 
them whether you want to or not. 

Now, some straight dollars and cents answers 
to the usual questions about office ownership in 
the condominium professional building: 

Q. How is my share of ownership in common 
areas and facilities determined? 

A. It is determined by taking the value of 
your office unit as a basis in relation to the total 
value of all the units in the building. 


MOMMY...CALL 


HAMPDEN 



Q. Who pays for insurance on the building 
and the individual unit? 

A. The management committee of office build¬ 
ing owners will obtain fire insurance and other 
necessary insurance on the entire building, and 
premiums will be part of your common expenses. 
The insurance will be written in the name of the 
management committee and will be shared by 
you and all other owners. In addition, each unit 
will have an individual owner’s policy to protect 
his personal responsibilities. 

Q. Who pays for decorating, repairs, and 
changes to the building? 

A. These payments come from the common 
expense funds. 

Q. Am I responsible for common expenses on 
any other office? 

A. No. The owner is only obligated to pay 
the proportionate share of common expense on 
his own office. 

Q. How are common maintenance costs deter¬ 
mined. 

A. Common maintenance costs are based only 
on the actual cost of operating the property. 
Due to shared expenses, maintenance costs are 
at a minimum. Your management committee will 
meet once every six months to work out budgets 
and provide cost reports to all owners. 

Q. What items of condominium ownership 
are tax deductible? 

A. Both federal and state tax laws allow you, 
as an owner, to deduct interest and real estate 
taxes from your professional income. Since you 
use it as your professional business office, you 
earn a proportionate depreciation deduction 
from your income tax. 

Q. How much of a down payment is usually 
expected? 

A. You may pay as little as 10% of the total 
purchase price with the remainder assumed on 
mortgage, or you may purchase your space out¬ 
right. 

Q. What savings do I enjoy through condo¬ 
minium ownership? 

A. In addition to substantial tax savings, you 
save by paying no landlord profit. You save by 
paying lowest possible maintenance costs. You 
save by arranging individual financing at more 
favorable rates and terms than afforded builders 
and developers. You save by eliminating the waste 
and inefficiency possible when management is not 
controlled by the office owner. 
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I Doctors 

1st floor suites in a new 
luxury hi-rise on upper 
Connecticut Avenue. 
Management will parti¬ 
tion to suit tenant. Roof¬ 
top pool privileges plus 
24 hour secretarial serv¬ 
ice. Adequate parking. 

REGENCY 

HOUSE 

j 5201 Connecticut Avenue, N.W., Washington, D. C. 

Or Phone 363-4335 
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PLAN AHEAD 


MAKE YOUR 


RESERVATIONS 

NOW FOR 


THANKSGIVING 


CHRISTMAS 

.itT* 

• • • * 

sa-*.:. SEE OR CALL 

AMBASSADOR TRAVEL SERVICE 

Chevy Chase 
Shopping Cente 

Phone OL 6-1700 


MARIDEL 

MOTEL and COTTAGES 

11 NEW UNITS ADDED 1964 
HOUSEKEEPING FACILITIES 
LIFEGUARDS ON BEACH 

Write or Call Reservations 289-7665 

41st St. and Beach Highway 
OCEAN CITY, MD. 


TYPING plus Phone: 254-8828 

Quality typewriting 
Book 
Article 
Thesis 

Copy editing for publication 
Printer’s galley proofreading 
3005 Bayonne Ave., Baltimore, Md. 21214 



.VUH i I -EMI MARYLAND 

CORN! 



uiHoie i&Rna^ 

JHITE SWEET COt 


Garden Flavor Guarded 

F. 0. Mitchell & Bro., Inc. 
Perryman, Maryland 

Phone Perryman 272-3636 
Plant Phone 
Perrvman 272-3637 



THE SOCIAL RESPONSIBILITY OF OB¬ 
STETRICS AND GYNECOLOGY, by Allan C. 

Barnes, MD. The Johns Hopkins Press. $5.95. 

This book is composed of proceedings of a conference 
held May, 1965, at The Johns Hopkins Hospital. It is 
divided into six subsections, which are, respectively: The 
Quantity of the Next Generation; The Quality of the 
Next Generation; The Control of Neoplasia; The Law; 
The Agencies; and The Individual. 

Eight of the 14 contributors are on the faculty of The 
Johns Hopkins University School of Medicine. This 
plus the addition of a succinct statement of the legal 
dilemmas facing obstetricians in Maryland by the former 
president of the Maryland Bar Association and an en¬ 
lightening paper on “Sex Education in Baltimore City 
Schools” by the president of the Baltimore City School 
Board make this volume of particular interest to Mary¬ 
land physicians. 

Contributions by a representative of the Population 
Reference Bureau in Washington, a faculty member from 
the Bowman Gray Medical School, a representative from 
the American Cancer Society, and a chairman of depart¬ 
ment from the University of Rochester adequately attest 
the national concern on the part of obstetrician-gynecolo¬ 
gists for the pressing sociological problems which are 
parametrical to or directly related to the discipline of 
this specialty. 

Each subsection is introduced by Dr. Barnes in his 
usual erudite, succinct, and to-the-point manner. The 
component subjects in each section have obviously been 
carefully chosen and are delivered by people well quali¬ 
fied to express opinions in their particular field. The 
material ranges from an initial no-nonsense statement of 
the magnitude of the worldwide population crisis by Mr. 
Robert C. Cook, through an excellent paper by Ethel M. 
Nash on “Divorce and Marriage Counseling,” to a 
thoughtful paper by Dr. John Ramano on necessary 
changes in graduate and undergraduate medical training, 
which must ultimately reflect changes in traditional ob¬ 
stetric and gynecologic teaching if we are to successfully 
approach the problems that society expects us to answer. 
The multiplicity of problems of this nature which were 
once tangential to obstetrics and gynecology but now 
confront it could provide material for a volume many 
times the size of this little book. The respective authors 
are to be congratulated on keeping their material brief 
and thought-provoking. 

It is unfortunate that the enthusiasm expressed by 
Clifton B. Read for the Home Test Irrigation Kit for 
cervical cancer must be tempered by the recent disclosure 
of the disappointing statistics in reference to patient ac¬ 
ceptance. This, however, in no way detracts from the 
general value of the volume. 

No attempt was made to solve the serious questions 
facing us. The stated goal of setting forth the problem, 
exploring it, and delineating it has been accomplished. 

I particularly appreciate the concluding paragraph in 
the epilogue: 
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George Washington Hotel 

BOARDWALK at I Oth STREET 

OCEAN CITY, MD. 

flow W/ore (Beautiful! Oh an £uer Before 

126 BEDROOMS and DINING ROOM 

Air-Conditioned Bedrooms on Request 

FREE PARKING TELEPHONE AND COCKTAIL 
COFFEE SHOP ELEVATOR SERVICE LOUNGE 
BEAUTIFUL DECOR 
EUROPEAN OR AMERICAN PLAN 

“Bathing Directly From Your Room” 

Mr. and Mrs. Franklin Hastings—owners & managers 

Phone: OCEAN CITY ATIantic 9-6271 


“We are, in a sense, a society of the walking wounded, 
collectively over-crowded and individually hurt and the 
correction of the situation is the urgent task to which we 
should commit our thoughtful energies. The time to 
start was yesterday.” 

The book is recommended not only for obstetrician- 
gynecologists but for all physicians. It ought to be re¬ 
quired reading for those now in Ob-Gyn residency pro¬ 
grams or those contemplating practice in obstetrics and 
gynecology. 

L. Louis Mould, MD 

FAMOUS MODERN MEN OF MEDICINE, by 

Caroline A. Chandler, MD. Dodd, Mead & Co. 

$3.25. ' , 

Caroline A. Chandler’s book, Famous Modern Men of 
Medicine, is an exceedingly dull group of biographies of 
great modern doctors. Included are such physicians as 
Howard A. Rusk, Paul Dudley White, Anna Freud, and 
Helen Taussig and Alfred Blalock. Despite the basically 
engrossing subject, Dr. Chandler has managed to ignore 
all good approaches. Instead she has written, and poorly, 
an easily forgettable book. 

The biographies are supposedly for the teenage reader 
with an interest in medicine. Apparently, however, Dr. 
Chandler knows only teenagers of the below average 
reading level, for the treatment is one of simplified baby- 
talk. 

Most of the book is composed of quotations from “per¬ 
sonal interview with author” notes, a fact which the 
author points out at every available opportunity. More¬ 
over, Dr. Chandler makes mistakes that an average reader 
would soon pick up. She compares Leonardo da Vinci, a 
fifteenth century Italian Renaissance man, with William 
Montague Cobb, describing them as “thirteenth century- 
style, all-around ‘complete’ men.” Her worst error is 
slanderous in content. Dr. Chandler describes Benjamin 
Spock as being “as far removed from babies in physical 
appearance as he is close to them intellectually and emo¬ 
tionally.” Is Dr. Chandler trying to tell us something? 

As pure encyclopedic reading, Famous Modern Men of 
Medicine can be recommended. However, for the read¬ 
er who wants to enjoy a book as well as learn, this book 
is not the one to get. 

Hilary Sargeant 

Editor’s Note: Miss Sargeant is a senior at Eastern High 
School. 
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COMMUNITY MENTAL HEALTH SERVICES 
IN NORTHERN EUROPE, U.S. Department of 
Health, Education, and Welfare. $1.75 

This is an account of Sylvan S. Furman’s observations 
of mental health programs, in Great Britain, Netherlands, 
Denmark, and Sweden, written under contract with the 
National Institute of Mental Health. It offers some se¬ 
lective observations that the author thinks might be help¬ 
ful and interesting to the American reader, particularly 
those interested in community mental health planning. 

Specifically, the purposes of this report are: 1) to pro¬ 
vide concise information about systems of care for the 
mentally ill in the countries visited, the varieties of such 
systems, and how the parts of the system are adminis¬ 
tratively related: 2) to show how the systems of care 
relate to the basic public health, medical care, and social 
welfare systems of the respective countries; 3) to sug¬ 
gest how some of these systems and methods may be 
adaptable to local needs in America. 


AN ATLAS OF FINE STRUCTURE: THE 
CELL, by Don W. Fawcett, MD. Saunders, 
1966. $11 

This is one of a projected series of atlases of fine struc¬ 
ture incorporating the new knowledge made possible by 
the electron microscope. It is intended as a laboratory 
manual for students in cell biology, histology, and cytol¬ 
ogy, rather than as a textbook or a reference. It is 
primarily a book of illustrations with a minimum amount 
of descriptive text. 


MEDICAL PHARMACOLOGY, ed 3, by Andres 

Goth, MD. Mosby, 1966. $12.50 

This book is intended as a concise text for students and 
physicians. To achieve his goal, the author has elimi¬ 
nated the many details of interest only to the professional 
pharmacologist. He emphasizes those areas of pharma¬ 
cology that are expanding and are contributing the most 
to modern medicine. One new feature of this edition is a 
separate grouping of recent reviews at the end of chap¬ 
ters. 
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This “case history” runs to some 10,000 pages 


This is a typical "case history” of one new drug —or, 
rather, a proposed new drug — assembled for submis¬ 
sion to the U.S. Federal Food and Drug Administration. 
These volumes are the result of several years’ work by 
thousands of professional and skilled personnel in 
just one pharmaceutical company's research labora¬ 
tories, and by hundreds of physicians in medical 
schools, hospitals, and private practice. They cover 
every aspect of experience with this proposed new 
agent from chemical laboratory to clinic, from mouse 
to man. Each volume could conceivably represent 
hundreds of thousands of dollars of financial invest¬ 


ment, countless hours of human effort. This veritable 
mountain of data stands behind every new agent 
offered to you by pharmaceutical manufacturers —a 
reassuring testimonial to the efficacy, safety and 
purity of the drugs you will prescribe today to lower 
the cost of disease to your patients. 

Pharmaceutical 
Manufacturers Association 
Pharmaceutical 
Advertising Council 

1155 Fifteenth St., N. W„ Washington, D.C. 20005 





This message is brought to you as a 
courtesy of this publication on behalf of the 
producers of prescription drugs. 
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CLASSIFIED ADVERTISING 

Effective May 1, 1963 

$1.50 per line per insertion 

Count seven average words to each line. 
Add one line if box number is desired. 

Members of the Medical and Chirurgical 
Faculty shall be entitled to one complimen¬ 
tary insertion in any twelve-month period. 
Widows of members shall be entitled to two 
complimentary insertions for the disposal of 
the deceased physician’s practice or equip¬ 
ment. 

MARYLAND STATE MEDICAL JOURNAL 

1211 Cathedral St., Baltimore, Md. 21201 


PRACTICES FOR SALE OR RENT 


RETIRING GENERAL PRACTITIONER wishes to turn over his 
practice to competent physician willing to work for a very 
competent return. Well established practice in Hagerstown, 
Maryland, a city of 50,000 people, prosperous, convenient, 
well-located in beautiful country. Approximately one hour 
from Baltimore, Washington, Harrisburg, Pa. Excellent hos¬ 
pital facilities with hospital privileges to qualified physi¬ 
cian. Wonderful atmosphere in which to work. Earn an 
excellent livelihood while you serve. Phone RE9-0626. 7 


PEDIATRIC PRACTICE—Excellent opportunity. Take over busy 
practice of physician recently deceased. Excellent location 
in college town convenient to Washington and Baltimore. 
Contact Mrs. T. A. Christensen, 6905 Baltimore Blvd, Col¬ 
lege Park, Md 20740. 7 


OFFICES FOR SALE OR RENT 


NORTH ARUNDEL SECTION—Office fully equipped on the 
Ritchie Highway. Ideally located to the North Arundel Hos¬ 
pital. Unlimited parking. Available on a share basis for 
Ob-Gyn specialist, general practitioner, or surgeon. Reason¬ 
able terms. Telephone 263-9242 in Annapolis, Maryland. 6 


OFFICE TO SHARE—Good start for young doctor in general 
practice or internal medicine. In Wheaton area, Montgom¬ 
ery Co. Fully equipped. Call after 6, 593-3543 (Silver 
Spring). 6 


IMPORTANT ANNOUNCEMENT 

All resolutions to be presented to 
the House of Delegates at its meeting 
on Friday, September 9, 1966, must 
be in the Faculty Office, 1211 Cathe¬ 
dral St., Baltimore, Maryland 21201, 
no later than Friday, July 15, 1966. 


• SALES • PARTS 

• SERVICE • ACCESSORIES 



Centrally Located at Harford Rd. and 25th St. 

Phone: 889-7616 

MARYLAND 
|VOLKSWAGEN, Inc. 

1212 E. 25th St. 
BALTIMORE, MD. 



-When the Need Arises— 

• NURSES— 

—Registered or Practical 

• Companion Nurses—Complete care of the semi¬ 
invalid or aged living alone 

• Qualified women of highest character 

CLIFFORD’S 

FAMILY CARE SERVICE 

8814 Littlewood Rd. NO 8-7710 

Baltimore, Md. 


Call us for 

• EXPERT EVALUATION of Medi¬ 
cal Equipment and Doctors’ 
Estates 

• WE BUY & SELL all types of 
used Medical Equipment 

Prices based on current 
market value 

• NIKON MICROSCOPES— 

Sales and Service 

INTERSTATE 

MEDICAL SUPPLY CO. 

1023 Cathedral St. 
BALTIMORE, MD. 21201 

S4 7-5594 
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MEDIC 

Medical Educational Dedicated 
Instruction Channel 

The following hospitals are part of the 
MEDIC network: 

University of Maryland Hospital and 
School of Medicine, Baltimore 
The Johns Hopkins Hospital and Medi¬ 
cal School, Baltimore 
Sinai Hospital, Baltimore 
Lutheran Hospital, Baltimore 
St. Joseph’s Hospital, Baltimore 
Sacred Heart and Memorial Hospitals, 
Cumberland 

Anne Arundel General Hospital. Annap¬ 
olis 

Greater Baltimore Medical Center, Tow- 
son 

Baltimore County General Hospital, Balti¬ 
more 

Calvert County Hospital, Prince Freder¬ 
ick 

Carroll County General Hospital, West¬ 
minster 

Cambridge - Maryland Hospital, Cam¬ 
bridge 

Frederick Memorial Hospital, Frederick 
Harford Memorial Hospital, Havre de 
Grace 

Kent & Queen Anne’s Hospital, Chester- 
town 

Prince George’s General Hospital, Chev- 
erly 

St. Mary’s Hospital, Leonardtown 
Memorial Hospital, Easton 
Washington County Hospital, Hagers¬ 
town 

Peninsula General Hospital, Salisbury 
MEDIC programs may also be heard at 
headquarters of the following cooperating 
organizations: the Medical and Chirurgical 
Faculty of the State of Maryland, the Mary¬ 
land State Department of Health, the Hos¬ 
pital Council of Maryland, Inc. 

Appropriate AAGP credit is given for 
every MEDIC program attended. 

See Page 7 for current program listings. 


OFFICERS OF 

THE MEDICAL AND CHIRURGICAL FACULTY 

President: J. Morris Reese, MD 
President-elect: Richard D. Bauer, MD 
First Vice President: Everett S. Diggs, MD 
Second Vice President: Henry A. Briele, MD 
Third Vice President; John P. Haberlin, MD 
Secretary: William A. Pillsbury, MD 
Treasurer: Karl F. Mech, MD 

COUNCILORS: 

Western District 
Archie R. Cohen, MD—1969 
Henry V. Chase, MD—1969 

Central District 
John F. Schaefer, MD—1967 
William Carl Ebeling, MD—1967 
Fayne A. Kayser, MD—1967 
Richard Norment, III, MD—1967 
J. Arthur Weinberg, MD—1967 
J. Emmett Queen, MD—1968 
Donald Roop, MD—1968 
Harry M. Robinson, Jr., MD—1968 
Robert C. Kimberly, MD—1969 

Eastern District 
Robert W. Farr, MD—1967 
Raymond M. Yow, MD—1968 

Southern District 
Arthur Wooddy, MD—1968 
Manning W. Alden, MD—1969 

South Central District 
Richard D. Bauer, MD—1967 
William B. Hagan, MD—1969 

Terms of office expire at conclusion 
of annual meeting 

DELEGATES TO THE 
AMERICAN MEDICAL ASSOCIATION 
Russell S. Fisher, MD—1966 
J. Sheldon Eastland, MD—1967 
Robert vL. Campbell, MD—1968 

ALTERNATES: 

E. I. Baumgartner, MD—1966 
William B. Hagan, MD—1967 
Charles F. O’Donnell, MD—1968 

Terms of office expire at end of calendar year 
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new from Ames 
5 basic uro-analytical 
facts in 30 seconds 


Labstix- 

BRAND REAGENT STRIPS 

...broadest urine screening possible from 
a single reagent strip 

Urine test results with Labstix Reagent Strips can represent 
significant guides to differential diagnosis or therapy in many 
conditions. An unexpected “positive” may enable you to detect 
hidden pathology —long before more recognizable symptoms 
become evident. Negative results, which permit you to rule out 
abnormalities in a broad clinical range, can serve as baseline 
values for reference in future examinations. The 5 colorimetric 
test areas encompassed on Labstix Reagent Strips are: 

pH —values are read numerically in the essential range 
of pH 5 to pH 9. 

Protein— results are read either in the “plus” system or in 
mg. % in amounts approximating “trace,” 30,100, 300, and over 
1000 mg. %. 

Glucose - provides a “Yes-or-No” answer for urine “sugar spill.” 

Ketones- detects ketone bodies in urine-both acetoacetic 
acid and acetone. Reacts with as little as 5 to 10 mg. % 
of acetoacetic acid. 

Occult Blood— specific test for intact red cells, hemoglobin or 
myoglobin. Results are read as negative, small, moderate or large 
amounts. 

Now a Clear Reagent Strip of Firm Construction 

...facilitates handling during testing procedure. Excellent color 
contrast made possible by the clear plastic strip, together with the 
clearly defined color charts provided, permits precise, reproducible 
colorimetric readings in all 5 test areas. A more definitive inter¬ 
pretation of uro-analytical facts is made possible. 

Available: Labstix Reagent Strips, bottles of 100 
are supplied with each bottle). 


(color charts 
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heart disease 
or psychic tension? 

“Heart symptoms”—chest pain, tachycardia, ar¬ 
rhythmia—invariably alarm and preoccupy the 
patient, though they may be completely without 
organic basis. Such symptoms often are somatic masks 
of psychic tension, arising from constant encounters 
with stressful situations. 

When the problem is diagnosed as emotionally pro¬ 
duced, consider Valium (diazepam) as adjunctive 
therapy. Valium (diazepam) acts rapidly to calm the 
patient, to reduce his psychic tension and relieve 
associated cardiovascular complaints. 

Neurotic fatigue —the chronic tiredness resulting 
from emotional strain which so often accompanies 
psychogenic “heart” symptoms —also can be con¬ 
trolled by this highly useful agent. Valium (diazepam) 
often achieves results where other psychotherapeutic 
agents have failed. 

Valium (diazepam) is generally well tolerated, and 
usually does not impair mental acuity or ability to 
function. If side effects such as ataxia and drowsiness 
occur, they usually disappear with dosage adjustment. 

\^llUrn @ (diazepam) 

2-mg, 5-mg, 10-mg tablets 


In prescribing: Dosage — Adults: Mild to moderate psychoneu¬ 
rotic reactions, 2 to 5 mg b.i.d. or t.i.d.; severe psychoneurotic 
reactions, 5 to 10 mg t.i.d. or q.i.d.; alcoholism, 10 mg t.i.d. or 
q.i.d. in first 24 hrs, then 5 mg t.i.d. or q.i.d. as needed; muscle 
spasm with cerebral palsy or athetosis, 2 to 10 mg t.i.d. or q.i.d. 
Geriatric patients: 1 or 2 mg/day initially, increase gradually as 
needed. 

Contraindications: Infants, patients with history of convulsive 
disorders or glaucoma. 

Warning: Not of value in the treatment of psychotic patients, 
and should not be employed in lieu of appropriate treatment. 

Precautions: Limit dosage to smallest effective amount in elderly 
patients (not more than 1 mg, one or two times daily) to preclude 
ataxia or oversedation. Advise patients against possibly hazard¬ 
ous procedures until correct maintenance dosage is established; 
driving during therapy not recommended. In general, concurrent 
use with other psychotropic agents is not recommended. Warn 
patients of possible combined effects with alcohol. Safe use in 
pregnancy not established. Observe usual precautions in impaired 
renal or hepatic function and in patients who may be suicidal; 
periodic blood counts and liver function tests advisable in long¬ 
term use. Cease therapy gradually. 

Side Effects: Side effects (usually dose-related) are fatigue, 
drowsiness and ataxia. Also reported: mild nausea, dizziness, 
blurred vision, diplopia, headache, incontinence, slurred speech, 
tremor and skin rash; paradoxical reactions (excitement, de¬ 
pression, stimulation, sleep disturbance's and hallucinations) and 
changes in EEG patterns. Abrupt cessation after prolonged over¬ 
dosage may produce withdrawal symptoms similar to those seen 
with barbiturates, meprobamate and chlordiazepoxide HC1. 

Supplied: Tablets, 2 mg, 5 mg and 10 mg; bottles of 50 for con¬ 
venience and economy in prescribing. 


d ^ocn^ zb 

Roche Laboratories 
Division of Hoffmann-La Roche Inc. 

Nutley, N.J. 07110 
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Dilantin 

(diphenylhydantoin) 

PARKE-DAVIS 

27 years of clinical use... 
and still the most 
widely prescribed 
agent of its kind 




Complete information for usage available to 
physicians on request. aises 


PARKE-DAVIS 


100 


PARKE. DAVIS A COMPANY. Otlro l. M,48,gin 48231 
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Once merely a man 
with HAY FEVER- 

now a victim of his 
own antibodies 


Whatever term describes him in this new era of 
immunology, the symptoms of congested nose, rhinor- 
rhea and sneezing haven’t changed in patients hyper¬ 
sensitive to pollens and molds. But nTz®' Nasal Spray 
relieves the symptoms. It decongests nasal mem¬ 
branes on contact, relieves itching and reduces 
excessive rhinorrhea without unpleasant dryness. 

The first spray of well-tolerated nTz shrinks the 
turbinates, helps restore normal nasal ventilation 
and breathing. After a few minutes, a second 
spray enhances sinus ventilation and drainage. 

More than a simple vasoconstrictor, the carefully 
balanced formula of effective components relieves in 
three ways with: 

• Neo-Synephrine (f;i HCI 0.5%, a decongestant of 
unexcelled efficacy to shrink nasal membranes and 
allow more comfortable breathing. 

• ThenfadiP HCI 0.1%, a topical antihistamine to 
help relieve itching and rhinorrhea. 

• Zephiran® Cl 1:5000, an excellent wetting 
agent and antiseptic preservative to promote 
the rapid spread of components to less 
accessible nasal areas. 



Supplied in convenient pocket-size plastic 
spray bottle of 20 ml. Also available as a 
solution of 30 ml. (1 fl. oz.) with dropper, 
and 473 ml. (1 pint). 



Prescribe 



Nasal Spray 


(contains Neo-Synephrine HCI) 


IA//rrfhrop Winthrop Laboratories, New York, N.Y. 10016 
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AN ULTRA-MODERN HOME IN THE SUBURBS 
ON 17 ACRES WITH COUNTRY ATMOSPHERE 


ALL THE COMFORTS OF HOME . . . FOR 


POST OPERATIVE 
DIABETIC 
INVALID 
AGED 


CHRONIC 
AMBULATORY 
PARALYTIC 
RETIRED GUESTS 


• Occupational and Physical Therapy 

• Beautifully Decorated 

• Large Porches 

• Supervised Diets 

• Reasonable Rates 


• Private and Semi-Private Rooms with 

Connecting Complete Bath Rooms 

• Television in Spacious Lounges 

• Beautician Service 

• Patients May Retain Their Own 

Physician 


MEMBER OF 

National Geriatrics Society 
American Nursing Home Assn. 
Maryland Nursing Home Assn. 



ACCREDITED BY THE 
NATIONAL COUNCIL FOR 
THE ACCREDITATION OF 
NURSING HOMES 



KENSINGTON GARDENS SANITARIUM 

A Medical Institution Under the Supervision of Registered Nurses 

ESTABLISHED 1947 LICENSED BY STATE AND COUNTY 

3000 McComas Avenue Kensington, Maryland 

Pro prietors-A dministrators — 

LILLIAN II. and GEORGE L. BRICKER 

For Further Information 
Phone 


933-0060 or 933-0872 
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MARK THIS IMPORTANT DATE ON YOUR CALENDAR 


September 10—Semiannual meeting. Medical and Chirurgical Faculty of the State of Maryland, Ocean 
City. 


MEALS ON WHEELS KITCHEN 
OPEN IN CATONSVILLE 

The Commission on the Aging in Baltimore 
County has opened its first Meals on Wheels 
kitchen in the Catonsville area. The county 
program has received a federal grant of 
$2,480 through the State Commission on 
Aging to initiate this program. A hot and 
cold meal will be delivered each day, five 
days a week. Clients will pay $7.50 per 
week for meals, which have been planned by 
nutritionists, prepared by a paid cook, pack¬ 
aged and delivered by volunteers. This pro¬ 
gram is geared primarily to aging men and 
women who need this service in order to re¬ 
main in their own homes; however, any home- 
bound person may qualify for these meals. 

A second kitchen is being planned to 
serve the Towson area. 


PLANNED PARENTHOOD ASSOCIATION 
OF MARYLAND, INC. 

"Family Planning & Public Health" 

A training program in contraception, the 
birth control clinic, and the community. Open 
to physicians, nurses, nurse-midwives, health 
educators, social workers, public health ad¬ 
ministrators, and other qualified profession¬ 
als. Tuition free. 

TWO-DAY WORKSHOPS: September 29-30, November 
17-18. 

TWO-WEEK SEMINAR: September 7-16. 

Advance registration required. 517 North Charles St., 
Baltimore, Md 21 201. 752-0131. 


HAHNEMANN MEDICAL COLLEGE 
AND HOSPITAL 

July 25-29—Interpretation and Therapy of Cardiac 
Arrhythmias, Marriott Motor Hotel, Philadelphia 


APPLIED OFFICE PSYCHIATRY 

A graduate course in office psychiatry is being offered 
to physicians by the Institute of the Pennsylvania Hos¬ 
pital. It is designed to give the maximum of clinically 
useful information to the practicing physician who is 
interested in improving his ability to manage the psy¬ 
chiatric problems commonly encountered in the practice 
of medicine. In keeping with its emphasis on practical, 
usable information, theoretical material will be kept 
at a minimum. The course will consist of 12 four-hour 
weekly sessions, beginning September 28. 

GRADUATE COURSE IN 
MEDICAL HYPNOSIS 

A graduate course in medical hypnosis is being of¬ 
fered to physicians and dentists by the University of 
Pennsylvania Graduate Division, School of Medicine. It 
will consist of 20 four-hour weekly afternoon sessions, 
beginning September 28. It is one of the few courses 
offered which meets with recommendations made by the 
American Medical Association's Committee on Hypnosis. 

During the first part of the course, basic concepts of 
hypnosis will be taught through lectures on psychiatry 
and hypnosis, demonstrations, and supervised practical 
work in hypnosis. Later sessions will cover clinical ap¬ 
plications of hypnosis. There will be sessions limited to 
psychiatrists and other sessions limited to general prac¬ 
titioners, dentists, and specialists other than psychiatrists. 

Both courses will be given at the Institute of the 
Pennsylvania Hospital, 1 1 1 North 49th Street, Phila¬ 
delphia, Pa 19139. For further information, write to: 
Sydney E. Pulver, MD, at this address. 
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eczema: scourge of childhood 



R. R., Age 77 — Before treatment — 
atopic eczema of long standing 


ARISTOCORT*® 1 Triamcinolone AcetonideTopicals have 
proved exceptionally effective in the control of various 
forms of childhood eczema: allergic, atopic, nummular, 
psoriatic, and mycotic. 

In most cases responsive to topical ARISTOCORT, 
the 0.1 % concentration is sufficiently potent. The 0.5% 
concentration provides enhanced topical activity for 
patients requiring additional potency for proper relief. 

Administration and Dosage: Apply sparingly to the affected 
area 3 or 4 times daily. Some cases of psoriasis may be more 
effectively treated if the 0.1% Cream or Ointment is applied 
under an occlusive dressing. 

Contraindications: Tuberculosis of the skin, herpes simplex, 
chicken pox and vaccinia. 

Precautions and Side Effects: Do not use in the eyes or in 
the ear (if drum is perforated). A few individuals react un¬ 
favorably under certain conditions. If side effects are en¬ 
countered, the drug should be discontinued and appropriate 

Aristocort: Topical 

Triamcinolone Acetonide 



After treatment —with ARISTOCORT 
Topical Ointment 0.1% for two weeks 


measures taken. Use on infected areas should be attend™ 
with caution and observation, bearing in mind the potentil 
spreading of infection and the advisability of discontinuinl 
therapy and/or initiating antibacterial measures. Generalize! 
dermatological conditions may require systemic corticostel 
oid therapy. Steroid therapy, although responsible for renjil 
sions of dermatoses, especially of allergic origin cannot be [ • 
pected to prevent recurrence. The use over extensive boc| 
areas, with or without occlusive nonpermeable dressing 
may result in systemic absorption. Appropriate precaution 
should be taken. When occlusive nonpermeable dressin; 
are used, miliaria, folliculitis and pyodermas will sometime! 
develop. Localized atrophy and striae have been reporje 
with the use of steroids by the occlusive technique. WHe 
occlusive nonpermeable dressings are used, the physicii 
should be aware of the hazards of suffocation and flamrr; 
bility. The safety of use on pregnant patients has not bet 
firmly established. Thus,do not use in large amounts or ml 
long periods of time on pregnant patients. 

Packages: Tubes of 5 Gm. and 15 Gm.; V 2 lb. jar. 

PHOTOGRAPHS COURTESY OP M. M. NIERMAN,H 


Ointment 0.1% and Cream 0.1%, 0.5 C 

Also available in foam form and with neomyci 



LEDERLE LABORATORIES, A Division of American Cyanamid Company, Pearl River, New Yoi 






"All Interns are Alike" 


It stands to reason. They all go through the same 
training; they all have to pass the same tests; they 
all have to measure up to the same standards; they 
all are underpaid, too. Therefore, all interns are 
alike. 

That's utter nonsense, of course. But it's no 
more nonsensical than what some people say 
about aspirin. Namely: since all aspirin is at least 
supposed to come up to certain required stand¬ 
ards, then all aspirin tablets must be alike. 

Bayer's standards are far more demanding. In 
fact, there are at least nine specific differences in¬ 


volving purity, potency and speed of tablet disinte¬ 
gration. These Bayer® standards result in significant 
product benefits including gentleness to the stom¬ 
ach, and product stability that enables Bayer tab¬ 
lets to stay strong and gentle until they are taken. 

So next time you hear someone say that all 
aspirin tablets are alike, you can say, with confi¬ 
dence, that it just isn't so. 

You might also say that all interns aren't alike, 
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at 

DIPLOMAT MOTOR HOTEL 

Boardwalk at 26th Street 
Ocean City, Maryland 


OCEAN CITY MEETING 

MEDICAL AND CHIRURCICAL FACULTY 

Friday, September 9, 1966 






A real opportunity for a week end to get together with old friends and meet new friends! 








FRIDAY, SEPTEMBER 9, 1966 
9:30 A.M. 


HOUSE OF DELEGATES MEETING 

All members of the Faculty are invited to attend 


LUNCHEON 

Phillips Crab House 


SOCIAL HOUR and DINNER DANCE 

plus 

illustrated talk on 


Make your reservations NOW by writing directly to the 
Diplomat Motor Hotel 


MEDICINE AND THE THREE WORLDS 
OF PERU—PAST, PRESENT AND FUTURE 


For your convenience, use the reservation form. 



A. McGehee Harvey, MD 

Professor of Medicine, The 
Johns Hopkins University School 
of Medicine, and Physician-in- 
Chief, The Johns Hopkins 
Hospital. 


Dr. Harvey 


SATURDAY, SEPTEMBER 10, 1966 

Also at the Diplomat 
meetings of 

Maryland Chapter of American 
College of Surgeons 

Maryland Diabetes Association 


Maryland Psychiatric Society 
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program in August. Upon request, a program wil 
be sent to other interested persons. 
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for 


Gracious, Carefree Living 
at the Seashore . 



at OCEAN VILLAGE 

(exciting new ocean front community near Bethany Beach, Delaware) 


OCEAN VILLAGE, located on the “beach highway” (Route 14), one mile north of Bethany 
Beach, is one of the few remaining areas along the Delmarva coast where ocean front house 
and lot may still be purchased. A carefully planned seaside community, it offers privacy, 
a great variety of wholesome, healthful outdoor activity and awe-inspiring views of ocean, 
wide beaches and rolling dunes, yet is only a few minutes driving time from churches, 
restaurants, shops and stores. 

We can assist you in selection of lot and home design, arrange financing, and ... if you 
so wish - - provide you with a rental income plan that can make your OCEAN VILLAGE 
VACATION HOME self-supporting. 

Write or call for further information. No obligation. 



s^lnclerSon - Globes, ^9nc. 

Realtors — Exclusive Agents 
48 Rehoboth Ave., Rehoboth Beach, Del. 

Area Code 302-227-2541 

(Washington area residents may now dial us direct at 362-6411) 
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To The Editor: 

I have just read an article printed in the second 
(February) issue of the Maryland State Medical 
Journal and am very much concerned with par¬ 
ticular areas of this article. The name of the 
article is “Medical Care in a Baltimore Nursing 
Home,” by Douglas G. Carroll, MD, which ap¬ 
peared on page 63. 

First, let me say that this article did not repre¬ 
sent a cross section of the nursing homes in Mary¬ 
land. This particular nursing home was closed 
by the State Health Department because it was 
not living up to the requirements set forth. In 
these requirements, this nursing home was licensed 
for eleven patients and had a total of twenty-four 
patients when investigated by the State Health 
Department. This nursing home was not properly 
licensed and also, at that time, had a temporary 
license because the Health Department questioned 
the medical care that was being given to the pa¬ 
tients at this home. 

In this article, on page 63, it says “It is proba¬ 
ble, therefore, that the inadequacy found in this 
home exists to some extent in all nursing homes.” 
This is an implication that should never be im¬ 
plied, unless further proof can be found. Dr. Car- 
roll took the worst home in Maryland; one that 
was ostracized by the Nursing Home Association; 
one that was closed down by the State Health 
Department, and compared it to the fine, modern, 
and properly licensed nursing homes throughout 
the state. Such a situation as described in this 
article could not easily happen in a properly li¬ 
censed and administered nursing home in the 
state. 

We have medical records that are up to date 
on each of the patients in the nursing homes in 


Maryland, and doctors, in accordance with state 
regulations, must examine the patients at least 
once a month. If certain disorders were not dis¬ 
covered at the home, it would certainly be the 
fault of the patient’s physician rather than the 
nursing home. 

I ask that some mention be made, that this 
nursing home which was compared with other 
nursing homes in the state, was a nursing home 
that was below par for all the homes in Maryland. 

Whatever you can do to correct this gross 
interpretation of how nursing homes really are, as 
presented in this article, would be greatly appre¬ 
ciated. 

Thank you. 

Richard Rynd 

Legislative Chairman 

Maryland Nursing Home Association 


.••iimmititiiMiiiiiuimiiiiiiiimiii 




Incorporated 1847 

Eutaw 

Savings Bank 


EUTAW AND FAYETTE STREETS 
5 Convenient Offices 

ASSETS .Over $115,000,000 


Member Federal Deposit Insurance Corporation 


MAXIMUM INSURANCE 
FOR EACH DEPOSITOR 


$10,000 


in each separate right or capacity 
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good reason 
to select 

Ilosone' 

Erythromycin Estolate 

for bacterial 
infections 

two to four times 
the therapeutic 
activity of other 
erythromycins 


CONTRAINDICATIONS: Ilosone is contraindicated in patients with a known history of sensitivity 
to this drug and in those with preexisting liver disease or dysfunction. 

SIDE-EFFECTS: Even though Ilosone is the most active oral form of erythromycin, the incidence 
of side-effects is low. Infrequent cases of drug idiosyncrasy, manifested by a form of intrahe- 
patic cholestatic jaundice, have been reported. There have been no known fatal or definite resid¬ 
ual effects. Gastro-intestinal disturbances not associated with hepatic effects are observed in a 
small proportion of patients as a result of a local stimulating action of Ilosone on the alimentary 
tract. Although allergic manifestations are uncommon with the use of erythromycin, there 
have been occasional reports of urticaria, skin eruptions, and, on rare occasions, anaphylaxis. 

DOSAGE: Children under 25 pounds—5 mg. per pound of body weight every six hours. Children 
25 to 50 pounds— 125 mg. every six hours. Adults and children over 50 pounds— 250 mg. every 
six hours. For severe infections, these dosages may be doubled. 

Available in Pulvules®, suspension, drops, and chewable tablets. Ilosone Chewable tablets 
should be chewed or crushed and swallowed with water. 


Additional information available to physicians upon request. 
Eli Lilly and Company, Indianapolis, Indiana 46206. 
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Your AMA-ERF is four years old. It is a very 
young Foundation which has much to be proud of 
—and a glance at its record reveals the important 
activities. 

In its brief history, the Foundation 

• transmitted more than $1 million a year from 
physicians and their wives in unrestricted 
funds to medical schools; 

• guided more than $3 million from physicians 
and industry into $30 million in loans for 
medical students, interns and residents; 

• created the mechanism that channels funds 
into research on smoking and health; 

• supported the Summer Institute for Medical 
Journalism, which aims at increasing the 
writing and editing abilities of young physi¬ 
cians; 

• established a program in bequests to medical 
research, a service to bankers and lawyers in 
guiding their clients’ bequests; 

• set up the mechanism to accept small contri¬ 
butions to research that by themselves would 
purchase little but which, when pooled, be¬ 
come capable of sponsoring research proj¬ 
ects, and 

• in the last year has built and opened the In¬ 
stitute for Biomedical Research, an exciting 
venture in basic biomedical research. 


Physically the Institute has space and labora¬ 
tory equipment in the new addition to the AMA 
headquarters building. The Institute is designed 
to provide maximum opportunity for outstanding 
scientists to devote their full energies to basic re¬ 
search in cellular biology without the distractions 
of teaching or performing administrative chores. 

The facility is supported entirely by private 
funds. 

Five scientists are at work in the Institute, and 
several more are expected to join them in the near 
future. Eventually about 25 scientists will be ac¬ 
commodated. 

What is ahead for the Foundation? That de¬ 
pends on you. The success of these programs is 
in the hands of those physicians who endorse 
them—intellectually and financially. Where do 
you stand in the fourth year with your Founda¬ 
tion ? 


About the AMA-ERF 
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Dependability and Organized Responsibility 



Chesapeake Bay 
Pin — Beautiful! 

In this hand-sculptured pin, the glories of the 
Chesapeake Bay are depicted by a terrapin, 
oyster, starfish, crab, clam and seahorse. 

14k solid gold.$70.00 

Sterling silver. 25.00 

Mail orders invited 




OAF 3 LAN 






231 N. Howard St., Baltimore (MU 5-8800) 

Tidewater Inn, Easton, Md. (TA 2-1553) 


Specializing in the 
fitting of shoes 
for proper foot function 
and comfort 

ACCURATE PRESCRIPTION WORK 

ZIMMERMANN’S 

COMFORTABLE SHOES 

227 W. Saratoga St. Baltimore, Md. 

STORE HOURS 

Monday, Tuesday, Wednesday, Friday 
and Saturday.. .9:30 A.M. to 5:15 P.M. 
Thursday . . . 9:30 A.M. to 8:30 P.M. 




mum Fll SALE! 


Proudly Announces The Showing 

Of the New 250S & 250SE 


MERCEDES-BENZ 


Baltimore's only Authorized Dealer 
for Sales, Service and Parts 

R. & H. Motors, Inc. 

4810 Belair Rd. 426-9200 


• Take your selection home 
for three days to inspect 
it and make your deci¬ 
sion. 

• When you have confirmed 
your selection we will 
store your fur free of 
charge. 

• Your decision need not be 
final until you take your 
fur out of storage. 

Your purchase MUST 
BE completely 
satisfactory 

Maryland's Exclusive 
Representative for 

Oleg Cassini 

FURS 

/if* 

225 N. Howard St. 

Baltimore, Md. 21201 


LE 9-4900 
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EXECUTIVE 


EMIANNUAL 

SESSION 


EG ISLATIVE 

CORRECTION 


EW 

INCOME LIMITS 
FOR 

MEDICAL CARE 
PROGRAM 


SECRETARY’S NEWSLETTER 

July, 1966 


The Semiannual Meeting is scheduled for Friday, 
September 9, in Ocean City, at the Diplomat 
Motel. The schedule of activity is as follows: 

8:30 p.m., Thursday, September 8 
Council 

9:30 a.m., Friday, September 9 
House of Delegates 
1:00 p.m., Friday, September 9 

Crab Feast Luncheon, Phillips Crab House 
6:30 p.m., Friday, September 9 

Poolside Cocktail Party at The Diplomat 
7:30 p.m. , Friday, September 9 

Dinner Dance, and an illustrated lecture 
by A. McGehee Harvey, M.D., on 
"Medicine and the Three Worlds of Peru: 
Past, Present and Future." 

Other groups meeting jointly with the Faculty on 
Saturday, September 10, include: 

Maryland Chapter, American College of Surgeons 
Maryland Diabetes Association 
Maryland Psychiatric Society 

It's not too early to make your hotel reservation. 
See reservation slip elsewhere in this Journal. 


It was reported in The Assemblyman, Volume 
IV, Issue 3, page 2, that Senate Bill 61, 
dealing with a change in the Abortion Law, had 
been adopted by the General Assembly. This is 
incorrect as this bill did not pass the State 
Legislature and died in the last few hours of that 
session. 


House Resolution 102 adopted by the 1966 General 
Assembly provides medical indigency income 
limits for the State budget commencing July 1, 

19 66, as follows: 


One person 

$1,800. 

per 

annum 

Two persons 

2,280. 

per 

annum 

Three persons 

2,640. 

per 

annum 

Four persons 

2,940. 

per 

annum 

Five persons 

3,480. 

per 

annum 

Six persons 

3,900. 

per 

annum 



Each additional 
person 


$ 420. per annum 



Don't forget increase in office visit fee, effective! 
the same date, to S3.00 from S2.50. 

NEWS 

NOTES 

Joseph S. McLaughlin, Baltimore, has been 
named a Markle Scholar. Markle Scholarships 
are awarded to a maximum of 25 a year to 
"help prepare promising young teachers and 
investigators for positions of leadership in aca¬ 
demic medicine." 

The Washington-Baltimore Society of Physical 
Medicine and Rehabilitation have elected the 
following officers for the 1966-67 year: 

Frederick J. Balsam, Baltimore, President 
David A. Zohn, Washington, Vice-President 

B. Stanley Cohen, Baltimore, Sec.-Treas. 

Peter A. Santucci, Bethesda, has been elected 
Secretary of the Guild of Catholic Psychiatrists. 

A new Active Member of the American Society 1 
of Anesthesiology is Narciso V. del Carmen, 
Westminster; and Isagani R. Bernardo, Balti¬ 
more, a Junior Member. 

ADDITIONAL 

RES OLUTIONS 

Additional resolutions received for consideration \ 
by the House of Delegates are: 

Resolution 4S/66 - Development of a Program 
By Maryland Medical Service (Blue Shield) To 1 
Pay Reasonable And Customary Fees To 
Physicians 

Resolution 5S/66 - Payment of Reasonable and 
Customary Fees For Professional Services 
Under Title XIX of PL 89-97 


The Reference Committee will meet on Thursday, 
July 28 at 8:00 p.m., in the Faculty building. 


Executive Secretary 













DOCTORS, ask for a demonstration 
of MERCANTILE-MEDAC... 

■ The best system of medical 
bookkeeping by computer. 

■ A complete service backed by 
this bank’s 100 years experience. 

■ The service that provides doctors 
with important advantages. 

Mercantile-Medac saves 
doctors’ valuable time. It cuts 
billing and bookkeeping costs, 
assures accuracy and speeds 
collections. 

It will take only a few minutes 
for your secretary to learn to 
operate the compact IBM desk 
transmitter, which feeds billing 
and record keeping information 
to our data processing center 
. . . And she will be able to 
transmit an average of 60 
transactions in just 15 minutes! 

After that, Mercantile-Medac 
does all of your bookkeeping 
and billing, and you get many 
extra advantages, such as 
accurate daily, monthly and 
annual statements for you and 
your accountant to use as a 
continuing analysis of your 
financial progress. 

You owe it to yourself to see 
how Mercantile-Medac works 
. . . how it can work for you. 

We will be happy to arrange 
for a demonstration of 
Mercantile-Medac in your 
office or in our Computer 
Services Department, if you 
prefer. 


MERCANTILE-SAFE DEPOSIT 
and Trust Company 

Chartered 1864 


COMPUTER SERVICES DEPARTMENT 
Calvert and Redwood Streets ■ 539-1040 



Sturdy . . Light-weight. . Comfortable 

ABDOMINAL SUPPORT 



Now ... at your Surgical Appliance Headquarters 
. . . the most advanced development in a garment to 
afford healthful support to the sacro-iliac region and 
lower back area. Especially designed for the female 
figure, and featured by a removable sacro pad in 
plastic-lined pocket. 

SEE OUR COMPLETE LINE OF 
SURGICAL APPLIANCES 

• Cervical Collars • Trusses 

• Arch Supports • Colostomy and 

• Sacroiliac Belts Urinary Appliances 

Serving the Medical Profession for 46 Years 



0 / / u rra y f j- \nn i icjaAn er 

SURGICAL INSTRUMENT CO.. INC. 

1421 MARYLAND AYE • BALTIMORE, MD. 21201 


SAratoga 7-7333 
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Why do more 
Maryland Doctors 
insure with The St. Paul ? 



Probably because our Professional Liability coverage 

is so thorough. 

Really broad coverage. Fewer exclusions, so 
interpretations are no problem. The price is 

likely to be nice, too. 

To get the folder that tells all about it concisely, write. 

The St. Paul is the approved carrier for the State 
Medical Association here... and in more states than 
any other single insurance company. It must 

be something we offer! 


Want to see just 1 insurance 
man and still be fully insured? 
Use our St. Paul Multicover 
Plan. Same agent as for Lia¬ 
bility. He's in the Yellow Pages. 


MARYLAND 

Baltimore, Drumcastle Center, 6305 York Road 21212 Phone: ID 5-6300 


THE ST. PAUL 

INSURANCE COMPANIES 



Serving you around the world... around the dock 


St. Paul Fire and Marine Insurance Company 
St. Paul Mercury Insurance Company 
Western Life Insurance Company 
St. Paul, Minnesota 55102 
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House of Delegates, April 26* 

1. A moment of silence was observed in me¬ 
mory of deceased colleagues. 

2. A motion of the Treasurer recom¬ 
mending a Nominee Form for securities 
was adopted. 

3. Emeritus membership was bestowed on the 
following physicians: J. Edmund Bradley, MD, 
and Nicholson J. Eastman, MD, Baltimore City; 
Mary McK. Cushing, MD, and Robert Hetiing, 
MD, Baltimore County; Simon Virkutis, MD, 
Dorchester County; Manfred J. Gerstley, MD, 
and Eugene Kester, MD, Kent County; J. Mar¬ 
ion Bankhead, MD, Edith H. Weigert, MD, and 
Naomi Lucius, MD, Montgomery County; H. 
Dabney Kerr, MD, Talbot County. 

4. An additional sum up to $10,000 was 
appropriated through December 31, 1966, 
to continue and expand the MEDIC net¬ 
work. 

5. Thirteen physicians were honored for 50 
years of membership in the Faculty. Pins were 
awarded to those able to be present. 

6. On behalf of the AMA, the Presi¬ 
dent presented plaques of recognition for 
voluntary service in Viet Nam for 60 
day to Robert E. Eby, MD, and Stephen 
M. Nagy, MD. A plaque is to be present¬ 
ed at a later date to Richard W. TeLinde, 
MD, who was unable to be present. 

7. Various Bylaw amendments were adopted. 
The text of these may he found in the Minutes and 
in the report of the Bylaws Committee. 


*See pages 52-112 for full text of minutes and reports. 


8. Resolutions of the Fee Schedule 
Committee were adopted, one reaffirm¬ 
ing the principle that usual and customary 
fees be paid to private practicing physi¬ 
cians rendering care to medical care pro¬ 
gram patients; the other calling for ap¬ 
pointment of a subcommittee of the Fee 
Schedule Committee to deal with PL89- 
97 matters. 

House of Delegates, April 29* 

1. The slate of officers proposed by the Nom¬ 
inating Committee was elected unanimously. 

2. A resolution supporting separation 
of professional fees from hospital charges 
was adopted. 

3. A resolution calling for establishment of a 
School of Medical Technology at the University 
of Maryland was adopted. Additional recom¬ 
mendations of the Reference Committee concern¬ 
ing implementation of this resolution were also 
adopted. 

4. A resolution proposed by the Mont¬ 
gomery County Medical Society, calling 
for the Faculty’s AMA delegates to in¬ 
troduce a resolution urging each constit¬ 
uent society to establish Medicare Coor¬ 
dinating Committees in their communi¬ 
ties, was adopted. 

5. M. B. Levin, MD, was granted the privilege 
of addressing the House. He raised three points 
of order, which the Chair ruled were not well 
taken. 
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SKIN 

PROBLEMS 


Caused by itching 
due to: 


Dry Eczema 
Chafing 
Minor Burns 
Athlete's Foot 
Dry Skin 
Wind Burn 
Insect Stings 


Acne 

Ivy Poisoning 
Cold Sores 
Heat Rash 
Diaper Rash 
Chapping 
Hemorrhoids 



For Safe, Sure, Speedy Relief— 
—Get RESINOL GREASELESS! 


Medical Scientists have 


conquered 6 dread diseases 



New remedies con- 
taining antibiotics 
have been tested, but 
have often caused side 
effects which are worse 
than itching skin. Af¬ 
ter many years of re¬ 
search and testing, 
Itesinol Greaseless 
Cream was developed. 
. . . A doctor’s formula 
containing safe yet 
powerful ingredients, 
Resinol Greaseless con¬ 
tains an amazing, prov¬ 
en “anti-itch” medica¬ 
tion called Resorcin, 
which quickly and ef¬ 
fectively relieves most 
any kind of itching. 
Try Resinol Greaseless 
. . . You’ll be delighted 
to find that it really 
works! At all drug 
stores. Buy a tube 
today. 


in the past decade, but 
they are largely in the 
dark, they admit, in find¬ 
ing relief for one age-old 
ailment—itching 


Family First Aid 
in a Tube 
Carry in Purse 
or Pocket 

A Medicine Cabinet 
“Must” 


“Resinol Read} WorL ” 

RESINOL CHEMICAL COMPANY 

517 W. Lombard St. 

Baltimore, Md. 21201 


EXECUTIVE COMMITTEE, MAY 19 

1. Report was made that an appropriate Facul¬ 
ty group is meeting with Health Department offi¬ 
cials to determine fee arrangements under the 
Medical Care programs. 

2. Dr. Russell Nelson is to be invited to 
discuss with the Executive Committee plans 
for a proposed satellite of the Johns Hop¬ 
kins Hospital to be opened in Howard 
County that would offer prepaid medical 
care. 

3. The Chief, Division of Community Health 
Services, HEW, attended a portion of the meet¬ 
ing to find out physicians’ opinions on maintain¬ 
ing quality of care under PL 89-97. It evolved 
that physicians are mainly concerned about utiliza¬ 
tion of physicians’ services once the patient has 
met the $50 deductible and about interpreting the 
Medicare law to patients. The matter of explain¬ 
ing the law to patients was, in the opinion of the 
Executive Committee, a matter to he undertaken 
by HEW or the fiscal carrier, not the physician. 

4. The question of whether state legisla¬ 
tion should be sought to spell out the fact 
that the practice of medicine is the responsi¬ 
bility of the physician—not of the hospital 
—was answered by Faculty’s legal counsel. 
The decision in Illinois, inferring that hos¬ 
pitals were responsible for the practice of 
medicine in their institutions, was too nebu¬ 
lous to warrant legislative action. 

5. The Membership Committee reported on a 
question which had been referred to it concerning 
the granting of Physicians’ Defense to all associ¬ 
ate members. The opinion was that this had not 
significantly increased the Faculty’s legal costs and 
it was a strong selling point in attracting and re¬ 
taining members. The Executive Committee con¬ 
curred in the recommendation that this provision 
of the Bylaws should remain. 

6. Suggestions were made for guberna¬ 
torial appointments of physical therapists to 
the Board of Physical Therapy Examiners. 

7. Members of the Building Committee are to 
he polled with the suggestion that this Committee 
be disbanded and custody of funds be turned over 
to the Treasurer, to be maintained in separate 
Building Fund accounts. 
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8. A report was made of discussions con¬ 
cerning rules and regulations for labora¬ 
tories to be promulgated by the State 
Health Department. The only question not 
resolved was what did or did not constitute 
solicitation under the terms of the law. 

9. The State Health Department is to he asked 
to incorporate in its proposed rules and regula¬ 
tions the ethical standards with respect to solici¬ 
tation and advertising as adopted by the Faculty’s 
Council. 

10. Approval was given to sending a let¬ 
ter from the President to all members advis¬ 
ing them of their obligations in connection 
with the battered child law and the labora¬ 
tory rules and regulations. 

11. Xo recommendation is to be made this year 
for the Governor's Award to a Physician for Pro¬ 
motion of Employment of Physically Handi¬ 
capped. In the future, recommendations are to 
originate from the Occupational Health Commit¬ 
tee and be presented to the Council. 

12. Approval was given to having a staff 
member attend sessions of the Advisory 
Council on Heart Disease, Cancer, and 
Stroke. 

13. The practice of holding joint meetings with 
the Executive Committee of the Hospital Council 
is to be continued. 

1 14. The following recommendation of the 
Fee Schedule Committee was approved: 
That permission be requested from the Ex¬ 
ecutive Committee or Council to approach 
“A Continuing Committee to Study the 
Medical and Surgical Fees Applicable to 
Workmen’s Compensation” with a view to 
discussing payment of the usual and cus¬ 
tomary fees, as defined by the Medical and 
Chirurgical Faculty, for all Workmen’s 
Compensation cases. 

15. J. Morris Reese, MD, was appointed to 
the Advisory Committee, Community Informa¬ 
tion and Referral Service, Health and Welfare 
Council of the Baltimore Area, Inc. 

16. A resolution from the Louisiana State 
Medical Society urging all other state socie¬ 
ties to initiate a program of collecting drugs 
and medical supplies for Viet Nam is being 
referred to the Woman’s Auxiliary. 


The finest 
nursing home 
facilities 
for the aged 
and the 
chronically ill 
plus, constant 
experienced 
professional 
supervision 



NURSING HOMES 


Baltimore, Md. 

BEL AIRE 

5837 Belair Rd. 

CL 4-8800 

BELVEDERE 

2525 W. Belvedere 

F0V9IOO 

Catonsville, Md. 
CATONSVILLE 

16 Fusting Ave. 

Rl 7-1800 

Easton, Md. 

EASTON 

Rt. 50 & Dutchman's 
Lane 

TA 2-4000 

Accredited by the National Council for 
the Accreditation of Nursing Homes. 

Your Inspection Invited • Brochure Upon Request 
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The human spine is not engineered f 
prolonged sitting at desks, pianos, typ 
writers and drafting boards. The stress 
set up by the heavy, forward-tilted he; 
and trunk, balanced precariously oni 
insufficient base, result in strain oft! 
dorsal musculature, particularly at t 
low lumbar level. 


The unusual muscle-relaxant and an, 
gesic properties of ' Soma ' make it esp 
dally useful in the treatment of low ba 
sprains and strains. 'Soma’ is wide 
prescribed □ to relieve pain □ to rel 
muscles □ to restore mobility. 


Indications: ‘Soma’ is useful for management 
muscle spasm, pain, and stiffness in a variety 
inflammatory, traumatic, and degenerative mus 
loskeletal conditions. It also may act to normal 
motor activity in certain neurologic disturbanc 

Contraindications: Allergic or idiosyncratic re 
tions to carisoprodol. 

Precautions: ‘Soma’, like other central nervi 
system depressants, should be used with caut 
in patients with known propensity for taking 
cessive quantities of drugs and in patients v, 
known sensitivity to compounds of similar che 
cal structure, e.g., meprobamate. 

Side Effects: The only side effect reported withi 
frequency is sleepiness, usually on higher tl 
recommended doses. An occasional patient r 
not tolerate carisoprodol because of an individ 
reaction, such as a sensation of weakness. 01 
rarely observed reactions have included dizzir* 
ataxia, tremor, agitation, irritability, headache 
crease in eosinophil count, flushing of face, 
gastrointestinal symptoms. 

One instance each of pancytopenia and le 
penia, occurring when carisoprodol was adn 
istered with other drugs, has been reported, as 
an instance of fixed drug eruption with carisoprc 
and subsequent cross reaction to meprobam 
Rare allergic reactions, usually mild, have inclui 
one case each of anaphylactoid reaction with r 
shock and angioneurotic edema with respira 
difficulty, both reversed with appropriate then 
In cases of allergic or hypersensitivity reactfe 
carisoprodol should be discontinued and appro 
ate therapy initiated. Suicidal attempts mayi 
duce coma and/or mild shock and respira 
depression. 

Dosage: Usual adult dose is one 350 mg. ta 
three times daily and at bedtime. 


Supplied: Two Strengths : 350 mg. white tab 
and 250 mg. orange, two-piece capsules. 
Before prescribing, consult package circular. 


for the relief 
of low back 
sprains and strai 


SQM 

(CARISOPROD 



Wallace Laboratories, Cranbury, 1\ 









SURVEILLANCE LOR 
ARTHROPOD-BORNE 
ENCEPHALITIS 
IN MARYLAND j 


PAUL D. STOLLEY, MD 
JOHN H. JANNEY, MD 
J. M. JOSEPH. PhD 


This is the mosquito season and the time to be alert for 
viral encephalitis. The Maryland State Health Department is 
conducting a surveillance program and has issued instructions 
for collecting specimens for laboratory examination. One 
known case occurred in Maryland last year and is reported here. 


In 1965, the Division of Epidemiology and the 
Bureau of Laboratories of the Maryland State 
Health Department initiated a surveillance pro¬ 
gram for the arthropod-borne encephalitides. Per¬ 
sonal visits were made to the pathologists and 
medical directors of most Maryland hospitals, and 
circulars were mailed which warned of the pos¬ 
sibility of this disease’s occurring and gave in¬ 
structions as to the type of specimens to be shipped 
to the State Health Department Laboratory for 
diagnosis. 

In previous years, surveys of the mosquito 
vector and birds had demonstrated the presence 
of Eastern encephalitis virus in Maryland, espe¬ 
cially in the Eastern Shore swamp area. 

Instructions for Collection of Specimens for 

Laboratory Examinations for Viral Encephalitis 

FROM CLINICAL CASES 

Collect 10ml blood during the early febrile phase 
of the illness. Split the 10 ml collection into two 
5ml samples, putting each into an STS blood tube 
with rubber stopper and without preservative or 
anticoagulant. 

Sample A . — One tube is used for virus isolation. 
Fresh blood is the best material from which to at¬ 
tempt this isolation. It should be frozen immediately 
after collection and shipped in a frozen state to 
the Central Laboratory, 16 E 23rd St, Baltimore, 
promptly after collection. If the specimen cannot be 
transported immediately, it should be stored in the 
freezing compartment of the refrigerator until it can 


From the Division of Epidemiology and Bureau of 
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be sent. This specimen must be labeled “Encephalitis 
virus studies” on the data slip. 

Sample B . — The second sample is used for ser¬ 
ology. It may be mailed to the Central Laboratory 
in the same manner as STS bloods are sent. Do 
not allow the clotted blood (sample B) to freeze. 
However, if the specimen is centrifuged and the 
serum taken off, this serum may be stored frozen. 
A second 10ml sample of blood should be drawn 14-21 
days after onset and sent in for serology. It is neces¬ 
sary to have acute and convalescent specimens 
(paired sera) in order to determine a rise in anti¬ 
bodies. This specimen should be marked “Encephal¬ 
itis serology” on the data slip. 

FROM AUTOPSY MATERIALS FOR VIRUS 
ISOLATION 

Whole blood or serum (10ml), if available; spinal 
fluid; stool, brain cortex, brain stem, or whole brain; 
lung, spleen, or other organs showing signs of in¬ 
volvement. 

Autopsy specimens should be frozen fresh. Do 
not put them in formalin. 

When there is autopsy material available for ex¬ 
amination, notify Dr. John H. Janney, Division of 
Epidemiology, 837-9000, Ext. 8406, or Dr. J. M. 
Joseph, Central Laboratory, 837-9000, Ext. 8576. In¬ 
structions will be given as to shipment, or arrange¬ 
ments will be made for the material to be picked up 
by the Health Department. 

Any inquiries regarding collection or handling of 
specimens should be referred to one of the above 
numbers. 

Submit two stool specimens, taken on consecutive 
days, which will be used for attempts to isolate pos¬ 
sible enteroviruses. These specimens can be mailed 
without refrigeration. 

Case Report 

This was the only documented case of mosquito- 
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borne encephalitis known to have occurred in 
Maryland in 1965. 

On August 28, a 74-year-old Negro woman, 
resident of Stockton in Worcester County, was 
admitted to Peninsula General Hospital in a 
comatose state. The onset of her illness was 
three days before admission, when her family 
noted confused and strange behavior. One day 
before admission she was seen by her private 
physician, who had been treating her for adult-onset 
diabetes with oral hypoglycemic agents. At that 
time her oral temperature was 102°F. She was 
treated with parenteral penicillin, but the family 
returned the patient to the physician’s office on 
the day of admission. She was in a coma and 
still febrile. 

The following physical findings were recorded: 
P-120 BP: 220/110 R-30. Temperature: 104°F. 
The patient was an elderly Negro female in a 
comatose condition and showing no voluntary mo¬ 
tion on the right side. 

Neck : Nuchal rigidity was present. 

Cardiovascular : The heart appeared enlarged 
with the apical impulse felt at the left anterior 
axillary line. A high-pitched systolic murmur 
was heard at the apex and was transmitted to 
the axilla. 

Abdomen : No organs or masses were palpated. 

Neurological: The patient exhibited a markedly 
depressed level of consciousness and would not 
respond to verbal commands. The deep tendon 
reflexes were generally decreased and a right 
hemiparesis was present with a positive Babinski 
sign on the right. 

Laboratory Data : The initial WBC was 16,000 
with 92 polymorphonuclear leukocytes, one stab 
form, and seven lymphocytes. Three days later, 
one day prior to death, the WBC was 5,000. The 
admission hematocrit was 37%. The cerebro¬ 
spinal fluid was examined on the day of admission 
and had a xanthochromic appearance. There was 
a total of 768 cells/cu mm with 174 of these red 
cells and 594 white cells. The differential showed 
60% of the white cells to be lymphocytes and 
40% polymorphonuclear leukocytes. The CSF 
protein was 147 mg%, the glucose 183 mg% 
(with a simultaneous blood sugar of 340 mg%) 
and chlorides 125 mEq/1. A single hemagglutina¬ 
tion-inhibition antibody titer to E.E. was 1 :640. 

On the day of admission, the BUN was 16 mg,/ 


100ml and the electrolyte determinations were 
within the normal range. 

No bacterial pathogens were isolated from the 
CSF, and several blood cultures were negative. 
Eastern encephalitis virus was isolated from post¬ 
mortem brain tissue. 

X-ray: A chest film showed clear lung fields 
and minimal cardiac enlargement. 

Clinical Course: The patient remained comatose 
throughout her hospital course. During hospitali¬ 
zation she received isoniazide, para-amino salicylic 
acid; penicillin, streptomycin, chloramphenicol, 
and insulin. Nevertheless, her condition deterio¬ 
rated. Her pupils became fixed and small, and she 
failed to respond to pain throughout her illness. 
Her temperature had ranged from 103°F to 
104.8°F until the final hospital day, when it 
dropped below 98°F. She died on the fifth hos¬ 
pital day. 

Pathology: A widespread but mild encephalitis 
was present throughout the central nervous sys¬ 
tem, characterized by the inflammatory changes 
typical of arthropod-borne virus infection. Eastern 
encephalitis virus was isolated from her brain 
tissue. 

Discussion : The isolation of the Eastern en¬ 
cephalitis virus from the patient’s nervous tissue 
established the diagnosis postmortem. In addition, 
several horse cases of Eastern encephalitis were 
known to have occurred within 25 miles of her 
home. Studies of the usual vector, Culiseta mel- 
anura, in an area north of her home where a phea¬ 
sant flock was almost destroyed by Eastern en¬ 
cephalitis, showed an infection rate of 1 :167 from 
over 2,000 collected mosquitos. In addition. 57 
isolations of Eastern encephalitis virus were made 
from mosquitoes collected from the Pocomoke 
cypress swamp, a few miles w’est of her home. 
This patient presented initially with a picture 
similar to that seen with a cerebrovascular acci¬ 
dent. The diagnosis was subsequently proved to 
be arthropod-borne encephalitis. 

Conclusion 

The demonstrated presence of infected vector 
mosquitoes and reservoir birds, and known horse 
cases in previous years make the likelihood of 
cases of Eastern encephalitis occurring this sum¬ 
mer probable. Alertness will aid in diagnosis of 
this disease. 

301 West Preston St 
Baltimore, Md 21201 
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when readings 
indicate hypertension 

Time for 

Naturetin’ 

SQUIBB BENDROFLUMETHIAZIDE 

to reduce blood pressure 

In the management of your hypertensive patients, 
Naturetin is good therapy to start with, good ther¬ 
apy to stay with. 

In mild hypertension, Naturetin lowers blood 
pressure gradually toward normotensive levels. 
In long-term therapy, Naturetin may keep blood 
pressure low—for months, sometimes years. When 
used in combination with other antihypertensive 
agents, blood pressure often falls further—and 
lower doses of both drugs are usually possible. 
Clinical trials have proven Naturetin effective— 
without serious side effects. 1 ^ And, when used to 
treat patients with cardiac edema and hyperten¬ 
sion, "in no instance did the concentration of 
serum potassium fall below 3.1 mEq. per liter." 3 
(Normal range for serum potassium: 3.5-5.0 mEq./ 
liter). 4 

When readings indicate hypertension, start with 
Naturetin, stay with Naturetin. 

Contraindications: Severe renal impairment; previous hypersen¬ 
sitivity. 

Warning: Ulcerative small bowel lesions have occurred with 
potassium-containing thiazide preparations or with enteric-coated 
potassium salts supplementally. Stop medication if abdominal 
pain, distension, nausea, vomiting, or G.l. bleeding occur. 
Precautions: The dosage of ganglionic blocking agents, veratrum, 
or hydralazine when used concomitantly must be reduced by 
at least 50% to avoid orthostatic hypotension. Electrolyte dis¬ 
turbances are possible in cirrhotic or digitalized patients. 

Side Effects: Bendroflumethiazide may cause increases in serum 
uric acid, unmask diabetes, increase glycemia and glycosuria in 
diabetic patients and may cause hypochloremic alkalosis, hypo¬ 
kalemia; cramps, pruritus, paresthesias, and rashes may occur. 
Supplied: Naturetin (Squibb Bendroflumethiazide) 5 mg. and 2.5 
mg. tablets. Also available—Naturetin c K [Squibb Bendroflume¬ 
thiazide (5 or 2.5 mg.) with Potassium Chloride (500 mg.)]. For 
full information, see Product Brief. 

References: 1. Telfeyan, S. A.: Clin. Med. 70:1668, 1963. 2. Shep¬ 
ard, H. L.: J. Am. Geriatrics Soc. 77:363, 1963. 3. Cummings, D. E.; 
Goodman, R. M., and Steigmann, F.: J. Am. Geriatrics Soc. 72:161, 
1964. 4. Castleman, B., ed.: New England J. Med. 268:1462, 1963. 
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Jobst Venous Pressure Gradient Supports are custom made to precise measure¬ 
ments of your patient's extremity. Our service center is staffed with experts 
who will measure and fit your patient on your prescription only. Each support 
is individually engineered to exert the correct counter pressure according to 
your diagnosis and each support is guaranteed to fit, no strangulation, no pud- 


i 


dling, no tourniqueting. Send patients to our Baltimore center for 
measuring and fitting; there is no charge for this service. For complete 
information have your secretary phone or drop us a card. 
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j; Medicine’s Responsibility in Solving 


Population Problems 


While the medical profession has successfully reduced 
death rates, it has tended to ignore the other half of 
the problem of natural balance—birth rates. If populations 
continue to increase, famines, poorer living standards, 
and growing tensions threaten our civilization and 
possibly the survival of the human race. 


Nearly everyone has heard of the population 
explosion. Why this term is used is not so widely 
known. It took well over one million years for 
the peoples of the earth to slowly increase until 
by the year 1800 AD the world population was 
about one billion. In only 100 years the increase 
was then as great as since man first appeared on 
earth, and by 1900 the population was approxi¬ 
mately two billion. The third billion was added 
in only 60 years, and now, at present rates, in 35 
years the world population will double and reach 
six billion; some experts predict it may be seven 
billion. How serious is this? 

In 1961 a petition was sent to the heads of 
state of each member of the United Nations. It 
was signed by distinguished citizens from 19 coun¬ 
tries, authors, educators, scientists, and political 
leaders, including 38 Nobel Prize winners. This 
petition urged the United Nations to take leader¬ 
ship in a program to limit population increases 
the world over, “in order that human beings 
everywhere may be assured of the opportunity to 
develop their highest capacities and to enjoy in¬ 
dividual freedom, the advantages of education 
and public health, privacy, abundance, security 
and the beauty and wonder of the world.” The 

I. Ridgeway Trimble Fund Lecture, presented at the 
168th Annual Meeting of the Medical and Chirurgical 
Faculty of the State of Maryland. April 27, 1966. 


H. CURTIS WOOD, JR., MD 
Medical Consultant to the Association 
for Voluntary Sterilization 

petition went on to say that medically sound and 
individually acceptable birth control is an essen¬ 
tial factor in any humane design to raise living 
standards and achieve international peace as well 
as social and family stability and that in spite of 
technological advances, the earth cannot provide 
food and minerals for a population increasing 
more than geometrically. “Unless a favorable 
balance of population and resources is achieved 
with a minimum of delay, there is in prospect a 
Dark Age of human misery, famine, undereduca¬ 
tion, and unrest which could generate growing 
panic, exploding into wars fought to appropriate 
the dwindling means of survival.” 

More and more thinking people agree that the 
population problem is the basic problem of the 
world. Without widespread fertility control we 
cannot hope to maintain even today’s living stand¬ 
ards, nor can we raise them. The late President 
Kennedy realized that without population limita¬ 
tion the objectives of our foreign aid programs 
could not be achieved. In 1961, speaking of the 
situation in Latin America, in a special message 
on foreign aid, he said, “Population growth is 
already threatening to outpace economic growth, 
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and in some parts of the continent living standards 
are actually declining.” 

While the world population will probably dou¬ 
ble by the year 2000, Latin America’s present 
200 million will, at present rates, triple in these 
same 35 years and reach the staggering total of 
600 million. Unless there is swift action to 
promote adequate fertility control, what hope is 
there for raising living standards and improving 
international relations and social or family sta¬ 
bility ? 

fames Reston, the newspaper columnist, echoed 
these thoughts when he wrote: “The greatest 
menace to world peace and increased standards 
of living is not atomic energy, but sexual energy,” 
and Robert C. Cook, of the Population Reference 
Bureau agrees when he says: “The most ominous 
force in the world today is uncontrolled human 
fertility.” 

Whether one is primarily interested in world 
peace, fighting communism’s spread, raising living 
standards, improving community or family life, or 
increasing the individual’s opportunities for de¬ 
velopment and increased happiness and better 
health, these worthy goals can only be realized 
in conjunction with fertility control and respon¬ 
sible and voluntary parenthood. 

Mankind’s existence is threatened not only by 
atomic warfare. Famine on a tremendous scale 
involving hundreds of millions of people has 
been predicted for the 1970’s by responsible sci¬ 
entists. This is in spite of the optimistic views 
of some that the earth can feed ten or more bil¬ 
lions if we eat plankton three times a day—a 
rather dismal outlook! The Food and Agriculture 
Committee of the United Nations reported that 
merely to keep conditions from becoming worse, 
and some say 80% of the world’s population are 
chronically hungry, the world food output would 
have to be doubled by 1980 and tripled by the 
year 2000. The same committee said recently 
that while food production has been markedly in¬ 
creased, populations had increased more rapidly 
so that every year successively for the last five 
years there has been less food for each person 
in the world than there had been the year be¬ 
fore. This is another reason why the National 
Academy of Sciences warns us that “either the 
birth rate of the world must go down or the 
death rate must go back up.” Which shall it be? 

What about the United States? Obviously the 


world has a quantitative population problem of 
tremendous proportions. Do we also have one, or 
is ours more qualitative in nature? At present the 
problem in this country is more qualitative, but 
there is no cause for complacency as far as the 
quantitative aspects are concerned. Our popula¬ 
tion may also double by the year 2000 so that 
we might approach 400 million. This number 
might be accommodated if they were spread over 
the countryside. One difficulty is that today 75% 
of our people live in cities. This trend is not 
likely to be reversed, so our cities will become 
bigger and bigger, with more and more spilling 
out into suburbia. Three thousand acres a day of 
good topsoil are being bulldozed away to make 
room for shopping centers, housing developments, 
and highways. The statisticians tell us that we 
need two and a half acres of land for each person 
if we are to enjoy our present standard of living. 
We need this land to grow food, to raise cattle, 
sheep, pigs, chickens, and to grow timber for our 
economy. New York City alone, with a popula¬ 
tion of eight million, would then need 20 million 
acres of land to support it. 

As our population grows and grows can we 
solve the problems of transportation, education, 
employment, recreation and maintain a way of 
life that will make living worthwhile? Why have 
we not yet outgrown the notion that a growing 
population and a booming birth rate is synony¬ 
mous with a booming economy? More numbers 
do not assure high living standards. Look at 
India and China! And the businessman ought to 
realize it is the buying power of the individual 
and the family that keeps the economy healthy. 
We could probably be happier and more pros¬ 
perous with a population stabilized at 200 million 
than with one at 400 million. In 150 years, the 
US may have three billion. So we do have a 
potential quantitative population problem, one 
which may become increasingly serious in the 
future. 

Most of our present difficulties in this area 
stem from the fact that those least qualified for 
responsible parenthood are having the most chil¬ 
dren. Being “underprivileged” or “disadvantaged” 
or whatever one wishes to call it seems to encour¬ 
age larger families than are found in the more 
“fortunate” segment of society. Statistics for 
New York can be used to illustrate. There are 
about 500,000 people in New York living on the 
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Welfare and under substandard conditions. They 
represent one-sixteenth of the population, yet they 
are producing one half of all the babies born in the 
city. They cost the tax payers about $500 million 
a year in direct relief handouts, and the services of 
12.000 social workers are needed to distribute the 
checks. 

The social costs are not measured in dollars 
and cents, but they are probably much higher than 
the tax bill. How many of the babies born in 
Welfare families are wanted ? How many are 
loved? How many are rejected, neglected, and 
even abused? What about the 10,000 children a 
year who make up the “battered child syndrome” ? 
What are the death rates, the disease incidence, 
the percentage of illegitimates, the number of al¬ 
coholics, drug addicts, the crime and juvenile 
delinquency rates in these “poverty pockets” ? 
How many children, this half of New York’s 
baby crop, will be able to fight their way out of 
the jungle and contribute to society and make 
useful and happy lives for themselves? Or will 
the Welfare become the only way of life they 
will ever know' and continue to the third and 
fourth generation ? 

What of their mental health? Dr. Karl Men- 
ninger says: “Nothing is more tragic, more fate¬ 
ful, than the realization by a child that he is not 
w r anted: From a purely scientific point of view, 
planned parenthood is essential in any program 
for increased mental health and for human peace 
and happiness.” Other psychiatrists think that 
parental rejection in childhood will contribute to 
a deep resentment against society which may flare 
out into delinquency and crime. 

Public Attitudes Toward Birth Control 

Changes in attitudes regarding birth control 
have been taking place slowly for many years. 
Margaret Sangers no longer go to jail for try¬ 
ing to help the underprivileged to control their 
fertility. Progress has been rapid in the past few 
years, perhaps as a part of the sexual revolution 
of modern times. In 1960, 72% of Americans 
were in favor of making birth control available 
to anyone who wanted it. In 1964, the figure was 
74%, and in the spring of 1965, a Gallup poll 
showed that 81%, or eight of every 10 people 
interviewed, favored free access to birth control. 

There has been a tremendous increase in maga¬ 
zine articles and radio and television programs 


dealing with the many aspects of fertility control, 
from the population explosion to abortion and 
sterilization. Nearly all have been progressive 
and in favor of voluntary and responsible parent¬ 
hood. 

Today we can say that the people of the United 
States cannot be held responsible for the anach¬ 
ronistic attitudes and policies of many branches 
of our government when it comes to birth control 
nor for the ultraconservative attitudes of so many 
members of the medical and legal professions. 
The people want constructive action in this field. 

Governmental Attitudes 

In 1959, the Draper report recommended that 
the United States should help underdeveloped na¬ 
tions control their exploding populations, if asked 
to do so, as part of our foreign aid program. 
President Eisenhower emphatically rejected this 
suggestion, saying he could not think of any¬ 
thing less suitable for our government to under¬ 
take. I understand he has subsequently changed 
his mind. 

President Kennedy felt that the United States 
should neither encourage nor oppose birth con¬ 
trol in other countries but should be willing to 
consider any request for help. 

Under President Johnson, our federal policies 
have progressed from the disapproval of Eisen¬ 
hower, through the rather passive acceptance 
by Kennedy, to actual promotion. In several 
speeches, President Johnson has expressed his 
concern about the population problem and his 
desire to do something about it. The Children’s 
Bureau, a unit of the Department of Health, Ed¬ 
ucation and Welfare, has allotted $5,500,000 to 
support birth control clinics in certain cities 
where birth control advice and supplies are given. 
In 1964, Congress appropriated $25,000 to set 
up birth control clinics for the indigent in Wash¬ 
ington, DC, and this year the sum has been in¬ 
creased to $200,000. 

The Office of Economic Opportunity, under 
Sargeant Shriver, has approved all methods of 
fertility control for the indigent except the surgi¬ 
cal method of voluntary sterilization, as part of 
the war against poverty. Since the most effective 
single weapon in this war against poverty is fer¬ 
tility control, it is unfortunate and regrettable 
that Mr. Shriver excluded one of the most effec¬ 
tive methods of family planning; 100,000 more 
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^ Effective in a wide range of everyday infec¬ 
tions—respiratory, urinary tract and others— 
in the young and aged—the acutely or chron¬ 
ically ill—when the offending organisms are 
\ tetracycline-sensitive. 

\Xontraindication— History of hypersensitivity 
to demethylchlortetracycline. 

Warriing— In renal impairment, usual doses 
may'lead to excessive systemic accumulation 
and liver toxicity. Linder such conditions, 
lower than usual doses are indicated and, if 
therapy is prolonged, serum level determina¬ 
tions may be advisable. A photodynamic re¬ 
action to natural or artificial sunlight has 
been observed. Small amounts of drug and 
short exposure may produce an exaggerated 
sunburn reaction which may range from ery¬ 
thema to severe skin manifestations. In a 
smaller proportion, photoallergic reactions 
have been reported. Patients should avoid 
direct exposure to sunlight and discontinue 
drug at the first evidence of discomfort, v 
Precautions and Side Effects— Overgrowth of 
nonsusceptible organisms may occur. Con¬ 
stant observation is essential. If new infec¬ 
tions appear, appropriate measures should 


be taken. Use of demethylchlortetracycline 
during tooth development (last trimester of 
pregnancy, neonatal period and early child¬ 
hood) may cause discoloration of the teeth 
(yellow-grey-brownish). This effect occurs 
mostly during long-term use but has also been 
observed in short treatment courses. In in¬ 
fants, increased intracranial pressure with 
bulging fontanels has been observed. All 
signs and symptoms have disappeared rap¬ 
idly upon cessation of treatment. Side reac¬ 
tions include glossitis, stomatitis, proctitis, 
nausea, diarrhea, vaginitis and dermatitis. If 
adverse reaction or idiosyncrasy occurs, dis¬ 
continue medication and institute appropriate 
therapy. Anaphylactoid reactions have been 
reported. 

Average Adult Daily Dosage: 150 mg q.i.d. or 
300 mg b.i.d. Should be given 1 hour before 
or 2 hours after meals, since absorption is 
impaired by the concomitant administration 
of high calcium content drugs, foods and 
some dairy products. 

Capsules: 150 mg; Tablets: film coated, 300 
mg, 150 mg, and 75 mg of demethylchlor¬ 
tetracycline HCI. 
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privileged Americans choose this method every 
year. Methods and techniques should be left to 
be decided between the patient and the doctor con¬ 
cerned and should not be dictated by the head 
of OEO. 

Medical Attitudes 

Has the medical profession kept up with the 
progress made by the people and the government? 
Unfortunately, no! There has been some prog¬ 
ress, however. A former president of the Ameri¬ 
can Academy of General Practice, who had also 
been the president of a State Medical Society, 
said, not many years ago: “Physicians are in 
practice for only one reason: to treat sick peo¬ 
ple.” Such dedication to one line of endeavor 
tends to remove the doctor from the world and 
its woes. Are we medical men not concerned 
with such things as the possible annihilation of 
mankind or the destruction of our civilization? 
Should we remain aloof to the problems that 
will confront us as the recipients of the Welfare 
continue to outbreed those who support them? 
As we go about healing the sick, or adding to the 
population, might we not worry at times about 
the type of life our children and grandchildren 
will have? Our communities may be sick with 
delinquency, crime, poverty, unemployment, sub¬ 
standard education, discrimination in various 
forms, and political corruption. Are not these 
plagues as worthy of our attention as the old 
ones of typhoid, smallpox, diphtheria, or polio? 
They may be more so since diseases merely kill 
individuals, while the new plagues may destroy 
our ideals and way of life. 

Albert Einstein has placed the blame for many 
of the most serious problems facing mankind 
squarely in the lap of the medical profession. He 
said: “Progress in hygiene and medicine has 
completely altered the previous precarious equi¬ 
librium of the quantitative stability of the human 
race. I am, therefore, firmly convinced that a 
powerful attempt to solve this tremendous prob¬ 
lem is of urgent necessity.” We of the medical 
profession have been so successful in lowering 
death rates while ignoring the other half of the 
balance that we have hopelessly upset the natural 
equilibrium. Only we can restore the needed bal¬ 
ance, yet even now we spend 500 times as much 
on research into better methods of death control 
than we do in better methods of birth control. 


After years of silence and avoiding the issue, 
the AMA in December, 1964, issued a statement 
of policy regarding birth control, or family plan¬ 
ning. They said that family planning was not 
only part of responsible parenthood but was also 
part of responsible medical practice. Doctors are 
obligated to supply birth control services to pa¬ 
tients who wish it or, if the doctor does not care 
to do so, he should refer the patient to some suit¬ 
able person or agency. He ought not to impose 
his own views or disapproval on the patient, as 
has so often been done individually and collec¬ 
tively. The AMA policy goes on to say that birth 
control should be made available to all who need 
it, “whether they obtain their medical care 
through private physicians or tax or community 
supported health services.” 

This recent statement of policy, along with the 
lifting of legal and governmental restrictions, 
should be all that is needed for doctors, hospitals, 
and public health and welfare departments all 
over the United States to really forge ahead to¬ 
ward the goal of having every baby come into 
the world because it is wanted and when it is 
wanted by its parents. 

North Carolina has gone far along this read. 
Every county offers the indigent family planning 
advice and supplies. Tax funds are used to pay 
hospitals at the rate of $20 a day for women wel¬ 
fare recipients who elect to terminate their fertil¬ 
ity by sterilization in all counties. In four coun¬ 
ties, tax funds are also used through the Wel¬ 
fare Department to pay the operating surgeons 
$50 for the procedure. Two counties in Virginia 
and two in Michigan have similar arrangements: 
yet, in many parts of the country, citizens, doc¬ 
tors, and lawyers mistakenly believe such things 
cannot be done. 

The time has come, as Dr. John Rock says in 
his book, not only for Catholic and non-Catholic 
to work together for voluntary and responsible 
parenthood, with suitable compromises as to 
methods to be used, but for the medical profes¬ 
sion to recognize the seriousness of the popula¬ 
tion problems at home and abroad and to take its 
rightful place as leaders in this great and urgent 
effort. What good will a cancer cure and men on 
the moon do if the world succumbs to overpopu¬ 
lation ? 

7010 Lafayette Ave 
Fort Washington, Pa 
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DESOXYN® Gradumet® (metham- 
phetamine hydrochloride) 

Smooth appetite control plus mood elevation. 

The obese patient on a diet often has to battle 
depression as well as overweight. Desoxyn Grad¬ 
umet helps the dieter in both battles by elevating 
the mood while it curbs the appetite. Thanks to 
the Gradumet, medication is smoothly released 
all-day from a single oral dose. 


If she can't take plain amphetamine, 
put her on DESBUTAl! Gradumet 

Calms anxieties; controls compulsive eating. 

Desbutal Gradumet provides 2 drugs in 2 tablet 
sections, combined back to back to form a single 
tablet. One section contains Desoxyn to curb the 
appetite and lift the mood; the other contains 
Nembutal® (pentobarbital)tocalm the patientand 
counteract any excessive stimulation. 

Both drugs are released in an effective dosage 
ratio throughout the day. 







controlled release 


Abbott 

Anorectic 

Program 



Not all long-release vehicles are 
the same. Here is why the Gradumet 
is different and what it means 
for your overweight patients. 












The release action is purely physical and relies on 
only one factor common to every patient: gastro¬ 
intestinal fluid. There is no dependence on enteric 
coatings, enzymes, motility, or an “ideal” ion con¬ 
centration in the gastrointestinal tract. 

Your patients get a measured amount of medi¬ 
ation, mo ment by moment, throughout the day. 

They are not subjected to ups and downs of 
drug release ... or to erratic release from patient 
:o patient ... or to erratic release in the same 
oatient from day to day. 


That's why the Gradumet provides 
controlled-release as well as 
long release. 


Perhaps you saw the Gradumet model demon¬ 
stration which shows that the release is entirely 
physical. When fluid is added, the drug in the outer 
ends of the channels dissolves. As fluid pene¬ 
trates deeper into the channels, there is a con¬ 
tinuous release of medication. The rate of release 
is rigidly controlled by the size and number of 
channels. 










choice of 5 strengths *£ 


DESOXYN Gradumet 

Methamphetamine Hydro¬ 
chloride in Long-Release 
Dose Form 



5 mg. 10 mg. 15 mg. 


DESBUTAL 10 Gradumet 

10 mg. Methamphetamine 
Hydrochloride, 

60 mg. Pentobarbital Sodium 



Front Side 


DESBUTAL 15 Gradumet 

15 mg. Methamphetamine 
Hydrochloride, 

90 mg. Pentobarbital Sodium 



Front Side 


samples available 



Desbutal IS Gradumet 

Product of choice for patients who 
overreact to plain amphetamine 

>tCA ffON As »n anorectic m treatment of 
ebwity; also to counteract anxiety and mild depression 
RH AU Desbutaf is contraindicated in pa¬ 

tients taking a monoamine oxidase inhibitor Nervousness 
or excessive sedation have occasionally been observed; 
often these effects will disappear alter a few days. Use 
with caution in patients with hypertension, cardiovascular 
disease, hypefthyroidism or who are sensitive to sympa¬ 
thomimetic drugs Careful supervision is advisable with 
maladiusted individuals. 

A single Gradumet tablet in the morning 
provides alt-day appetite control. 

SUFM.H Desbutal 10 contains 10 mg. of meth 
amphetamioe hydrochloride and 60 mg. of pentobarbital 
sodium. Desbutal IScontains !5mg. of methamphetamine 
hydrochloride and 90 mg. of pentobarbital sodium, to 
bottles of 100 and 500. 



Sugary! Sweeteners 

A proven aid to weight control — 

For use in beverages and foods 
—stable to heat 

A constant reminder to your pa¬ 
tient to "watch her calories" 

A carefully balanced formula to 
prevent aftertaste 

—in tablets and liquid— 


Sucaryf—Abbott brand 

of low and non caloric sweeteners 


Each sample contains 6tablets and a filled 
Sucaryl® Sweetener dispenser. For a supply, write 
Abbott Laboratories or ask your Abbott man. 


ooo 

GOO 


Directieni: 



economy 

Patients, in many cases, save 
enough to get five weeks of 
medication for the price of 
four, compared to other leading 
long-release anorectics. 


CONTRAINDICATION: Desoxyn and Desbutal are 
contraindicated in patients taking a monoamine 
oxidase inhibitor. 

PRECAUTIONS: Use with caution in patients with 
hypertension, cardiovascular disease, hyperthy¬ 
roidism, old age, or those sensitive to sympatho¬ 
mimetic drugs or ephedrine and its 
derivatives. Careful supervision is ad¬ 
visable with maladjusted individuals. 



601060 


Gradumet—long-release dose form, Abbott: U.S. Pat. No. 2,987,445. 
Sucaryl—Abbott brand of low and non-caloric sweeteners. 

















It is indeed an honor to present this lecture in 
memory of Dr. George M. Boyer, a distinguished 
alumnus of The George Washington University 
School of Medicine and a physician whose devo¬ 
tion to the care of the sick remains a lasting 
memory in the minds of colleagues, families, and 
friends of Damascus and Maryland. 

After careful planning, a hospital was built in 
Damascus. It contained pavilions for men and 
women. “There were separate wards for internal 
medicine, surgery, orthopedics, and eye diseases. 
A large pharmacy well stocked with drugs was 
attached to the hospital. Patients who did not 
need hospitalization were given prescriptions that 


FAMILIES AND PHYSICIANS 

The story of a half-century of medical progress in a typical 
American community—Damascus, USA, is a tribute to a dis¬ 
tinguished physician whose devotion to and care of the sick 
remain a warm memory in the minds of many families. 


JOHN PARKS, MD 
The George Washington University 
School of Medicine 


they had filled at the pharmacy. In a spacious 
hall was a library containing most of the avail¬ 
able medical manuscripts.” The physician in 
charge made the rounds of the patients, found 
out their condition, and considered their afifairs. 
He had “with him assistants and orderlies, and 
all that he wrote down in the way of orders for 
each patient regarding medication and care was 
carried out carefully. After finishing his rounds 
he used to go up to the citadel and treat whoever 
was sick among the nobility and the government 
officials. Then he would come back to the hos¬ 
pital ... to teach the students and discuss the 
medical topics and difficult cases with the physi¬ 
cians.” 1 This was the Nuri Hospital of Damas¬ 
cus, Syria, around the twelfth century. It 
served as a model for other hospitals of the pe¬ 
riod in Syria and Egypt. Specialization pre¬ 
vailed. 

George M. Boyer, MD, Fund Lecture, presented at 
the 168th Annual Meeting of the Medical and Chirurgical 
Faculty of the State of Maryland, April 27, 1966. 
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As early as the fifth century, BC, Herodotus 
wrote: “Each physician applies himself to one 
disease only, and not more. All places abound in 
physicians; some physicians are for the eyes, 
others for the head, others for the teeth, others 
for the intestines, and others for internal dis¬ 
orders.” 2 

“There is no new thing under the sun.” 3 

In our country, early in the nineteenth cen¬ 
tury, there was a small cluster of houses located 
on what land grant records of the State of Mary¬ 
land described as the “Pleasant Plains of Damas¬ 
cus” ; and there five generations of the Boyer 
family have lived. 

After an early academic career that included 
graduation from Shenandoah College, four years 
as a teacher, and then a medical degree from 
The George Washington University School of 
Medicine in 1902, Dr. George M. Boyer returned 
to Damascus, where he served as family physi¬ 
cian in this Maryland community for more than a 
half century, until his death in 1956, at age 84. 

Doctor Boyer was a highly respected, warmly 
appreciated physician. He loved people and was 
tireless in his efforts to help them. During his 50 
years in practice, he made his rounds on horse¬ 
back, motorcycle, and automobile; he delivered 
more than 3,000 babies, almost all of them at 
home, usually with the aid of a practical or 
trained nurse. He saw 90% of his patients in 
their homes and only about 10% in his office. 
Similar to many physicians of his time, he never 
bothered about bills. Medicine, like the ministry, 
was a calling, and finances seemed the least im¬ 
portant part of it. 

When World War I broke out, Dr. Boyer was 
45 and had four children, but he enlisted and 
soon rose to the rank of major. After the war 
Dr. Boyer rushed home to help fight a serious 
epidemic of influenza that had brought death to 
neighboring physicians and townspeople. 

In Dr. Boyer’s day, rural and small town 
homes consisted of relatively large houses con¬ 
taining big families. A visit to see one ailing 
member usually resulted in at least a verbal sum¬ 
marization of the health of the whole family. 
The family doctor dispensed more than pills, pow¬ 
ders, and poultices. He carried with him a reas¬ 
suring pharmaceutical aroma that became evi¬ 
dent before he reached for the pulse, felt the 
forehead, or opened his well-stocked black bag. 
His quiet identification was as impressive as his 


verbal communications. 4 He often served as 
family confessor and adviser, taking the total life 
of h’s patients in daily stride. 

Doctor Boyer read diligently from medical 
journals, attended medical meetings, and served 
as president of the Montgomery County Medical 
Society. He kept current with the scientific ad¬ 
vances of his day and attended his patients with 
a compassion that was truly inspiring. This im¬ 
age of the family physician should never pass 
into medical oblivion. These wonderful quali¬ 
ties of empathy, understanding, and compassion, 
that we have long called the art of medicine, still 
have their important part to play in the practice 
of medicine. They can be provided for patients 
equally as well by specialists as by generalists. 
The science and techniques of medicine never 
need be cold. They can be delivered with 
warmth. 

I am reminded of an anesthetist on our staff, 
a highly skilled individual, who was treating a 
patient with agonizing nerve root pain caused by 
cancer. After warm and friendly greetings and 
while making proper preparations for an intra¬ 
thecal injection, he began to hum an aria from a 
favorite opera. By the time he had completed the 
injection procedure, his patient had joined in the 
chorus, and she left the operating room in a re¬ 
lieved mood quite in contrast to her entry. 

Let us now turn our attention to Dr. M. Mc- 
Kendree Boyer, past president of this distin¬ 
guished Faculty, 5 for a modern profile of prac¬ 
tice in Damascus, USA: an example of Ameri¬ 
can medicine at its best. 

Like his father, Dr. McKendree Boyer received 
his medical degree from The George Washing¬ 
ton University. He continued his education with 
an internship followed by residency training in 
internal medicine at the St. Luke’s Hospital in 
Cleveland and by postgraduate work in London 
and Vienna. He returned to Damascus to work 
with his father. 

Three decades have changed Damascus. It is no 
longer rural. Little farming is done in the area. 
Damascus has become a community made up al¬ 
most entirely of commuters. Doctor McKendree 
Boyer’s practice is conducted in a well-equipped 
medical building designed to blend iiUo the neigh¬ 
borhood. The present Boyer Medical Building is 
like a small hospital with offices for three physi¬ 
cians and a complete set-up for a dentist. A lab- 
boratory, diagnostic x-ray and cardiographic 
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equipment, nurses’ station, and waiting rooms for 
children and adults complete the facility. Many 
more patients can be seen and more efficient care 
can be given in this office—open days and eve¬ 
nings—than was possible a generation ago when 
home calls were a major part of practice. Dr. 
Boyer has continued his specialty of internal 
medicine and believes that an associated group 
practice is the best way to provide families with 
the medical care they need. Let us consider this 
thought in terms of our present and future re¬ 
sponsibilities as physicians. 

Americans of the past half century have been 
on the move. In a population of almost 92 mil¬ 
lion in 1910, 18.4% moved each year; whereas, 
in 1964, 19.6% of 194 million people changed 
residence at least once during a single year. 6 
Young people in their reproductive, working 
years move to the suburbs, while older people 
tend to move to cities from outlying areas. In 
some city areas today more than half of these 
older people live alone. 7 For a large part of the 
populace, apartment-dwelling has replaced home 
environments that were surrounded with yards 
and trees. Thus, as physicians, we have a re¬ 
sponsibility to a constantly changing, ever in¬ 
creasing group of patients, the majority of whom 
report only for episodic care. 

In turn, families moving to new communities 
have difficulty finding medical security among the 
widely diversified and physically separated spe¬ 
cialists. Sympathetic specialists are frequently 
called upon to serve as family advisers and phy¬ 
sicians far from their field of medicine. It is not 
at all unusual for a family to have a list of half a 
dozen or more doctors to call for individual ill¬ 
nesses. Selection of the right specialist depends 
first upon self-diagnosis. In this regard, the 
mothers of our country practice the medicine. 
They make preliminary diagnoses and decisions, 
call the doctor, and carry out the bedside treat¬ 
ment. They give birth to the children, nourish 
and protect them through a period of depend¬ 
ency, and guide them through adolescence to mar¬ 
riage, parenthood, and a new family that is usu¬ 
ally established apart from the parent home, fre¬ 
quently at a great distance from the original 
environment. 

How much easier it would be for families to 
have reliable medical clinics or centers to which 
they could report for complete medical care, and 
how much more effective physicians are when 


they combine their professional resources. Shared 
office overhead also increases the individual earn¬ 
ings of doctors. 

Patients have become accustomed to going to 
the doctor, but they want these diagnostic and 
therapeutic services near their homes. In com¬ 
munities where there are hospitals, physicians 
are finding it increasingly convenient to estab¬ 
lish offices nearby. Traveling from home to office 
to hospital and from hospital to hospital has be¬ 
come as time consuming for the specialist as 
home calls were for the practitioners. The doc¬ 
tor’s time has become too valuable to spend it in 
traffic during the most productive part of his day. 

The physician must make effective use of his 
office hours. Many more people are demanding his 
services. In 1930, 44% of all patient visits were 
in the home; in 1960, only one visit in 10 was in 
the home. In 1931, the average number of pa¬ 
tient visits per physician per week was 50; today 
the number is twice that many. 8 In order to 
meet the increasing needs of his patients most 
effectively, the physician must develop and use 
ancillary medical personnel and new methods in 
his office, just as in the hospital. Laboratory 
data and patient records should be transferred 
readily and completely from office to hospital and 
back from hospital to office so that continuity of 
care is maintained and costly reduplication of 
services is avoided. As captain of the health 
team, a significant part of the physician’s success 
depends upon his ability to coordinate his serv¬ 
ices with those of his co-workers. Where pa¬ 
tients can come to a central source for their 
health needs—a single stop service—whether it 
be a small group practice clinic, a community 
office-hospital facility, or a large, specialized city 
medical center, services in these settings can be 
provided more effectively and efficiently than 
in widely separated specialty offices. 

Hospitals 

Hospital resources in our country have in¬ 
creased more rapidly than the population. Com¬ 
munity and Hill-Burton funds have brought hos¬ 
pital facilities to hamlets, towns, and suburban 
developments throughout the land. Doctor Luther 
Terry has reported that in the past 30 years 
there has been an increase from 3.7 to 4.6 gen¬ 
eral hospital beds per 1,000 population. But dur¬ 
ing this same period of time, hospital admission 
rates have increased from 56 to 132 per thousand 


July, 1966 


41 



people per year, and the average hospital stay 
has gone up 47%. 9 

Overcrowding and understaffing of hospitals is 
a prevalent problem throughout the country. Hos¬ 
pitals have become so accepted and convenient 
for the care of all medical problems that lack of 
a hospital bed has become a hazard for the acute¬ 
ly ill individual, as well as a time-consuming- 
concern of the patient’s physician. At the hospi¬ 
tal, the physician orders services while he is 
neither producer nor consumer. He is only priv¬ 
ileged to work there, provided space and time 
are available for him to carry out his services 
for those patients who can be admitted to the 
hospital. 

As Ray Brown has stated, “Scientific medicine 
changed the hospital’s purpose from one of con¬ 
gregating patients to one of congregating re¬ 
sources. By the same token, it changed the hos¬ 
pital’s responsibility from a limited one of con¬ 
gregated care to an unlimited one of compre¬ 
hensive care.” 10 Nowhere is this more true than 
in the emergency units of modern hospitals. 
Emergency facilities have become more than ac¬ 
cident wards. They now serve as important com¬ 
munity health centers. After dark, on weekends, 
and during holidays, an increasing percentage of 
the population turns to the nearest hospital for 
relief of bodily discomfort or mental anguish. 
Emergency facilities are crowded with a cross 
section of the citizenry seeking medical or surgi¬ 
cal aid for assorted ills. No appointment is 
needed. Physicians and nurses are always on 
duty, and regardless of the patient’s illness, the 
emergency room physician must first serve as a 
diagnostician and then possibly as a specialist. 11 

In terms of time, patients 25 miles from the 
nearest physician or hospital are closer today 
than were our ancestors living three miles from 
the doctor. 12 But with crowded highways and 
congested city traffic, recent experience has shown 
that helicopter ambulance service to a hospital is 
a quicker life-saving procedure, in many in¬ 
stances, than other forms of emergency transpor¬ 
tation. 13 

Community hospitals were never intended to 
provide all the specialty procedures that can be 
accomplished in university medical centers. They 
should serve as satellites of the large medical 
centers. Patients are happier when they can he 
near their home and depend on their physician 


to tell them when their problems are too compli¬ 
cated for the community hospital. 

It has been determined that in an average 
month, out of an adult population of 1,000, 750 
will experience an episode of illness, 250 of these 
will consult a physician, nine will be hospitalized, 
five will he referred to another physician, and 
only one will be referred to a university medical 
center. 14 

These few special, referred patients who can 
pay for care receive excellent treatment at uni¬ 
versity centers. Semi-indigent patients, who make 
up the major rolls of teaching hospital outpatient 
departments, receive attention in increasing pro¬ 
portion to the complexities of their problems. 
Theirs is the long registration line, the hard 
bench, the meticulous and detailed history, the 
waiting period for a staff checkover, and the short 
period of therapeutic instruction. Outpatient de¬ 
partments, rather than serving as office examples 
for the house staff, frequently represent patient 
selection areas for hospitalization of interesting 
pathologic conditions. The patient’s total needs 
may be lost in the finding of an unusual heart 
murmur that deserves special studies. 

In this setting, Knowles has stated, “A two- 
class system of care has prevailed whether it be 
the contrast between inpatient and outpatient or 
private versus clinic patient.” 15 Is this the best 
care university centers can provide separate seg¬ 
ments of society, and is this the best teaching that 
can be accomplished with ambulatory patients? 
This system of clinical instruction is deeply in¬ 
grained, but it can and should be improved. For 
example, appointment times could reduce wait¬ 
ing time. We need to reevaluate clinic and home 
care in terms of the total population and with re¬ 
gard to the responsibilities of our future phy¬ 
sicians. 

Medical Education 

The basic science faculties, fully engrossed in 
useful investigative activities, no longer need to 
teach dull, empiric principles; they have a vital 
new molecular biology that is based upon valid 
experimental findings. Basic science teaching and 
research have a profound meaning for every pa¬ 
tient as well as for all students of science. 

Possibly medical educators have been working 
with a clinical population sample that is too high¬ 
ly selected. Clinical faculties in medical schools 
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have become highly departmentalized and special¬ 
ized ; they provide their students and health staff 
with excellent scientific experience in horizontal, 
episodic, and unusual medicine. Exposure to a 
super-selected sampling of illness alone pro¬ 
vides an unrealistic concept of comprehensive 
medical responsibilities. Several schools of medi¬ 
cine have started, and others are sure to follow, 
with programs of comprehensive medical 
care. Some of these programs of verti¬ 
cal medical education introduce the student to the 
total health needs of individuals in the commu¬ 
nity by preceptor experience with practicing 
physicians. At other schools, attempts at teaching 
vertical clinical medicine have been made through 
comprehensive care clinics. At our school, ex¬ 
periments in comprehensive care have been prac¬ 
ticed for more than 10 years, but much more in¬ 
tensive evaluation of the science of health serv¬ 
ice as it relates to undergraduate and postgrad¬ 
uate medical education is long overdue in all 
clinical centers. 

Working in complete cooperation with com¬ 
munity hospitals, professional staffs, and medical 
societies, university programs in medical educa¬ 
tion must extend well beyond the campus to 
serve as a ready resource for the exchange and 
advancement of useful thoughts. As Fox recent¬ 
ly said, “In human evolution we have reached 
a point where further progress can come only 
from thinking. And thoughts can come only 
from minds—the minds of individuals.” 16 

It seems to be a common misconception of 
graduates of medicine that the professor thinks 
he has all the right answers. The professor who 
is a true teacher takes more pride in the inde¬ 
pendent thoughts of his students than in his own 
authority. Medical educators and medical prac¬ 
titioners must come closer together. There is no 
room for delusions of accuracy. In our indi¬ 
vidual professional responsibilities everyone must 
be accurate, ethical, effective, and progressive. 
Practices must keep current with the preciseness 
of science. The practicing physician is a trans¬ 
lator and transmitter of scientific progress from 
the laboratory bench to the patient’s bedside. 

All of us gathered here today know about and 
have benefited from the phenomenal advances of 
medical science of the past half century. Sani¬ 
tation, vaccination, immunization, chemothera¬ 
peutic and antimicrobial agents have changed 
man’s way of life. In turn, these advances have 


produced a profound disruption of the biological 
balances of nature. 17 We must assume full re¬ 
sponsibility for the drugs, appliances, and surgi¬ 
cal procedures we use. Drug dangers must be 
balanced against drug benefits. No drug or fluid 
or operation is totally innocuous. 

In addition to learning how to use intelligently 
and benefically a constant myriad of new drugs 
and instruments, physicians must apply their in¬ 
terests and talents beyond the individual desires 
of patients to the necessities of world popula¬ 
tion control. Medicine must help prevent new 
life in order to have time and resources to care 
for those about to be born or who are already 
living. Population increases disproportionate to 
deaths are rapidly crowding a world in which 
modern travel and communication have made us 
all global neighbors. No disease is so remote 
that it cannot be transferred to any part of the 
earth in less than a day. In this setting, it is es¬ 
sential that each of us maintains a responsibility 
for the world of medicine in which we live. 

Technology has become a part of medicine 
too, but automation cannot assume responsibility. 
Computers are rapidly assuming medical status, 
but patients will always be grateful to have a 
human at the controls. We can make a plastic 
filler for the brain or breast, a glass jaw, a 
pliofilm aorta, or an artificial limb. These are 
superficial, artificial, and beneficial patient parts, 
but when attached they are something of the 
patient—a troubled human who needs additional 
help. We cannot manufacture the mind or sub¬ 
stitute the spirit of life. 

“Today, when so many progressive minds are 
preoccupied with ways of doing things,” Fox 
has said, “we too easily forget what ends these 
means are meant to serve. If doctors were scien¬ 
tists they might, like scientists, disclaim responsi¬ 
bility for the uses to which their knowledge is 
put. But medicine is not itself a science; it is a 
form of service which is as much concerned 
with ends as it is with means. The doctor has 
to make sure that what he learns is used to help 
rather than to hurt.” 18 The teacher of medicine 
—and all doctors are teachers—must apply this 
service measure of medicine to his daily work. 

Society and the Profession 

Ralph Waldo Emerson has said, “The first 
wealth is health.” Health is an individual’s great¬ 
est possession and a nation’s greatest strength. 
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The rich cannot buy health; the poor have not 
been able to afford it. Health, like education and 
natural resources, is a shared asset of an ad¬ 
vancing civilization. In our country, care of the 
indigent has been a thing apart from private 
practice, but soon medical indigency will be a 
thing of the past. 

The American public has gone on record by 
clearly expressing, through the 89th Congress, 
that health care is as fundamental to human life 
as is education. More than a dozen health-related 
bills were passed by the 89th Congress, and im¬ 
plementation of these public laws is well under 
way. Through an elaborate partnership between 
Social Security and private third party insurance 
agencies, the elderly, the handicapped, and needy 
individuals under 21 years of age will be eligible 
for health insurance benefits never before avail¬ 
able to them. Within less than a decade it is an¬ 
ticipated that every American citizen will have 
the privilege of selecting his own private physi¬ 
cian or clinic. 

Society has singled out the older people for a 
reason. They have more illnesses and fewer 
fluid resources; they are increasing rapidly in 
number; they have limited opportunity for gain¬ 
ful or purposeful employment, and they present 
unmeasurable problems in social and psychiatric 
as well as physical and rehabilitative care. So¬ 
ciety must meet the problem of aging with more 
than money and medicines, hospitals and nursing 
homes. Methods of keeping these older indi¬ 
viduals usefully integrated into the mainstream 
of life, in homes of their own that are suited to 
their limited physical reserves will preserve self¬ 
esteem. Loss of self-esteem is the first step to 
mental disability. Physicians are going to have 
responsibility for an increasing number of peo¬ 
ple 65 or older, of whom 80% have a chronic 
ailment; 28% have arthritis or rheumatism, 17% 
have hearing impairment, and 10% cannot see as 
well as they should. 19 

Only half the nation’s population, estimated to 
reach 235 million by 1975, will be between the 
ages of 21 and 65. The very young and the aged 
are the two groups requiring the most in medical 
services. 20 They are the ones to whom preven¬ 
tive and health preservative measures are highly 
important. 

I can speak with some experience about the 
benefits of periodic health examinations for el¬ 
derly women. Since the cervix, uterus, ovaries, 


and tubes are in the hidden recesses of the body 
cavity, women are handicapped. They have no 
way of seeing their reproductive structures. 
They depend entirely upon their physician for 
early diagnosis of internal genital disease. Peri¬ 
odic health examinations, including careful pelvic 
examination, cytologic smears, endometrial as¬ 
piration, and indicated biopsies, are our only 
current means of finding early genital cancer in 
women in the curative stages of the disease. The 
incidence of all types of genital cancer increases 
after the age of 50. 

Some physicians allocate a half day or more of 
their office time to these periodic health examin¬ 
ations of well women. Such an office morning 
can be one in which there is no rush resulting 
from a backlog of waiting, sick patients. Many 
healthy women hesitate to go to the busy doc¬ 
tor when they know that there are other patients 
with real illnesses who need immediate attention. 
They are apologetic about taking up the doctor's 
time, and, if by word or by action the physician 
or nurse makes the patient feel like an unwel¬ 
come neurotic, she will not return. But these 
well-educated, older women are only a small 
segment of the population. Aware of the im¬ 
portance of their health, they are capable of 
finding their way in our medical world. 

Others are not so intelligent or so adequately 
financed. From years of municipal hospital ex¬ 
perience, I know, too, about the complications of 
the unregistered expectant mother, the frightened 
patient who harbors a tremendous genital tumor 
until is is more than apparent, and the super- 
infected person who reports to the emergency 
room next to death’s door. These represent gyne¬ 
cologic samples of an inadequately treated popu¬ 
lace. They present a challenge to medical science, 
but more importantly they represent an educa¬ 
tional and therapeutic responsibility that must 
be shared by society, by medicine, and bv science. 

Social inertia and emotional immaturity are 
part of the culture of every nation, and in these 
areas all countries show varying degrees of un¬ 
derdevelopment. Poverty, illness, and illiteracy 
form a fomenting triad in which one part adds 
to the other. American medicine’s biggest chal¬ 
lenge and greatest opportunity of the next decade 
is its open invitation to join social and economic 
forces to combat diseases and disabilities of the 
economically, socially, and physically handi¬ 
capped members of our society while maintaining 
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the health and stability of those who make up 
the productive working manpower and the pro¬ 
tective military forces of our nation. 

The larger and more compact the urban area, 
the greater seems to be the need for non-patient 
financed medical care. For example, in New 
York City, it is estimated that one-half the hospi¬ 
tal bills and one-third of the entire medical care 
costs of illness are currently being borne by 
governmental programs. 21 

Governmental medicine is not new. Only the 
method of sharing costs and producing a wider 
distribution of better services is new. Every phy¬ 
sician in this room has given freely of his time 
and talents to care for the indigent ill. The ward 
patient usually was a responsive individual, and 
it gave us a good feeling to give of our services 
without thought of remuneration. The teacher 
always gains as he gives. We explained the dif¬ 
ference in health statistics between the ward and 
private patients on such factors as race, economic 
status, social habits, or the inexperience of the 
house stafif. This latter implication always 
bothered me. I have always thought house stafif 
doctors about the best ones to have when you are 
really sick. 

Perhaps the threat of having no free patients 
strikes at our sincerely altruistic medical con¬ 
sciences. Being paid for the care rendered to 
every patient is a new concept for many of us. 
In our country we think of life as priceless, and 
it is well within the capabilities of physicians to 
preserve life. But it is still difficult for doctors 
to place a cost value on services. Is a surgeon’s 
high fee as justifiable as a low fee for an 
equally life-preserving injection of adrenalin? 
Economic accounting cannot be settled on life 
alone. As a profession we have shown variable 
abilities to place a proper price on our services 
even for those capable of paying. This has led 
the public, business organizations, trade unions, 
and government to demand of medicine such 
economic procedures as prepaid health programs, 
insurance limitations, and relative value scales. 

As physicians we are experiencing an increas¬ 
ing participation of lay people in medical affairs. 
Medicine, like the military, has become too im¬ 
portant to be left to the professionals, and, too, 
health care has become big business. Approxi¬ 
mately 6% of our 600 billion gross national 


product is spent on health. Ours is a commercial 
culture, as advanced in the art of production, 
trade, communication, and profit as has ever been 
developed in the history of man; and almost 
everything that influences individual actions seems 
to have a dollar value. 

To meet new dimensions of medical care, phy¬ 
sicians, medical schools, hospitals, all members of 
the health professions, and community leaders 
need to consider carefully past procedures and 
present practices with a view of developing ways 
and means of providing comprehensive medical 
services for all the people. Barriers and biases 
have no place in medicine. In the fellowship of 
healing, any human being anywhere in need of 
medical care deserves a helping hand, a thinking 
mind, and the best there is available to meet the 
health requirements of the individual and his 
family. 

901 23rd Street NW 
Washington, DC 20037 


REFERENCES 

1. Khairallah, A. A.: Medicine’s Debt to Syria. Ann 
Med Hist (3rd Series) 3:140-147, 1941. 

2. Garrison, F. H.: History of Medicine, ed 4. Phila¬ 
delphia : W. B. Saunders Co., 1929, p. 57 

3. Ecclesiastes, Chap. 1, v. 9. 

4. Parks, J.: Privileged Communications. Amer J 
Obstet Gynec 83 :841-846, 1962. 

5. Boyer, M. M.: The Changing Image of the Amer¬ 
ican Physician, Maryland Med J 13 :23-26, 1964. 

6. Census Survey. Census Bureau, Department of 

Commerce, March, 1964. 

7. James, G.: Adapting Urban Mental Health Services 
to our Aging Population. Amer J Orthopsychiat 
34:840-851, 1964. 

8. Terry, L. L.: Evolving Patterns of Medical Care. 
Bull Johns Hopkins Hosp 113:43-52, 1963. 

9. Ibid. 

10. Brown, R. E.: A Hospital View: Problems of 

Fragmentation, Bull NY Acad Med 41:37-43, 1965. 

11. Parks, J.: Making Emergency Room Decisions. 

Resident Physician 7:105-109, 1961. 

12. Jordan, E. P.: Where are we Going in Medical 
Practice? Med Ann DC 33:115-117, 1964. 

13. Howard, J. R.: Helicopters Expand Hospital Serv¬ 
ice Area, Mod Hosp 10:99-104, 1965. 

14. White, K. L.; Williams, T. F.; and Greenbert, 

B. G: The Ecology of Medical Care, New Engl J 
Med 265 :885-892, 1961. 

15. Knowles, J. H.: The Role of the Hospital: The 
Ambulatory Clinic, Bull NY Acad Med 41:68-79, 
1965. 

16. Fox, T.: Purposes of Medicine, Lancet , 801-805, 
October 23, 1965. 

17. Middleton, W. S.: Good Methods and a Proper 
Point of View, Lancet 84:261-265, August, 1964. 

18. Fox, op cit, 802. 

19. James, op cit. 

20. Terry, op cit. 

21. James, G.: Background for Research in Health and 
Medical Care. Bull NY Acad Med 41 :298-305, 1965. 


July, 1966 


45 


A Key Site of Action of the 
Protoveratrine A in Salutensin 

“The main function of the 
carotid sinus is regulation of 
the blood pressure....” 1 

The veratrum component of 
Salutensin acts here (and in the 
myocardium), initiating 
“... a reflex fall in blood pressure 
through a generalized vaso¬ 
dilation and fall in heart rate.” 2 
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This is 
a logical 

Blood Pressure 


BECAUSE 
T ENHANCES 
VHE BODY’S OWN 
MECHANISMS 
?0R REDUCING 
BLOOD PRESSURE 


n mild 

o moderate hypertension: 

Salutensin enhances the body’s own 
nechanisms for lowering blood 
iressure. The veratrum component 

I >f Salutensin acts on the carotid 
inus and myocardial receptors, 

I nitiating . a reflex fall in blood 
iressure through a generalized 
vasodilation and fall in heart rate.” 2 
To achieve this reflex modification 
'f hypertension, Salutensin 
ttilizes protoveratrine A. 
n addition, to facilitate and 
naintain blood pressure reduction, 
ialutensin incorporates reserpine 
md a highly effective thiazide, 
n general, side effects have been 


reported infrequently but 
may include those listed in the 
therapeutic summary. 

Simple dosage—low-cost 
therapy : Many patients on 
Salutensin respond to 1 tablet b.i.d. 
Long-term economy is assured, 
since dosage can frequently 
be lowered after initial control is 
established. 

Available: Prescription-size 
bottles of 60 tablets. 

References: 1. Editorial: JAMA 
191 :592 (Feb. 15) 1965. 2. Meil- 
man, E., in Moyer, J.H.: Hyper¬ 
tension, Philadelphia, W B. 
Saunders Company, 1959, p. 395. 


BRISTOLTHERAPEUTIC SUMMARY 
For complete information consult Official 
Package Circular. 

Indications: Essential hypertension. 
Warnings: Small-bowel lesions (obstruc¬ 
tion, hemorrhage, perforation) have oc¬ 
curred during therapy with enteric-coated 
formulations containing potassium, with 
or without thiazides. Such potassium for¬ 
mulations should be used with Salutensin 
only when indicated and should be discon¬ 
tinued immediately if abdominal pain, dis¬ 
tention, nausea, vomiting or gastrointesti¬ 
nal bleeding occurs. 

Contraindications: Salutensin is contra¬ 
indicated in severe depression. 
Precautions: Azotemia, hypochloremia, 
hyponatremia, hypochloremic alkalosis and 
hypokalemia (especially with hepatic cir¬ 
rhosis and corticosteroid therapy) may *- 
cur, particularly with pre-existing vomit¬ 
ing and diarrhea. Potassium loss, which 
may cause digitalis intoxication, respond- 
to potassium-rich foods, potassium chlor¬ 
ide or, if necessary, stopping therapy. Sc¬ 
rum ammonia elevation may precipitate 
coma in precomatose hepatic cirrhotics. 
Discontinue therapy two weeks before sur¬ 
gery or if myocardial irritability, progres¬ 
sive azotemia or severe depression occur. 
Exercise caution with patients with peptic 
ulcers or renal insufficiency (if severe, 
Salutensin is contraindicated). 

Side Effects: Hydroflumethiazide: Purpura 
plus or minus thrombocytopenia, hyper¬ 
uricemia, leukopenia, hyperglycemia, gly¬ 
cosuria, malaise, weakness, dizziness, fa¬ 
tigue, paresthesias, muscle cramps, skin 
rash, epigastric distress, vomiting, diar¬ 
rhea and constipation. Reserpine: Depres¬ 
sion, peptic ulceration, diarrhea, Parkin¬ 
sonism, nasal stuffiness, dryness of the 
mouth and, with overdosage, agitation, in¬ 
somnia and nightmares. Protoveratrine A: 
Nausea, vomiting, cardiac arrhythmia, pros¬ 
tration, excessive hypotension and brady¬ 
cardia. (Treat bradycardia with atropine 
and hypotension with vasopressors.) 

Usual Dose: 1 tablet b.i.d. 

BRISTOL LABORATORIES 
Division of Bristol-Myers Co. 
Syracuse, New York 


BRISTOL 


I Salutensin 


Each tablet contains: 
protoveratrine A, 0.2 mg.; 
hydroflumethiazide, 50 mg.; 
reserpine, 0.125 mg. 









Butazolidin alka Usually works within 3 to 4 days 

phenylbutazone 
dried aluminum 
hydroxide gel 
magnesium trisilicate 
homatropine 
methylbromide 


ZZ in osteoarthritis 

150 mg. 

1.25 mg. 


The trial period need not exceed 1 week. In 
contrast, the recommended trial period for 
indomethacin is at least 1 month. 

That's why it’s logical to start therapy with 
Butazolidin alka—you’ll know quickly whether 
or not it works. And usually, it will. 

A large number of investigators have re¬ 
ported major improvement in about 75% of 
cases. Some patients have gone into remis¬ 
sion. Relief of stiffness and pain may be fol¬ 
lowed quickly by improved function and res¬ 
olution of other signs of inflammation. And 
Butazolidin alka is well tolerated, especially 
since it contains antacids and an antispas- 
modic to minimize gastric upset. 

Contraindications 

Edema, danger of cardiac decompensation; 
history or symptoms of peptic ulcer; renal, 
hepatic or cardiac damage; history of drug 
allergy; history of blood dyscrasia. The drug 
should not be given when the patient is se¬ 
nile, or when other potent drugs are given 
concurrently. Large doses are contraindi¬ 
cated in patients with glaucoma. 

Precautions 

Obtain a detailed history and a complete 
physical and laboratory examination, includ¬ 


ing a blood count. The patient should be 
closely supervised and should be warned to 
report immediately fever, sore throat, or 
mouth lesions (symptoms of blood dyscrasia); 
sudden weight gain (water retention); skin 
reactions; black or tarry stools. Make regular 
blood counts. Use greater care in the elderly. 

Warning 

If coumarin-type anticoagulants are given 
simultaneously, watch for excessive increase 
in prothrombin time. Pyrazole compounds 
may potentiate the pharmacologic action of 
sulfonylurea, sulfonamide-type agents and 
insulin. Carefully observe patients receiving 
such therapy. 

Adverse Reactions 

The most common are nausea, edema and 
drug rash. Hemodilution may cause mod¬ 
erate fall in red cell count. The drug may 
reactivate a latent peptic ulcer. Infrequently, 
agranulocytosis, generalized allergic reac¬ 
tion, stomatitis, salivary gland enlargement, 
vertigo and languor may occur. Leukemia 
and leukemoid reactions have been re¬ 
ported but cannot definitely be attributed to 
the drug. Thrombocytopenic purpura and 
aplastic anemia may occur. Confusional 
states, agitation, headache, blurred vision, 
optic neuritis and transient hearing loss 


have been reported, as have hepatitis, 
jaundice, and several cases of anuria ai 
hematuria. With long-term use, reversib 
thyroid hyperplasia may occur infrequeiy. 

Dosage 

The initial daily dosage in adults is 300-0 
mg. daily in divided doses. In most in¬ 
stances, 400 mg. daily is sufficient. Whei 
improvement occurs, dosage should bes- 
creased to the minimum effective level: s 
should not exceed 400 mg. daily, and is 
often achieved with only 100-200 mg, da'. 

Also available: Butazolidin®, 
brand of phenylbutazone 
Tablets of 100 mg. 

Geigy Pharmaceuticals 

Division of Geigy Chemical Corporation 

Ardsley, New York bu-3< p 
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BUSINESS SESSIONS 


SPECIAL MEETING 
January 29, 1966 

MINUTES 

The 252nd meeting. Special Session, of the House 
of Delegates of the Medical and Chirurgical Faculty of 
the State of Maryland was called to order at 2:05 p.m. 
Saturday, January 29, 1966, at the Faculty Building, 1211 
Cathedral Street, Baltimore, Maryland, the President 
and Secretary being present. 

The following delegates (or alternates) were registered 
as being in attendance. An asterisk indicates an alternate 
delegate. 

Doctors: John G. Ball, Montgomery County; Edward 
M. Barczak, Baltimore City; Richard D. Bauer, Council; 
Harry McB. Beck, Baltimore City; Donald W. Benson, 
Baltimore City; M. McKendree Boyer, Past-President; 
Robert vL. Campbell, President; Douglas G. Carroll, 
Baltimore City; Robert G. Chambers, Baltimore City; 
^Katharine A. Chapman, Montgomery County; Henry 
V. Chase, Council; Archie R. Cohen, Washington Coun¬ 
ty; H. Douglas Cooper, Wicomico County; Ernest I. 
Cornbrooks, Baltimore City; William B. Culwell, Carroll 
County; Worth B. Daniels, Jr., Baltimore City; *Robert 
Dawson, Allegany County; John B. DeHoff, Baltimore 
City; DeWitt E. DeLawter, Montgomery County; J. 
Sheldon Eastland, Past-President; William C. Ebeling, 
Council; Emanuel S. Ellison, Baltimore City; *Max R. 
English, Baltimore City; James McC. Finney, Harford 
County; Whitmer B. Firor, Past-President; Russell S. 
Fisher, Council; *Harold H. Gist, Washington County; 
Albert E. Goldstein, Past-President; *Paul F. Guerin, 
Baltimore City; William B. Hagan, Council; Thurston 
Harrison, Council; John C. Harvey, Baltimore City; 
John S. Haught, Prince George’s County; William G. 
Helfrich, Baltimore City; Thomas F. Herbert, Howard 
County; Philip W. Heuman, Harford County; James P. 
Jarboe, St. Mary’s County; James R. Karns, Baltimore 
City; ^Arthur T. Keefe, Kent County; Lauriston L. 
Keowm, Baltimore City; Robert C. Kimberly, Council; 
Howard F. Kinnamon, Past-President; Louis Krause, 
Council; C. Rodney Layton, Queen Anne’s County; Her¬ 
bert H. Leighton, Garrett County; Norman Levin, Balti¬ 
more City; *Eugene J. Linberg, Baltimore City; F. Ford 
Loker, Baltimore City; William J. McClafferty, Balti¬ 
more City; George S. Malouf, Prince George’s County; 
Karl F. Mech, Council; Philip W. Mercer, Carroll Coun¬ 
ty; B. Martin Middleton, Council; John E. Miller, Balti¬ 
more City; Donald Mintzer, Baltimore City; Andrew C. 
Mitchell, Wicomico County; Frank K. Morris, Board of 
Medical Examiners; Clayton Norton, Anne Arundel 
County; Charles F. O’Donnell, Past-President; William 
A. Pillsbury, Council; *Samuel R. Pines, Baltimore City; 
Belden R. Reap, Sr., Montgomery County; J. Morris 
Reese, Council; Guy M. Reeser, Jr., Talbot County; 
Thomas Reid, Frederick County; Paul F. Richardson, Jr., 


Council; *John O. Robben, Montgomery County; Ray¬ 
mond C. V. Robinson, Baltimore City; Donald J. Roop, 
Council; Salvador Rossello, Baltimore City; Edwin 
Ruzicka, Talbot County; John F. Schaefer, Council; 
Emmanuel Schimunek, Baltimore City; *George W. Set¬ 
tle, Anne Arundel County; Thaddeus C. Siwinski, Balti¬ 
more County; R. Kennedy Skipton, Prince George’s 
County; John N. Snyder, Baltimore Comity; Martin E. 
Strobel, Baltimore County; E. L. Suarez-Murias, Balti¬ 
more City; Aaron H. Traum, Montgomery County; 
Thomas E. VanMetre, Jr., Baltimore City; Merton T. 
Waite, Anne Arundel County; Emerson Walden, Balti¬ 
more City; Hugh W. Ward, Calvert County; J. Arthur 
Weinberg, Council; *Ralph H. Williams, Washington 
County; Eldridge H. Wolff, Dorchester County; Donald 
O. Wood, Baltimore County; ^Arthur F. Woodward, 
Montgomery County; *Charles E. Wright, Frederick 
County; John D. Young, Jr., Baltimore City; Raymond 
M. Yow, Council. 

Staff personnel were also present for the meeting. 

The President made certain announcements with re¬ 
gard to the conduct of business at the session. 

PRESS EXCLUDED 

On motion of Dr. Settle, the press was excluded from 
the session. 

RESOLUTION ADOPTED 

Dr. Settle, chairman of the Professional Fee Fund 
Committee, reported on its behalf and offered the follow¬ 
ing resolution which, after debate and amendment, was 
adopted as follows: 

Resolved, That a Committee consisting of sixteen members be 
established under the Bylaws consisting of a chairman and a 
representative from each of the following organized specialty 
groups in the State: 

Maryland Society of Internal Medicine 
Maryland Radiological Society 

Maryland Chapter, American Academy of General Practice 
Maryland Orthopedic Society 
Maryland Pediatric Society 
Maryland Ear, Nose and Throat Society 
Maryland Society of Pathologists 
Maryland Thoracic Surgical Society 
Obstetrical and Gynecological Society of Maryland 
Maryland Ophthalmological Society 
Maryland Society of Anesthesiologists 
Maryland Chapter, Industrial Medical Association 
Maryland Chapter, American College of Surgeons (General 
Surgery) 

Maryland Psychiatric Society and 
Maryland Dermatological Society 

Resolved, That the Committee thus established be appointed 
immediately and have as its purpose rendering assistance to 
those who have requested it in clarifying specific contractual 
arrangements which they have, rendering assistance to those 
who request it in negotiating ethical contracts and that ap¬ 
propriate changes in the Bylaws be made to effect this. 

RECESS TAKEN 

Dr. O’Donnell, on behalf of the Bylaws Committee, 
moved the adoption of amendments to the Bylaws in ac¬ 
cordance with the notice which had been sent as pro¬ 
vided in the Bylaws by amending Article X by inserting 
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a new Section 20 and by amending Article XIII by sub¬ 
stituting for it a new Article XIII. Dr. O’Donnell then 
offered substitutes for these amendments. The meeting 
thereupon, by unanimous consent, recessed for ten minutes. 

BYLAW AMENDMENTS 

Upon the expiration of the recess, the proposed sub¬ 
stitutes for the Bylaw amendments were considered seria¬ 
tim and, after debate and amendment, the proposed substi¬ 
tutes for the Bylaw amendments were divided to be voted 
on separately, and the Bylaw amendments, as thus 
amended, were then adopted on division votes by more 
than the required two-thirds. The Washington County 
delegates asked that the minutes reflect that it voted 
against the amendments as instructed by its Society. 

To amend Article X by inserting after Section 19 the 
following Section 20 (all succeeding Sections being auto¬ 
matically renumbered) : 

Section 20. As soon as practicable after the annual session 
each year a Committee on Contractual Arrangements shall be 
appointed whose purposes it shall be (a) to render assistance 
to those members who request it in clarifying the ethical stand¬ 
ards applicable to specific contractual arrangements they have, 
and (b) to assist those members who request support in 
negotiating ethical contracts. The committee shall be appointed 
by the Faculty’s President and be composed of a chairman and 
one member selected from and nominated by each of the follow¬ 
ing specialty groups: Maryland Society of Internal Medicine; 
Maryland Radiological Society; Maryland Chapter, American 
Academy of General Practice; Maryland Orthopedic Society: 
Maryland Pediatric Society; Maryland Ear, Nose and Throat 
Society; Maryland Society of Pathologists; Maryland Thoracic 
Surgical Society; Obstetrical and Gynecological Society of 
Maryland; Maryland Ophthalmological Society; Maryland So¬ 
ciety of Anesthesiologists; Maryland Chapter, American College 
of Surgeons; Maryland Psychiatric Society; Maryland Derma 
tological Society; and Maryland Chapter, Industrial Medical 
Association. All members of the Committee shall be members 
of the Faculty. Should any specialty group fail to submit a 
nomination within sixty days from the date requested to do so, 
the President may appoint any member of the specialty group 
to fill the vacancy. Nine members of the committee shall consti¬ 
tute a quorum. 

To amend Article XIII of the Bylaws by substituting 
for it. the following new Article XIII: 

Article XIII—Disciplinary Procedures 

Section 1. The “Principles of Medical Ethics” of the American 
Medical Association are adopted as the ethical standards of the 
Medical and Chirurgical Faculty of the State of Maryland and 
shall govern the conduct of members in their relations to each 
other and the public. 
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Section 2. The judicial powers of the Faculty, other than that 
vested in the Mediation Committee, shall be vested in the 
Executive Committee of the Council whose decision shall be 
final. 

Section 3. Except as otherwise provided in these Bylaws the 
Executive Committee of the Council shall have jurisdiction on 
(a) all questions involving membership; (b) all controversies 
arising under these Bylaws and the principles of medical ethics 
of the American Medical Association and the Faculty; and (c) 
controversies between two or more component societies or their 
members. In addition, the Executive Committee of the Council 
shall have original jurisdiction where a county society to which 
a member belongs requests the Faculty to take disciplinary 
action or, when at the request of the Faculty, the county soci¬ 
ety to which the member belongs consents to disciplinary pro¬ 
ceedings by the Faculty. 

Section 4. The Executive Committee of the Council shall 
have appellate jurisdiction in questions of law and procedure 
but not of fact in all cases which arise between a member or 
members and the component society to which said member or 
members belong. Notice of appeal shall be filed with the Execu¬ 
tive Committee of the Council within thirty (30) days of the 
date of the decision by the component society and the appeal 
shall be perfected within sixty (60) days thereof; provided, 
however, that the Executive Committee of the Council, for what 
it considers good and sufficient cause, may grant an additional 
thirty (30) days for perfecting the appeal. 

Section 5. Any member of the Faculty, any committee of the 
Faculty, or a component society may file charges of unethical 
conduct in writing against any member of the Faculty. The 
Executive Committee of the Council may determine, in its discre¬ 
tion whether a hearing is necessary or advisable. 

Section 6. A complete copy of the charges specifying the 
alleged unethical practice shall be promptly sent to the accused. 
If the Executive Committee of the Council determines that a 
hearing on said charges should be held, all parties shall be in¬ 
formed of the date, hour and place of the hearing scheduled to 
consider the charges which date shall not be less than ten days 
from the date of mailing the charges to the accused. 

Section 7. All parties to the hearing may be represented by 
legal counsel at any hearing held by the Executive Committee 
of the Council. 

Section 8. The Executive Committee of the Council shall 
adopt rules of procedure governing disciplinary actions as shall 
meet with the approval of the Council. All interested parties 
shall be furnished with copies of the rules. 

Section 9. The Executive Committee of the Council may 
impose any of the following penalties: reprimand; suspension 
of imposition of penalty upon condition that the breach of ethics 
involved is corrected; suspension from membership generally 
or for a definite period or until the breach of ethics involved 
is corrected; and expulsion from membership. Expulsion from 
membership shall require a two-thirds vote of the Executive 
Committee of the Council. 

Section 10. The accused member shall have the right to ap¬ 
peal the decision of the Executive Committee of the Council 
to the Judicial Council of the American Medical Association. 

Section 11. In all matters of Judicial nature applying to 
Article XIII, there shall be at least five members of the Execu¬ 
tive Committee present. 

COMMITTEE DISCHARGED 

On motion of Dr. Schaefer, the Professional Fee Fund 
Committee was finally discharged with the thanks of the 
House of Delegates. 

HOUSE ADJOURNED 

Whereupon, by unanimous consent, the House ad¬ 
journed at 3 :40 o’clock. 

Respectfully submitted, 

William A. Pillsbury, MD, Secretary 
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hyperactive 
colon 



CANTIL 

(mepenzolate bromide) 


helps restore normal motility and tone 


"In 40 of 44 cases of irritable or spastic 
colon, Cantil [mepenzolate bromide] or 
Cantil with Phenobarbital reduced or 
abolished abdominal pain, diarrhea and 
distention and promoted restoration 
of normal bowel function ... Cantil 
[mepenzolate bromide] proved to be 
singularly free of anticholinergic side- 
effects . . . Urinary retention, noted in 
two cases was eliminated in one by re¬ 
ducing dosage." 1 



LAKESIDE 


IN BRIEF : One or two tablets three times a day and one or 
two at bedtime usually provide prompt relief. Cantil with Phe¬ 
nobarbital may be prescribed if sedation is required. 

Dryness of the mouth or blurring of vision may occur but it is 
usually mild and transitory. Urinary retention is rare. Caution 
should be observed in prostatic hypertrophy—withhold in glau¬ 
coma. Cantil with Phenobarbital is contraindicated in patients 
sensitive to phenobarbital. 

Supplied: CANTIL (mepenzolate bromide)—25 mg. per scored 
tablet. Bottles of 100 and 250. CANTIL with PHENOBARBITAL 
—containing in each scored tablet 16 mg. phenobarbital (warn¬ 
ing: may be habit forming) and 25 mg. mepenzolate bromide. 
Bottles of 100 and 250. 

I. Riese, J. A.: Amer. J. Gastroent. 28:541 (Nov.) 1957 
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ANNUAL MEETING 
April 6, 9, 1966 


MINUTES 

The 253rd meeting, first of the 168th Annual Session, 
of the House of Delegates of the Medical and Chirurgical 
Faculty of the State of Maryland, was held at the Faculty 
Building, 1211 Cathedral Street, Baltimore, Maryland, 
at 8:05 pm, Tuesday, April 26, 1966, the President and 
Secretary being present. 

The following delegates (or alternates) were registered 
as being in attendance; an asterisk indicates an alternate 
delegate: 

Doctors: John G. Ball, Montgomery County; Edward 

M. Barczak, Baltimore City; Richard D. Bauer, Council; 
E. I. Baumgartner, Council; Harry McB. Beck, Balti¬ 
more City; Donald W. Benson, Baltimore City; Horace 
W. Bernton, Montgomery County; M. McKendree Boyer, 
Past-president; Wendell J. Burkett, Kent County; Read 

N. Calvert, Montgomery County; Robert vL. Campbell, 
President; Douglas G. Carroll, Baltimore City; *Kath- 
arine A. Chapman, Montgomery County; Robert G. 
Chambers, Baltimore City; Henry V. Chase, Council; 
Archie R. Cohen, Washington County; H. Douglas 
Cooper, Wicomico County; Ernest I. Cornbrooks, Balti¬ 
more City; William B. Culwell, Carroll County; Worth 
B. Daniels, Jr., Baltimore City; John B. DeHoff, Balti¬ 
more City; DeWitt E. DeLawter, Montgomery County; 
Everett S. Diggs, Council; J. Sheldon Eastland, Past- 
president; William C. Ebeling, Council; Emanuel S. 
Ellison, Baltimore City; Robert W. Farr, Council: Whit- 
mer B. Firor, Past-president; Russell S. Fisher, Coun¬ 
cil; ^Charles J. Foley, Jr., Harford County; *Harold H. 
Gist, Washington County; Seymour Goldgraben, Cecil 
County; *Paul F. Guerin, Baltimore City; William B. 
Hagan, Prince George’s County; John C. Harvey, Balti¬ 
more City; John S. Haught, Prince George’s County; 
William G. Helfrich, Baltimore City; Philip W. Heu- 
man, Harford County; James P. Jarboe, St. Mary’s 
County; Ferd E. Kadan, Baltimore City; James R. 
Karns, Baltimore City; Fayne A. Kayser, Council; 
Lauriston L. Keown, Baltimore City; Robert C. Kim¬ 
berly, Council; Howard F. Kinnamon, Past-president; 
*John I. F. Knud-Hansen, Talbot County; C. Rodney 
Layton, Queen Anne’s County; Herbert H. Leighton, 
Garrett County; F. Ford Loker, Baltimore City; Charles 
R. MacDonald, Anne Arundel County; William J. Mc- 
Clafferty, Baltimore City; Karl F. Mech, Council; 
Philip W. Mercer, Carroll County; B. Martin Middle- 
ton, Council; John E. Miller, Baltimore City; Donald 
Mintzer, Baltimore City; Andrew C. Mitchell, Wicomico 
County; Frank K. Morris, Board of Medical Examiners; 
*Arturo M. Monteiro, Charles County; Howard T. 
Morse, Montgomery County; Clayton Norton, Anne 
Arundel County; Charles F. O’Donnell, Past-president ; 
William A. Pillsbury, Secretary; J. Emmett Queen, 
Council; Belden R. Reap, Sr., Montgomery County; 
J. Morris Reese, Council; Guy M. Reeser, Jr., Talbot 
County; Thomas Reid, Frederick County; Paul F. Rich¬ 
ardson, Baltimore City; Raymond C. V. Robinson, Bal¬ 
timore City; Donald J. Roop, Council; Salvador Ros- 


sello, Baltimore City; John F. Schaefer, Council; Em¬ 
manuel Schimunek, Baltimore City; Thaddeus C. 
Siwinski, Baltimore County; R. Kennedy Skipton, Prince 
George’s County; John N. Snyder, Baltimore County; 
Aaron C. Sollod, Baltimore City; *William G. Speed, 
III, Baltimore City; Omar D. Sprecher, Jr., Washing¬ 
ton County; Harvey B. Stone, Past-president; Martin 
E. Strobel, Baltimore County; E. L. Suarez-Murias, 
Baltimore City; *Ivory U. Sully, Jr., Worcester County; 
Aaron H. Traum, Montgomery County; Thomas E. 
VanMetre, Jr., Baltimore City; Merton T. Waite, Anne 
Arundel County; Emerson Walden, Baltimore City; 
Hugh W. Ward, Calvert County; J. Arthur Weinberg, 
Council; Lawrence R. Wharton, Jr., Baltimore City; 
Daniel Wilfson, Jr., Baltimore City; Charles H. Wil¬ 
liams, Baltimore County; Eldridge H. Wolff, Dorchester 
County; Donald O. Wood, Baltimore County; ^Charles 
E. Wright, Frederick County; George H. Yeager, Past- 
president; Raymond M. Yow, Council. 

Present also for the meeting were staff personnel. 

The President made several announcements concern¬ 
ing the transaction of business at the meeting and for 
informational purposes. 

MINUTES 

The minutes of the September 10, 1965, session; and 
the January 29, 1966, special session, having been ap¬ 
proved by the Executive Committee and having been dis¬ 
tributed to all delegates, were presented to the House for 
information. The minutes of the January 29 session were 
amended to show the following additional delegate as 
being present: 

Ferd E. Kadan, M.D., Baltimore City 
VISITING MEDICAL SOCIETY PRESIDENT 

William B. West, M.D., President of the Pennsylvania 
Medical Society, was introduced to the House and pre¬ 
sented greetings from his organization. 

NECROLOGY 

After the Secretary read the following names of de¬ 
ceased members, the House of Delegates members rose in 
observance of a moment’s silence in respect for their 
deceased colleagues: 


Allegany County 

Trevaskis, R. W. September 6, 1965 

Anne Arundel County 

Field, Edward G. October 9, 1965 

Martin, James R. November 14, 1965 

Baltimore City 


Bishop, George W. 
Carey, T. Nelson 
Davidov, Nathan J. 
Fox, Leon A. 

Goldstein, Albert E. 
Gordy, Lyle L. 

Hundley, J. Mason, Jr. 
Kunkowski, Mitchell F. 
Levin, Milton 
Levy, Isidore I. 

Lord, Mason F. 

Marino, Frank C. 
Moiling, Peter A. 
Moses, Bessie L. 
Ridgely, Irwin O. 
Rowland, William M. 
Smith, Frank R., Jr. 


July 6, 1965 
March 12, 1966 
November 25, 1965 
June 5, 1965 
February 22, 1966 
March 22, 1965 
December 9, 1965 
December 25, 1965 
November 16, 1965 
June 27, 1965 
November 16, 1965 
April 17, 1965 
September 7, 1965 
March 25, 1965 
December 28, 1965 
February 28. 1966 
March 31, 1965 
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DACTILASE® 

Each tablet contains: 

Dactil® (piperidolate hydrochloride), 50 mg.; 
Standardized cellulolytic* enzyme, 2 mg.; 
Standardized amylolytic enzyme, 15 mg.; 
Standardized proteolytic enzyme, 10 mg.; 
Pancreatin 3X** (source of lipolytic activity), 

100 mg.; Taurocholic acid, 15 mg. 

•Need in human nutrition not established. 

**As acid resistant granules equivalent in activity to 300 mg. Pancreatin N.F. 



In chronic or acute indigestion, fluttery, 
gassy stomachs obtain prompt, gratifying 
relief through the antispasmodic, surface 
anesthetic and enzymatic activity of 
Dactilase. Dactilase decreases hypermotility 
and pain and reduces the production of 
gas. Dactilase does not induce stasis, but 
helps restore normal tone. It has little or no 
effect on enzyme secretions, but adds 
enzymes, thus contributing to the digestive 
efficiency of the patient. 

Side Effects and Contraindications: 

Dactilase is almost entirely free of side 
effects. However, it should be withheld 
in glaucoma and in jaundice due to 
complete biliary obstruction. 

Administration and Dosage: One tablet 
with, or immediately following, each meal. 
Tablets should be swallowed whole. 

Supplied: Bottles of 60 and 250. 

LAKESIDE LABORATORIES, INC., Milwaukee, Wisconsin 53201 
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Baltimore County 

Collins, Jack C. August 16, 1965 

Caroline County 

Lennon, W. E. December 30, 1965 

Small, Horace Leon April 14, 1965 

Garrett County 

Wenzel, J. W. October 20, 1965 

Montgomery County 


Baltimore City 

Baltimore County 

Dorchester County 
Kent County 

Montgomery County 
Talbot County 


J. Edmund Bradley, M.D. 
Nicholson J. Eastman, M.D. 
Mary McK. Cushing, M.D. 
Robert Hening, M.D. 

Simon Virkutis 
Manfred J. Gerstley, M.D. 
Eugene Kester, M.D. 

J. Marion Bankhead, M.D. 
Edith H. Weigert, M.D. 
Naomi Lucius, M.D. 

H. Dabney Kerr, M.D. 


Chow, Charles Ching-Te 
Cross, Merrill M. 
Cushard, William G. 
Hare, Robert A. 

Nelson, Donald 
Vacca, Aldo 


August 1, 1965 
November 13, 1965 
July 11, 1965 
May 29, 1965 
December 14, 1965 
February 12, 1966 


Prince George’s County 
Eisenberg, Herman November 29, 1965 

St. Mary’s County 

Gill, Joseph E. July 29, 1965 

Talbott County 

DeGroot, V. M. December 30, 1965 


Washington County 

Shealy, Walter H. April 15, 1966 


Wicomico County 

Bishop, James R. December 16, 1964 


Worcester County 

Cohen, Paul November 28, 1965 


Affiliate 

Langeluttig, H. Vernon January 31, 1966 


TREASURER'S REPORT AND AUDITOR'S REPORT 

The Treasurer then presented the 1966 budget for in¬ 
formation, it having been adopted by the Council in ac¬ 
cordance with the Bylaws. The report of the Treasurer 
for the year 1965 having been distributed, the auditor’s 
report was adopted. 


NOMINEE FORM FOR SECURITIES ADOPTED 

The Treasurer then presented a supplemental report 
and recommended the adoption of Nominee Form for 
securities of the Faculty. The following resolution was 
adopted: 

Resolved, That the Maryland National Bank as agent for the 
Medical and Chirurgical Faculty of the State of Maryland, be 
and is hereby authorized to transfer, or cause to be transferred, 
all stocks and other registerable securities now held or hereafter 
to be acquired by the Medical and Chirurgical Faculty of the 
State of Maryland to the name of the bank’s nominee “All & 
Co.”; and 

Resolved, That the Treasurer of the Medical and Chirurgical 
Faculty of the State of Maryland is hereby authorized to execute 
any and all instruments necessary, proper or desirable for that 
purpose. 


EMERITUS MEMBERSHIP 

On motion of the Chairman of the Council, the follow¬ 
ing members who had received the recommendation of 
the Council, were elected to Emeritus Membership: 


EDUCATIONAL FUND APPROPRIATION 

On motion of the Chairman of the Committee on 
Postgraduate Education, Preventive Medicine and Pub¬ 
lic Health, the following motion was adopted unani¬ 
mously : 

That the House of Delegates appropriate from the Educational 
Fund an additional amount up to $10,000 to be used through 
December 31, 1966, by the Continuing Medical Education Pro¬ 
gram Subcommittee to continue and expand the MEDIC Network. 

i 

NOMINATING COMMITTEE REPORT 

The Secretary, on behalf of the Nominating Commit¬ 
tee, presented the following slate of officers, the Chair¬ 
man of the Nominating Committee being deceased: 

President-elect 

Richard D. Bauer, Adelphi (President-elect 1966-67; 
President 1967-68) 

First Vice-president 
Houston S. Everett, Baltimore 
Second Vice-president 
J. Howard Beard, Annapolis 
Third Vice-president 

Francis J. Townsend, Ocean City 
Secretary 

William A. Pillsbury, Timonium 
Treasurer 

Karl F. Mech, Baltimore 
Councilors 

William Carl Ebeling, Baltimore, Central District 
(1970) 

J. Arthur Weinberg, Baltimore, Central District (1970) 
John F. Schaefer, Baltimore, Central District (1970) 
John Collins Harvey, Baltimore, Central District 
(1970) 

William G. Speed, III, Baltimore, Central District 
(1970) 

Eldridge H. Wolff, Cambridge, Eastern District (1970) 
William B. Hagan, Riverdale, South Central District 
(1969) (to assume office 1966) 

Henry P. Laughlin, Bethesda, South Central District 
(1970) 

Delegate to American Medical Association 
Russell S. Fisher, Baltimore (Jan. 1, 1967-Dec. 31, 
1969) 

Alternate Delegate to American Medical Association 
M. McKendree Bover, Damascus (Jan. 1, 1967-Dec. 
31, 1969) 

Committee on Program and Arrangements 
Arlie R. Mansberger, Jr., Baltimore (1971) 

Library and History Committee 

Katharine A. Chapman, Kensington (1972) 

Finney Fund Committee 
Richard G. Coblentz, Baltimore (1972) 

Board of Medical Examiners 
Elmer G. Linhardt, Eastport (June 1966-June 1970) 
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For cold hands and feet, nothing 
beats hot stoves—but they are 
awkward to carry around. Now 
Gerilid, in good-tasting take-along 
chewable tablets can provide 
rapid vasodilation of peripheral 
circulation, bringing real warmth 
to the extremities and decreasing 
sensitivity to sudden temperature 
change. Patients like Gerilid and 
know they are getting relief. 



GERILID 


Each chewable tablet contains: 
nicotinic acid (niacin) 75 mg. and 
aminoacetic acid (glycine) 750 mg. 

Administration and Dosage: One or two 

chewable tablets 3 times a day before 
meals. If flushing is objectionable, dosage 
may be lowered. However, tolerance to 
flushing usually develops without loss of 
efficacy in regard to vasodilation. The 
recommended dosage should not 
be exceeded. 

Side effects: Occasional lightheadedness 
or transient itching which may disappear 
with continued use. There are no known 
contraindications; however, caution is 
advised when there is a concomitant 
administration of a coronary vasodilator. 

Supplied: Packages of 50 chewable tablets. 

Also available in liquid form as 
Geriliquid®, in bottles of 8 and 16 ounces. 

LAKESIDE LABORATORIES, INC., Milwaukee,Wisconsin53201 
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William L. Stewart, Westminster (June 1966-June 
1970) 

The floor was opened to further nominations for these 
officers, and there being none, nominations were, by gen¬ 
eral consent, closed, the election to be held at the second 
meeting of the session, Friday, April 29, 1966, at the 
Faculty Building. The nominees for the Board of Medi¬ 
cal Examiners are to be elected at the General Session, 
Thursday, 11:45 am, April 28, 1966, at the Alcazar. 

FIFTY YEAR PIN PRESENTATION 

The President, on behalf of the Faculty, then presented 
Fifty-Year pins to those members who were able to be 
present at this session. The following members were so 
honored at this meeting: 

Clarence I. Benson, Port Deposit 
Paul W. Clough, Baltimore 
G. C. Coulbourne, Marion Station 
Frank W. Hachtel, Baltimore 
John F. Hogan, Sr., Baltimore 
Kenneth B. Jones, Church Creek 
John T. King, Baltimore 
G. A. Kohler, Smithsburg 
Ernest G. Marr, Baltimore 
Robert H. Riley, Catonsville 
John G. Runkel, Baltimore 
G. L. Stickney, Baltimore 
Harvey B. Stone, Baltimore 

VIET NAM PLAQUES PRESENTATION 

The President, on behalf of the American Medical 
Association, then presented Plaques of Recognition for 
voluntary service in Viet Nam for 60 days to: 

Robert E. Eby, M.D., Olney, Md. 

(December, 1965—February, 1966) 

Stephen M. Nagy, M.D., Baltimore, Md. 

(September, 1965—November, 1965) 

A plaque for Richard W. TeLinde, M.D., Baltimore, 
Md. (March 1963-April, 1963) is to be presented at a 
later date. Dr. TeLinde was unable to be present. 

REPORT OF AMA DELEGATES 

The report of the Faculty’s Delegates to the American 
Medical Association was filed, after a request for com¬ 
ments with respect to a proposed $25 increase in the 
AMA dues received no response. 

BYLAWS COMMITTEE REPORT 

Dr. O’Donnell, Bylaws Committee chairman, on its 
behalf, moved the adoption of the following Bylaw amend¬ 
ments which, after debate, were adopted in each case by 
more than a two-thirds vote: 

ARTICLE III, Section 6 

To amend Article III, Section 6, by substituting for 
it the following new Sections 6 and 7 (the remaining 
sections of the Article automatically being renumbered). 

Section 6. The House of Delegates may impose an assessment 
which shall be paid with, and at the same time as, dues by all 
active members. The failure of a member to pay an assessment 
shall be treated as a failure to pay dues as provided in this 
Article. Notice of a proposal to impose an assessment, and the 
amount thereof, shall be sent to all delegates at least sixty days 
before the session at which action is taken, and no amendment 
shall be in order which would have the effect of increasing the 
amount of the proposed assessment above that for which notice 
was given. 


Section 7. The Council may, upon the request of a member’s 
component society, remit a member’s dues or assessments for 
reasons of illness, financial hardship or temporary service in the 
armed forces or the United States Public Health Service. 

To amend Article XV by adding: “Provided that any 
amendment which proposes to increase dues or levy an 
assessment for any class of membership shall be sent to 
all delegates at least sixty days before the session at 
which action is to be taken.” 

Any amendment to these bylaws submitted by the Bylaws 
Committee and sent to all delegates with the call to the session 
may be adopted by the House of Delegates by a two-thirds 
vote, provided that any amendment which proposes to increase 
dues or levy an assessment for any class of membership shall 
be sent to all delegates at least sixty days before the session at 
which action is to be taken. , 

To amend the bylaws by inserting after Article IX 
the following new Article X (succeeding articles to be 
automatically renumbered) : 

Section 1. There shall be a Med-Chi Insurance Trust composed 
of six Trustees, and it shall have the powers and duties as are 
provided from time to time by the Trust Agreement and any 
amendments thereto. 

Section 2. Two Trustees of the Med-Chi Insurance Trust shall 
be appointed by the President as soon as practicable after the 
annual session each year for a term of three years or until their 
successors are appointed and qualified. The. President shall 
promptly appoint a Trustee to fill the unexpired term in the 
event of any vacancy among the Trustees caused by resignation, 
death, or removal. 

To amend Article X, Committees, by inserting after 
Section 7 the following new section 8 (succeeding sec¬ 
tions to be automatically renumbered) : 

Section 8. A FINANCE COMMITTEE to advise and counsel 
the Treasurer regarding the Faculty’s financial and investment 
program shall be composed of the Treasurer and four other 
members, one of whom shall be appointed by the President each 
year for a four-year term. The President shall annually desig¬ 
nate the chairman of the committee. 

INFORMATION COMMITTEE REPORTS 

The following reports were distributed in writing for 
the information of the meeting and an opportunity was 
afforded at this time to raise any questions: 

Secretary—William A. Pillsbury, M.D. 

Board of Medical Examiners—Frank K. Morris, M.D., 
Secretary 

Executive Secretary—Mr. John Sargeant 
Library and History Committee and Finney Fund Com¬ 
mittee—Louis Krause, M.D., and George G. Finney, 
Sr., M.D. 

Curator—Edwin David Weinberg, M.D. 

Committee on Program and Arrangements—John C. 
Harvey, M.D. 

American Medical Association Education and Research 
Foundation Committee—William S. Stone, M.D. 
Economics Committee—Paul F. Guerin, M.D. 

Editorial Board, Maryland State Medical Journal— 
George H. Yeager, M.D. 

Committee on Emotional Health—Augusto J. Esquibel, 
M.D. 

Fee Schedule Committee—William G. Speed, III, M.D. 
Ad Hoc Finance Committee—Karl F. Mech, M.D. 
Legislative Committee—B. Martin Middleton, M.D. 
Liaison Committee—John F. Schaefer, M.D. 

Faculty Representatives on the Maryland Joint Council 
to Improve the Health Care of the Aged—Albert E. 
Goldstein, M.D. (Deceased) 

Mediation Committee—Wolcott L. Etienne, M.D. 
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In fact, there’s as much iron...250 mg. 

...in a 5 cc. ampul of Imferon (iron dextran 
injection) as in a pint of whole blood. 

When iron deficient patients are intolerant 
of oral iron...or orally administered iron 
proves ineffective or impractical...or if 
the patient cannot be relied upon to take oral 
iron as prescribed, Imferon (iron dextran 
injection) dependably increases hemoglobin 
and rapidly replenishes iron reserves. 



WHAT’S THE 

COMMON 

DENOMINATOR? 


. . . IRON 


IMFERON® 

(iron dextran injection) 

IN BRIEF: ACTION AND USES: A single dose of Imferon 

(iron dextran injection) will measurably begin to raise hemo¬ 
globin and a complete course of therapy will effectively rebuild 
iron reserves. The drug is indicated only for specifically- 
diagnosed cases of iron deficiency anemia and then only when 
oral administration of iron is ineffective or impractical. Such 
iron deficiency may include: patients in the last trimester of 
pregnancy: patients with gastrointestinal disease or those re¬ 
covering from gastrointestinal surgery: patients with chronic 
bleeding with continual and extensive iron losses not rapidly 
replenishable with oral iron; patients intolerant of blood trans¬ 
fusion as a source of iron; infants with hypochromic anemia: 
patients who cannot be relied upon to take oral iron. 
COMPOSITION: Imferon (iron dextran injection) is a well- 
tolerated solution of iron dextran complex providing an equiva¬ 
lent of 50 mg. in each cc. The solution contains 0.9% sodium 
chloride and has a pH of 5.2-6.0. The 10 cc. vial contains 0.5% 
phenol as a preservative. 

ADMINISTRATION AND DOSAGE: Dosage, based upon 
body weight and Gm. Hb/100 cc. of blood, ranges from 0.5 cc. 
in infants to 5.0 cc. in adults, daily, every other day, or weekly. 
Initial test doses are advisable. The total iron requirement for 
the individual patient is readily obtainable from the dosage 
chart in the package insert. Deep intramuscular injection in 
the upper outer quadrant of the buttock, using a Z-track 
technique, (with displacement of the skin laterally prior to 
injection), insures absorption and will help avoid staining of 
the skin. A 2-inch needle is recommended for the adult of 
average size. 

SIDE EFFECTS: Local and systemic side effects are few. 
Staining of the skin may occur. Excessive dosage, beyond the 
calculated need, may cause hemosiderosis. Although allergic 
or anaphylatoid reactions are not common, occasional severe 
reactions have been observed, including three fatal reactions 
which may have been due to Imferon (iron dextran injection). 
Urticaria, arthralgia, lymphadenopathy, nausea, headache and 
fever have occasionally been reported. 

PRECAUTIONS: If sensitivity to test doses is manifested, the 
drug should not be given. Imferon (iron dextran injection) must 
be administered by deep intramuscular injection only. Inject 
only in the upper outer quadrant of the buttock, not in the arm 
or other exposed area. 

CONTRAINDICATIONS: Imferon (iron dextran injection) is 
contraindicated in patients sensitive to iron dextran complex. 
Since its use is intended for the treatment of iron deficiency 
anemia only it is contraindicated in other anemias. 
CARCINOGENICITY POTENTIAL: Using relatively massive 
doses. Imferon (iron dextran injection) has been shown to 
produce sarcoma in rats, mice and rabbits and possibly in 
hamsters, but not in guinea pigs. The risk of carcinogenesis, 
if any in man, following recommended therapy with Imferon 
(iron dextran injection) appears to be extremely small. 
SUPPLIED: 2 cc. ampuls, boxes of 10: 5 cc. ampuls, boxes 
of 4; 10 cc. multiple dose vials. 
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Maryland Medical Service, Board of Trustees—J. Shel¬ 
don Eastland M.D., President 
Medical Emergency Disaster Service Committee—Charles 
J. Savarese, M.D. 

Medicolegal Committee—Howard F. Kinnamon, M.D. 
Membership Committee—Nathan E. Needle, M.D. 
Occupational Health Committee—John R. Davis, M.D. 
Public Relations Committee—Manning W. Alden, M.D. 

(a) Regular Report 

(b) Supplemental Report 

Representatives on the Medical Advisory Committee of 
the Red Cross Blood Bank Program 

SUPPLEMENTAL FEE SCHEDULE COMMITTEE REPORT 

Dr. Speed, on behalf of the Fee Schedule Committee, 
presented the following resolutions for consideration of 
the House of Delegates. On more than a two-thirds 
vote, it was agreed to consider them and, after debate 
and amendment, they were adopted as follows: 

Resolved, That this House of Delegates reaffirm the Principle 
of Resolution 1 S/65, as adopted September 10, 1965, “that 
usual and customary fees be paid to private practicing physicians 
rendering care to . . . medical care program patients”; and 
Resolved, That the President be required to appoint a Sub¬ 
committee of the Fee Schedule Committee to deal with (a) all 
problems relating to PL 89-97 (Medicare) as it pertains to 
physicians’ services; and (b) to deal with the fiscal intermedi¬ 
ary for physicians’ fees as they pertain to Title XVIII or XIX 
of this law, such Subcommittee to be composed of at least four 
members, not excluding Faculty members who are not members 
of the Fee Schedule Committee. 

Thereupon, the House adjourned at 10:00 pm. 

Respectfully submitted, 

William A. Pillsbury, MD, Secretary 

ELECTION OF THE BOARD OF 
MEDICAL EXAMINERS OF MARYLAND 

A general meeting of the Medical and Chirurgical 
Faculty of the State of Maryland was held on Thursday, 
April 28, 1966 at 11:45 a.m., at the Alcazar, Cathedral 
and Madison Streets, Baltimore, Maryland, for the 
purpose of electing two members of the Board of Medi¬ 
cal Examiners of Maryland. 

The President, Robert vL. Campbell, M.D., presided 
and called the meeting to order. 

The names of the two nominees were presented to the 
General Meeting, as follows: 

Elmer G. Linhardt, M. D. (June 1966-June 1970) 
William L. Stewart, M. D. (June 1966-June 1970) 
Nominations from the floor were requested. There 
being none, the Chairman declared nominations closed. 

Election took place by acclamation, and the Secretary, 
William A. Pillsbury, M. D., was instructed to cast one 
ballot for those nominated. 

There being no further business, the meeting ad¬ 
journed at 11:55 am. 

Respectfully submitted, 

William A. Pillsbury, MD, Secretary 

MINUTES 

The 254th meeting, second of the 168th annual ses¬ 
sion of the House of Delegates of the Medical and 
Chirurgical Faculty of the State of Maryland, was held 
at the Faculty Building, 1211 Cathedral Street, Baltimore, 
Maryland, at 9:00 AM, Friday, April 29, 1966, the 
President and Secretary being present. 

The following delegates (or alternates) were registered 


as being in attendance; an asterisk indicates an alternate 
delegate. 

Doctors: John G. Ball, Montgomery County; Richard 

D. Bauer, Council; *Philip J. Bean, St. Mary’s County; 
Harry McB. Beck, Baltimore City; Horace W. Bern- 
ton, Montgomery County; Wendell J. Burkett, Kent 
County; Read N. Calvert, Montgomery County; Robert 
vL. Campbell, President; Douglas G. Carroll, Baltimore 
City; *Katharine A. Chapman, Montgomery County; 
Robert G. Chambers, Baltimore City; Henry V. Chase, 
Council; Archie R. Cohen, Washington County; H. 
Douglas Cooper, Wicomico County; Ernest I. Corn- 
brooks, Baltimore City; Worth B. Daniels, Jr., Balti¬ 
more City; John B. De Hoff, Baltimore City; DeWitt 

E. DeLawter, Montgomery County; Everett S. Diggs, 
Council; J. Sheldon Eastland, Past-president; William C. 
Ebeling, Council; Emanuel S. Ellison, Baltimore City; 
Robert W. Farr, Council; James McC. Finney, Har¬ 
ford County; Whitmer B. F.iror, Past-president; Rus¬ 
sell S. Fisher, Council; *Harold H. Gist, Washington 
County; William B. Hagan, Prince George’s County; 
John C. Harvey, Baltimore City; John S. Haught, 
Prince George’s County; Lauriston L. Keown, Balti¬ 
more City; Norman Levin, Baltimore City; F. Ford 
Loker, Baltimore City; Charles R. MacDonald, Anne 
Arundel County; William J. McClafferty, Baltimore 
City; Karl F. Mech, Treasurer; Philip W. Mercer, Car- 
roll County; John E. Miller, Baltimore City; *Robert 
Miller, Allegany County; Donald Mintzer, Baltimore 
City; Andrew C. Mitchell, Wicomico County; Frank 
K. Morris, Board of Medical Examiners; Howard T. 
Morse, Montgomery County; Clayton Norton, Anne 
Arundel County; Charles F. O’Donnell, Past-president; 
William A. Pillsbury, Secretary; *Carolyn S. Pincock, 
Montgomery County; J. Emmett Queen, Council; Bel- 
den R. Reap, Sr., Montgomery County; J. Morris Reese, 
Council; Guy M. Reeser, Jr., Talbot County; Thomas 
Reid, Frederick County; Paul F. Richardson, Baltimore 
City; Raymond C. V. Robinson, Baltimore City; Don¬ 
ald J. Roop, Council; Salvador Rossello, Baltimore City; 
Edwin Ruzicka, Talbot County; John F. Schaefer, Coun¬ 
cil ; Emmanuel Schimunek, Baltimore City; Thaddeus C. 
Siwinski, Baltimore County; R. Kennedy Skipton, Prince 
George’s County; John N. Snyder, Baltimore County; 
Aaron C. Sollod, Baltimore City; Omar D. Sprecher, Jr., 
Washington County; Martin E. Strobel, Baltimore 
County; E. L. Suarez-Murias, Baltimore City; Thomas 
E. VanMetre, Jr., Baltimore City; Merton T. Waite, 
Anne Arundel County; Emerson Walden, Baltimore 
City; Hugh W. Ward, Calvert County; William H. F. 
Warthen, Past-president; J. Arthur Weinberg, Council; 
*William C. Weintraub, Prince George’s County; Daniel 
Wilfson, Jr., Baltimore City; Charles H. Williams, Bal¬ 
timore County; Donald O. Wood, Baltimore County; 
*Charles E. Wright, Frederick County; John D. Young, 
Jr., Baltimore City: Raymond M. Yow, Council. 

Present also for the meeting were staff personnel. 

The President made several announcements regarding 
the transaction of business at the meeting and for infor¬ 
mational purposes. 

BOARD OF MEDICAL EXAMINERS ELECTIONS 

The President advised the House of Delegates of the 
election of the members of the Board of Medical Ex¬ 
aminers at the General Meeting held on April 28, 1966: 
Elmer G. Linhardt, M.D., Eastport (June, 1966-June, 
1969) 
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METAHYDRIN (trichlormethiazide) 
is prescribed by physicians because it 
not only approximates the diuretic 
efficacy of parenteral meralluride 
injection ... but, it is the least expensive 
of all "brand-name” thiazides. Therefore, 
when you prescribe METAHYDRIN 
(trichlormethiazide) your patients receive 
the thiazide diuretic that removes a little 
more salt and water than earlier 
thiazides, with relatively less loss of 
potassium ... and, it’s therapy they can 
more easily afford ... only pennies a day. 



METAHYDRIN" 

(trichlormethiazide) 

oral diuretic 

Dosage: One 2 or 4 mg. tablet 
once or twice daily. 

Precautions: As with all effective 
diuretics, vigorous therapy may produce 
electrolyte depletion. Patients with 
severely reduced renal function should 
be observed carefully since thiazides 
may be contraindicated. Care should 
be taken with patients predisposed to 
diabetes or gout. Patients with a 
tendency to potassium deficiency, as in 
hepatic cirrhosis or diarrheal syndromes, 
or those under therapy with digitalis, 
ACTH, or certain adrenal steroids, also 
should be watched carefully. 

Side Effects: Nausea, flushing, 
constipation, skin rash, muscle cramps 
and gastric discomfort have occasionally 
been noted; rarely thrombocytopenia 
and bone marrow depression, 
photosensitivity, cholestatic jaundice, 
pancreatitis, perimacular edema, gout 
and diabetes have been caused by 
the administration of thiazides. 
Contraindications: Complete renal 
shutdown; rising azotemia or 
development of hyperkalemia or 
acidosis in severe renal disease; 
demonstrated hypersensitivity. 

How Supplied: Bottles of 100 and 
1000 tablets. 


LAKESIDE LABORATORIES, INC., Milwaukee, Wisconsin 53201 



LAKESIDE 


PRODUCTS 
FOR PATIENTS 
YOU SEE 
EVERY DAY 


July, 1966 


59 











William L. Stewart, M.D., Westminster (June, 1966- 
June, 1969) 

ELECTION OF OFFICERS 

There being no further nominations from the floor and 
there being only one candidate for each of the positions, 
by unanimous consent the ballot was dispensed with. The 
following were then elected by voice vote: 
President-elect 

Richard D. Bauer, Adelphi (President-elect 1966-67; 
President 1967-68) 

First Vice-president 

Houston S. Everett, Baltimore 
Second Vice-president 
J. Howard Beard, Annapolis 
Third Vice-president 
Francis J. Townsend, Ocean City 
Secretary 

William A. Pillsbury, Timonium 
Treasurer 

Karl F. Mech, Baltimore 
Councilors 

William Carl Ebeling, Baltimore, Central District 
(1970) 

J. Arthur Weinberg, Baltimore Central District (1970) 
John F. Schaefer, Baltimore, Central District (1970) 
John Collins Harvey, Baltimore, Central District 
(1970) 

William G. Speed, III, Baltimore, Central District 
(1970) 

Eldridge H. Wolff, Cambridge, Eastern District (1970) 
William B. Hagan, Riverdale, South Central District 
(1969) 

(to assume office 1966) 

Henry P. Laughlin, Bethesda, South Central District 
(1970) 

Delegate to American Medical Association 
Russell S. Fisher, Baltimore (Jan. 1, 1967-Dec. 31, 
1969) 

Alternate Delegate to American Medical Association 
M. McKendree Boyer, Damascus (Jan. 1, 1967-Dec. 
31, 1969) 

Committee on Program and Arrangements 
Arlie R. Mansberger, Jr., Baltimore (1971) 

Library and History Committee 

Katharine A. Chapman, Kensington (1972) 

Finney Fund Committee 
Richard G. Coblentz, Baltimore (1972) 

REFERENCE COMMITTEE REPORT 
RESOLUTION I A/66 ADOPTED 

Dr. Hagan, on behalf of the Reference Committee, re¬ 
ported to the House with respect to Resolution 1 A/66, 
and recommended that it be adopted. The House adopted 
Resolution 1 A/66, which read as follows: 

Whereas, It is now the declared policy of the American College 
of Radiology that members of the College shall separate their pro¬ 
fessional fees from hospital charges and present their own bills 
to all patients expected to pay for services; and 

Whereas, The House of Delegates of the American Medical Asso¬ 
ciation on October 3, 1965, stated, “Hospital-based medical spe¬ 
cialists are engaged in the practice of medicine. The fees for 
the services of such specialists should not be merged with hospital 
charges. The charges for the services of such specialists should 
be established, billed and collected by the medical specialist in 
the same manner as are the fees of other physicians.”; and 

Whereas, Congress established under the Medicare Law, PL 


89-97, provisions covering Radiology solely as a medical service, 
and radiologists are obligated to obey these legislative provisions, 
and 

Whereas, The identification of radiology as a hospital service 
has led physicians away from training in the specialty or radi¬ 
ology, and has jeopardized the future of radiological practice 
and thus of all medical care due to professional xJ ers °nnel 
shortages; and 

Whereas, Separate billing for professional services is feasible 
and desirable for all patients served by radiologists in hospital 
departments, just as it is for surgeons, obstetricians, internists, 
anesthesiologists, and other practitioners of medicine; now, 
therefore be it 

Resolved, That the Medical and Chirurgieal Faculty of the State 
of Maryland supports the policy of the American College of 
Radiology, the American Medical Association, and of Medicare 
law PL 89-97, of separating professional fees from hospital 
charges; and 

Resolved, That copies of this resolution be sent to the American 
College of Radiology, the Hospital Council of Maryland, Mary¬ 
land Hospital Service, Inc., and Maryland Medical Service, Inc. 

RESOLUTION 2 A/66 ADOPTED 

Dr. Hagan, on behalf of the Reference Committee, 
recommended that Resolution 2 A/66 be adopted. The 
House adopted Resolution 2 A/66, which read as follows: 

Whereas, The shortage of properly qualified medical technolo¬ 
gists remains acute, appears to be worsening and will become 
more and more acute in response to the increasing demands of 
coming years, and in view of the fact that there is a profession 
in which the work involved is becoming increasingly complex 
and important to patient care so that it is felt action must 
be taken at once to relieve the situation; therefore be it 

Resolved, That the Medical and Chirurgieal Faculty of the State 
of Maryland requests that the Maryland General Assembly ap¬ 
propriate the initial sum of at least fifty thousand dollars for 
the establishment of a formal School of Medical Technology at 
the University of Maryland and that sufficient appropriations 
be made annually thereafter for maintenance of same; and 

Resolved, That the University of Maryland he commissioned and 
designated to establish and operate this school on a scale speci¬ 
fically designed to benefit equitably all geographic areas in the 
State of Maryland and expressly with the purpose of relieving 
present and future shortages in medical technologists in all areas 
of the State of Maryland; and 

Resolved, That this School of Medical Technology be established 
within the University of Maryland in an organizational manner 
analogous to that of the Schools of Medicine, Dentistry and 
Pharmacy; that the standards maintained in this school be satis¬ 
factory to the American Medical Association, the American 
Society of Clinical Pathologists, and the American Society of 
Medical Technologists, and to their respective Maryland compo¬ 
nent societies, and that the graduates be awarded the B.S. degree 
and be eligible by examination for certification and the profes¬ 
sional designation M.T. (ASCP). 

ADDITIONAL RECOMMENDATION 

Dr. Hagan, on behalf of the Reference Committee, 
recommended adoption of the following two recommenda¬ 
tions, with regard to the implementation of Resolution 
2 A/66, which the House adopted: 

(1) That all appropriate universities and colleges in Maryland 
be requested to give this possibility some study and be 
advised that the counsel and advice of the Faculty and its 
members are available in this area. 
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BRING IT DOWN 
AND 

KEEP IT DOWN 



Metatensin lowers blood pressure and 
keeps it low—effectively and 
economically. It combines reserpine 
with trichlormethiazide which affords 
more potent saluresis with less loss of 
potassium than from earlier thiazides. 
Reserpine contributes antihypertensive 
effect by relieving anxiety and tension. 
Metatensin is well-tolerated over long 
periods; with its effectiveness and 
economy it assures antihypertensive 
therapy you and your patients 
can stay with. 

METATENSIN® 

Each scored tablet contains; 

METAHYDRIN® (trichlormethiazide) 

2 mg. or 4 mg. and 
Reserpine 0.1 mg. 

Usual adult dose: One tablet twice 
daily. Precautions and side effects: 

Patients with hepatic cirrhosis or 
diarrheal syndromes, or under therapy 
with digitalis, ACTH, or potassium-losing 
steroids, should be observed for signs 
of hypokalemia. With thiazides, 
electrolyte depletion, diabetes, gout, 
granulopenia, nausea, pancreatitis, 
cholestatic jaundice, flushing, mild 
muscle cramps, constipation, 
photosensitivity, acute myopia, 
perimacular edema, paresthesias, 
neonatal bone marrow depression in 
infants of mothers who received 
thiazides during pregnancy, skin rash 
or purpura with or without 
thrombocytopenia, may occur. With 
reserpine, untoward effects may include 
depression, peptic ulcer and bronchial 
asthma. Withdraw medication at least 
7 days prior to electroshock therapy, 

2 weeks prior to elective surgery. 

Contraindications: Complete renal 
shutdown, rising azotemia or development 
of hyperkalemia or acidosis in severe 
renal disease. 

Supplied: Metatensin tablets, 2 mg., 

4 mg.—bottles of 100 and 1000. 
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• SALES • PARTS 

• SERVICE • ACCESSORIES 

Centrally Located at Harford Rd. and 25th St. 

Phone: 889-7616 

MARYLAND 
VOLKSWAGEN, Inc.| 

1212 E. 25th St. 
BALTIMORE, MD. 
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(2) That the Faculty’s Legislative Committee and approved 
Legislative Representative at the General Assembly sessions 
be instructed to work closely with the University of Mary¬ 
land in insuring that funds for development of this course 
of training are retained in the University of Maryland 
budget. 

RESOLUTION ADOPTED 

Dr. Ball, on behalf of the Montgomery County Medi¬ 
cal Society, moved adoption of a resolution. The House, 
after approving its consideration by more than a two- 
thirds vote, took a five minute recess at 9:40 am. 

The House reconvened at 9:45 am, and after debate 
and amendment adopted the resolution as follows: 

Whereas, The enactment of Public Law 89-97 (Medicare) will 
create many problems and, while this resolution does not imply 
endorsement of such legislation, we are of the opinion that the 
medical profession throughout the nation has a responsibility 
to the public in assisting in resolving any problems relating to 
care being provided under PL 89-97, such as Physicians’ Care, 
Home Care, Extended Care Facilities and Hospital Care; 
therefore be it 

Resolved, That the Faculty’s Delegates to the American Medical 
Association be instructed to introduce a resolution into the AMA 
House of Delegates at the 1966 annual session in Chicago, sub¬ 
stantially as follows: 

“Resolved, That all constituent associations of the American 
Medical Association be urged to establish Medicare Coordin¬ 
ating Committees in communities throughout the areas they 
serve, such Committees to provide local medical leadership 
within the proper scope of the Physician/Patient Relationship 
in (a) developing policies and standards to meet problems aris¬ 
ing under PL 89-97 (Medicare) ; (b) provide a forum for the 
exchange of facts and ideas affecting Community Agencies.” 


Btentmoofi Inti I 

FRENCH CONTINENTAL CUISINE 


Smorgasbord Luncheon and Dinner 

every Tuesday. 

“Home of Maryland's Internationally 
Famous Wine Cellar" .... 

We honor all preferred Credit Cards 



SUBJECTS RULED OUT OF ORDER 

Dr. M. B. Levin, being granted the privilege of ad¬ 
dressing the House of Delegates, raised three points of 
order. 

Accordingly, the Chair ruled that all the points of 
order were not well taken. 

(1) The Baltimore City Medical Society has selected 
the allotted number of delegates and alternates to 
the House of Delegates of the Medical and Chi- 
rurgical Faculty of Maryland. 

(2) The decision of the Courts in the case of Levin 
vs Medical and Chirurgical Faculty, et al, finally 
determined that the Faculty need not provide for 
proxy or mail voting and the issue is closed. 

(3) It was proper for the Special Session of the 
House at which the $50 assessment was imposed 
to amend the assessment resolution; such amend¬ 
ment did not exceed the scope of the notice of 
the meeting, and the present point of order was 
not timely made. 


iirii/ f Another Dining Room has been added 
• Iff"» • to accommodate our many guests * 

OPEN DAILY & SUNDAY 11 A.M. fo 2 A.M. 

Fifth Ave. & Brentwood—I block N. E. of Dundalk and Holabird 
Ave. I mile from Holabird Ave. Exit of Baltimore Harbor Tunnel 

We cater fo Private Parties, Banquets and Dinners 

AT. 5-0520 Ample Free Parking BALTIMORE, MD. 21222 

1II1IIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIII 


There being no further business, the President made 
several announcements, following which he introduced to 
the House of Delegates the new President, J. Morris 
Reese, M.D., who assumed the Chair and, following 
brief acceptance remarks, and by unanimous consent, 
declared the House adjourned sine die, at 10:10 am. 

Respectfully submitted, 

William A. Pillsbury, M.D., Secretary 
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When depressed patients say: 

<ov 

“1 can’t sleep at night” 

“I'm tired all day long” 


NORPRAMIN' 

(desipramine hydrochloride) 


non-sedating* rapid-acting 
ANTIDEPRESSANT 


restores normal patterns of sleep and activity 


Norpramin (desipramine hydrochloride) 
reverses the signs and symptoms of de¬ 
pression including sleep disturbances, 
feeling of sadness, guilt, worthlessness, 
anxiety and bodily complaints without 
physical basis. In 2-5 days most patients 
become more hopeful, more active and 
less weighed down by their problems. 


Norpramin (desipramine hydrochloride) 
has only slight sedative qualities, neverthe¬ 
less sleep disturbances and restlessness 
are relieved as depression is lifted. If 
anxiety or tension develop or persist a 
tranquilizer may be added or dosage 
reduced. Side effects are usually mild, 
occurring in about 1 of 4 patients. 


Indications: In moderate to severe depression—neurotic or psychotic. Dosage: Optimal results are obtained 
at a dosage of two 25 mg. tablets t.i.d. (150 mg./day). Contraindications and Precautions: Glaucoma, urethral 
or ureteral spasm, recent myocardial infarction, severe coronary heart disease and epilepsy. Should not be 
given within two weeks of an MAO inhibitor. Safety in human pregnancy has not been established. Adverse 
Effects: Usually mild, may include: dry mouth, constipation, dizziness, palpitation, delayed urination, "bad 
taste", sensory illusion, tinnitus, agitation and stimulation, sweating, drowsiness, headache, orthostatic hypo¬ 
tension, flushing, nausea, cramps, weakness, blurred vision and mydriasis, rash, allergy, transient eosinophilia, 
granulopenia, altered liver function, ataxia and extrapyramidal signs. Supplied: Norpramin (desipramine 
hydrochloride) tablets of 25 mg., in bottles of 50, 500 and 1000. 
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REPORTS 

To The House of Delegates 

April, 1966 

All recommendations and resolutions in bold type. 


The following committees or designated representa¬ 
tives have no report: 

Building Committee 

Policy & Planning Committee 

Medical Annals 


TREASURER 

Mr. President and Members of the House of Delegates: 

The auditor’s statement for 1965 together with our 
budget for 1966 have already been distributed to you. We 
are in fine shape financially. I am sure you all have had 
a chance to look over these statements, and I shall be 
glad to answer any questions you might have. Your par¬ 
ticular attention is invited to the restricted fund statement 
contained in the auditor’s report. This indicates current 
accumulated income from these sources as well as the 
purposes for which such money may be spent. 

At the present time, I have one additional recommenda¬ 
tion to make. Over the years we have been somewhat 
hampered by the fact that some companies will not ac¬ 
cept anything but a formal resolution by this House as 
authority for sale of stock. As you know, we have invest¬ 
ment counsel in T. Rowe Price and Company, who advise 
us on our portfolio of investments. 

We have discussed this entire matter at some length in 
the Ad Hoc Finance Committee and have consulted with 
our legal counsel, investment counsel, and Maryland Na¬ 
tional Bank, the custodian of our investment portfolio. 
All agree that our investments should be registered in the 
nominee form of registration. This is common practice 
with organizations, and we have the following resolution 
to present with the recommendation that it be adopted: 

RESOLVED: That the Maryland National Bank 
as agent for the Medical and Chirurgical Faculty 
of the State of Maryland, be and is hereby author¬ 
ized to transfer, or cause to be transferred, all 
stocks and other registerable securities now held 
or hereafter to be acquired by the Medical and 
Chirurgical Faculty of the State of Maryland to the 
name of the bank’s nominee “All & Co.” 

And that the Treasurer of the Medical and Chi¬ 
rurgical Faculty of the State of Maryland is hereby 
authorized to execute any and all instruments neces¬ 
sary, proper or desirable for that purpose. 

I want to express sincere thanks to the staff for their 
great help, and especially to Mr. Sargeant and to Mr. 
Harrison, our accountant-office manager, to whom we 
are indebted for the expert keeping of our accounts. 

Respectfully submitted, 

Karl F. Mech, MD, Treasurer 

EXPLANATORY NOTES ON 1966 
PROPOSED BUDGET 

Budgetary items for 1966 are predicated on actual cost 
for 1965. Only items where there is a substantial change 
will have explanatory notes. 


A. Contributions 

Student AMA $250.00 

National Society for Medical Research 50.00 

Miscellaneous 

(Maryland League for Nursing) 300.00 

TOTAL $600.00 


B. Salaries 

Reflected in this figure are anticipated salary incre¬ 
ments during 1966, plus offsetting amounts shown 
under receipts from Faculty’s Insurance Trust and the 
Baltimore City Medical Society for services of its 
employees on Faculty payroll. 

In addition, all employees salaried and hourly rated are 
included in this figure, decreasing similar amounts under 
library and household and janitorial services items. 

C. Travel 

The following items are budgeted for travel during 1966: 
Professional Convention Management Association and 
Medical Exhibitors Association, Las Vegas, Nevada, 
January 3-6 One Staff Member 

National Conference on Federal Medical Assistance 
Programs, Chicago, Illinois, 

January 20-21 One Staff Member 

Annual Medicolegal Conference, Chicago, Illinois, 

April 15-16 One Staff Member 

Medical Society Executives Assn. (1 Day) and AMA 
Annual Meeting (5 Days), Chicago, Illinois, 

June, 1966 One Staff Member, 

Three Delegates, 

Senior Alternate Delegate 

Medical Society Executives Assn. (1 Day) and AMA 
Annual Institute (2 Days), Chicago, Illinois, 

August, 1966 Two Staff Members 

American Medical Association House of Delegates 
(4 Days), Las Vegas, Nevada, 

December, 1966 One Staff Member, 

Three Delegates, 

Senior Alternate Delegate 

Journal 

State Medical Journal Advertising Bureau Meeting, 
Chicago, Illinois, 

October, 1966 One Staff Member 

American Medical Writers’ Assn. Meeting, New York 
City, 

October, 1966 One Staff Member 

Library 

Advisory Board, Special Libraries Assn., Albuquerque, 
New Mexico, 

January 20-22 One Staff Member 

Special Libraries Assn. Annual Meeting, Minneapolis, 
Minnesota, 

May 29-June 3 One Staff Member 
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In colicky infants Pediatric Piptal with 
Phenobarbital slows down spasm, diminishes 
pain and crying and improves feeding pat¬ 
terns. It permits sleep and rest for patient and 
family. The less than hypnotic amount of 
phenobarbital in the recommended dose 
affords a mild, calming action and enhances 
the antispasmodic action of Piptal (pipenzo- 
late bromide). The latter drug, as reported in 
the medical literature, has a favorable ratio of 
effectiveness to side-effects which is unusual 
in anticholinergics and thus is particularly 
appropriate to pediatric use. 



PEDIATRIC PIPTAL® 

WITH 

PHENOBARBITAL 

each cc. contains 6 mg. phenobarbital (warning: may 
be habit forming); 4 mg. Piptal® (pipenzolate bromide), 
and 20% alcohol. 


Pleasant-tasting Pediatric Piptal with 
Phenobarbital is miscible in milk, formulas 
and fruit juices, and may also be given by 
dropper directly on the infant's tongue. Dos¬ 
age is 0.5 cc. 15 minutes before feeding; in 
severe cases, 1.0 cc. four times daily. High 
doses may occasionally cause constipation 
with tenesmus and, rarely, flushing without 
fever. It is contraindicated in bowel obstruc¬ 
tion or sensitivity to phenobarbital or anti¬ 
cholinergics. Available in 30 cc. dropper 
bottles, droppers calibrated to deliver 0.5 cc. 
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ESTIMATED INCOME 
1966 



1965 


1966 

Dues 

Thru November 


Budget 

B. C. M. S. 

$104,654.00 


$106,000.00 

Counties 

101,906.00 


101,900.00 

B. C. D. S. 

2,190.00 


2,190.00 



$208,750.00 

$210,090.00 

Rents & Services 




B. C. M. S. 

$ 23,957.00 


$ 24,548.00 

Board of Medical Examiners 

5,000.00 


5,760.00 

Maryland League for Nursing 

385.00 


420.00 

Med-Chi Insurance Trust 

-0- 


10,023.00 



$ 29,342.00 

$ 40,751.00 

Investments 




General Purpose 


$ 3,781.15 

$ 3,700.00 

Medical Journal 


$ 60,878.78 

$ 65,000.00 

Annual Meeting 


$ 17,791.34 

$ 16,000.00 

Other 


$ 7,808.48 

$ 7,000.00 

Total 


$328,351.75 

$342,541.00 


ESTIMATED EXPENDITURES 
1966 



Budget 

Actual 

through 

Budget 


1965 

November 1965 

1966 

Auditing 

$ 2,000.00 

$ 1,064.25 

$ 1,500.00 

Legal 

4,000.00 

2,925.00 

4,000.00 

Contributions 

600.00 

600.00 

600.00 

Fuel 

2,000.00 

1,330.50 

2,000.00 

Gas, Electricity, Water 

4,500.00 

4,458.67 

5,000.00 

Telephone & Telegraph 

4,800.00 

4,422.52 

4,800.00 

Postage 

3,700.00 

5,020.64 

5,000.00 

Household & Janitorial 

1,500.00 

2,201.06 

1,500.00 

Property Maintenance 

2,500.00 

1,802.70 

2,500.00 

Insurance 

2,000.00 

2,002.50 

2,000.00 

Equipment Rental 

3,000.00 

2,123.32 

3,000.00 

New Equipment 

1,000.00 

163.61 

2,000.00 

Equipment Maintenance 

1,500.00 

1,555.93 

500.00 

Stationery & Supplies 

3,000.00 

3,976.51 

4,000.00 

Salaries 

132,702.00 

113,616.72 

145,255.00 

Social Security 

3,700.00 

3,121.54 

5,065.00 

Unemployment Compensation 

2,500.00 

1,347.77 

2,600.00 

Employee’s Insurance Program 

3,400.00 

2,888.36 

3,400.00 

Employee’s Pension Program 

10,000.00 

7,740.22 

7,000.00 

Supplementary Hours 

2,000.00 

1,449.06 

2,000.00 

Travel 

5,000.00 

4,852.94 

6,000.00 

P rinting—Committees 

2,500.00 

1,433.91 

2,000.00 

Printing—Gov’n bodies 

1,500.00 

2,145.77 

2,000.00 

Legislation 

5,000.00 

3,077.16 

5,000.00 

Library 

19,050.00 

13,985.56 

4,310.00 

Journal Expense 

60,000.00 

62,208.91 

70,000.00 

Annual & S. A. Meetings 

21,000.00 

20,137.70 

21,000.00 

Miscellaneous Expenses 

6,500.00 

5,777.73 

4,000.00 

Interest to Coggins Fund 

5,500.00 

5,500.00 

5,500.00 

Presidential Fund 

—0— 

—0— 

1,000.00 

Total 

$316,452.00 

$282,930.56 

$324,530.00 


A 


B 


C 


D 

E 
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Medical Library Association Meeting, Boston, Massa¬ 
chusetts, 

June 5-9 Two Staff Members 

Regional Medical Library Assn., Baltimore, Maryland, 
Fall Two Staff Members 

Increase in mileage allowance to 12 <£ per mile. 

Any travel for which the Faculty is reimbursed by the 
AMA or other affiliated, allied or associated groups is 
approved without reference to the Executive Committee. 
The increase in total dollars for 1966 on travel is oc¬ 
casioned by the distance of the Clinical session of the 
American Medical Association scheduled for Las Vegas. 

D. Legislative 

Operation of Legislative First Aid Room $1,200.00 

Distribution of Legislative Newsletter 

(5 issues) 2,000.00 

Copies of legislation 200.00 


Legislative Representatives expenses 

(Travel, meals, telephone, etc.) 500.00 

Expenditures for federal legislation 1,100.00 

TOTAL $5,000.00 

E. Library Expenses 

Total per Library Budget $24,670.00 

Less: Amount included in 
Salaries Account 20,360.00 

Library Expense of General Fund $4,310.00 


Journal Subscriptions, books and binding are not included 
iu above, but are purchased out of income from specific 
funds for Library purposes. 

Light, Heat, Telephone, Payroll Taxes, etc., are also 
excluded. 


THE MEDICAL AND CHIRURGICAL FACULTY OF THE STATE OF MARYLAND 

Baltimore, Maryland 

STATEMENT OF INCOME, EXPENSES AND TRANSFERS 
For the Year Ended December 31st, 1965 


GENERAL FUND 


Income 

Dues—Baltimore City Dental Society 
—Baltimore City Medical Society 
—County Medical Society. 


Exhibit B 


$2,190.00 

104,629.00 

101,906.00 $208,725.00 


Rents and Services 


30,257.00 


17,791.34 


70,142.05 


1,036.09 

800.42 

5,638.43 

1,416.55 


335,806.88 


Transfer from Consolidated Fund—Income for General Purposes—Exhibit F. 4,156.72 

Total Income.$339,963.60 


Baltimore City Medical Society. 23,957.00 

Others . 6,300.00 


Meetings—Annual and Semi-Annual Exhibits. 

Journal—Advertising . 69,279.63 

—Subscriptions . 862.42 


Maryland Hospital Service Fees 

Addressograph Service. 

Interest on Savings Accounts . . 
Miscellaneous. 
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Expenses 

Accounting Fees . 1,064.25 

Communications Expense—Postage, Telephone and Telegraph . 9,461.58 

Contributions. 600.00 

Equipment Rental . 2,681.29 

Fuel . 1,775.70 

Gas, Electricity and Water. 4,794.88 

Household and Janitorial Services. 2,423.05 

Insurance—General . 2,045.15 

—Hospitalization . 2,795.86 

Journal Expense—Printing and Commissions . 76,572.29 

Legal Fees . 3,175.00 

Legislation . 3,077.16 

Printing Committees . 1,570.41 

Printing—Governing Bodies. 2,180.02 

Property Maintenance . 2,030.56 

Meetings—Annual and Semi-Annual. 20,467.55 

Office Supplies. 3,737.13 

Purchases of Equipment . 2,140.94 

Pension and Major Medical Contribution. 8,080.22 

Salaries. 124,063.12 

Social Security Tax—Employer’s Portion. 3,485.14 

Unemployment Insurance—United States. 292.34 

—State of Maryland. 1,444.16 

Travel. 6,437.28 


Expenses —Continued 


Supplementary Hours Expense. 1,585.98 

Library . 5,646.26 

Interest—Coggins Fund. 5,500.00 

Fees—Implementation of Faculty Insurance Program. 3,249.76 

Master Seal Plaques. 1,218.25 

Miscellaneous. 1,959.10 


Total Expenses. 

Excess of Income Over Expenses—To Exhibit C 


STATEMENT OF SURPLUS 
For Year Ended December 31st, 1965 

GENERAL FUND 


January 1st, 1965—Balance to Credit of Account. 

Addition 

Excess of Income Over Expenses—For Year Ended December 31st, 1965—Exhibit B 
December 31st, 1965—Balance to Credit of Account—To Exhibit A. 


305,554.43 


34,409.17 


Exhibit C 
$58,410.72 


34,409.17 


92,819.89 
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STATEMENT OF INCOME, EXPENSES AND APPROPRIATION 
For Year Ended December 31st, 1965 
CONSOLIDATED FUND—INCOME ACCOUNT 


Income 

Investments—General 
Bonds 

United States Government and Municipals. $970.00 

Public Utilities, Railroads, etc. 2,359-39 $3,329-39 

Stocks 

Preferred . 376.26 

Common . 13,001.05 13,377.31 

Interest on Special Savings Account—The Savings Bank of Baltimore. 285.75 

16,992.45 

Less—Agency Fees . 827.96 

—Broker’s Fees. 1,040.13 1,868.09 

Net Income—Exhibit F . 15,124.36 

Investments—Eugene F. Cordell Fund —Exhibit F 

Stocks 

Common . 386.00 

Less—Agency Fee . 23.16 362.84 


Interest on Savings Accounts—The Savings Bank of Baltimore—Exhibit F 


Expenses and Appropriation —Exhibit F 


Library Purposes—General . 7,690.17 

Library Payroll, Maintenance, etc.—General Fund. 4,156.72 

Lectureship . 598.84 

Cordell Fund . 600.00 

Appropriation for Amount due from Ruhrah Fund to General Fund. 6,625.08 7,225.08 


Excess of Expenses and Transfers Over Income—To Exhibit E 


STATEMENT OF CAPITAL 
For Year Ended December 31st, 1965 
CONSOLIDATED FUND—INCOME ACCOUNT 

January 1st, 1965—Balance to Credit of Account—Exhibit F. 

Deduction 

Excess of Expenses Over Income for Year Ended December 31st, 1965—Exhibit D . 
December 31st, 1965—Balance to Credit of Account—To Exhibits A-l and F. 


Exhibit D 


$15,487.20 

971.65 

16,458.85 


19,670.81 

3,211.96 


Exhibit E 

$34,626.80 

3,211.96 

31,414.84 
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STATEMENT OF CAPITAL 
December 31st, 1965 

CONSOLIDATED FUND—PRINCIPAL ACCOUNT 


FUND 

Baker . 

Barker, Lewellyn F. 

Bowen, Josiah S. 

Bressler, Frank C. 

Cordell, Eugene Fauntleroy.... 

Cowles, Nellie N. 

Ellis, Charles M. 

Finney, John M. T. 

Frick, William F. 

Friedenwald, D. Julius. 

Harlan, Herbert . 

McCleary, Stand ish. 

Osier—Endowment. 

Osier—Testimonial. 

Ruhrah, John . 

Stokes, William Royal. 

Trimble, Isaac Ridgeway. 

Woods, Hiram . 



BALANCE 

NET PROFIT 

Exhibit G 

BALANCE 


JANUARY 

ON SECURITY 

DECEMBER 

PURPOSE 

1st, 1965 

SALES 

31st. 1965 

Book of Materia Medica. 

$1,194.88 

$4.91 

$1,199.79 

Library . 

716.94 

2.95 

719.89 

General. 

16,815.41 

69-29 

16,884.70 

General. 

3,299.95 

13.60 

3,313.55 

Relief of Widows and Orphans. 

6,675.49 

27.50 

6,702.99 

Books on Neurology . 

1,376.72 

5.67 

1,382.39 

General. 

8,258.46 


8,258.46 

Books, Journals and Lectureships on Surgery. .. 

15,392.89 

63.47 

15,456.36 

Maintenance — Frick Library, Purchase Books 
and Journals. 

27,532.20 

113.49 

27,645.69 

Maintenance of Friedenwald Room. 

1,376.73 

5.67 

1,382.40 

Books on Ophthalmology. 

1,396.97 

5.74 

1,402.71 

Lectureship and Books on Pathology. 

1,376.73 

5.67 

1,382.40 

Permanent Endowment for Library by Bequest 
of Dr. Osier. 

2,562.08 

10.58 

2,572.66 

Medical Books and Maintenance of Osier Hall. . 

14,204.14 

58.56 

14,262.70 

Library Books, Journals, etc. 

74,778.44 

308.18 

75,086.62 

Lectureships and Books on Bacteriology or Pa¬ 
thology . 

5,671.70 

23.35 

5,695.05 

Lectureship Only . 

4,843.01 

19.95 

4,862.96 

General. 

4,133.52 

17.00 

4,150.52 


191,606.26 

755.58 

192,361.84 


Schedule 

To Exhibit 


G-l 

A-l 


STATEMENT OF SECURITIES SOLD AND EXCHANGED 
For Year Ended December 31st, 1965 


CONSOLIDATED FUND—PRINCIPAL ACCOUNT 





Schedule G-l 

PAR VALUE 

OR SHARES 

DESCRIPTION 

AMOUNT 

RECEIVED 

COST 

GAIN OR 
( —LOSS) 

2,000.00 

PUBLIC UTILITIES AND RAILROADS, ETC.—BONDS 
Pennsylvania Railroad—General Mortgage, Gold Bond, Serial A— 
4Vi%—Due June 1st, 1965 . 

$2,000.00 

$2,081.68 

-$81.68 

2,000.00 

Pennsylvania Railroad—General Mortgage, Gold Bond, Serial A— 
41 / 4 %—Due April 1st, 1981 . 

1,821.58 

2,082.50 

-260.92 

100 

COMMON STOCKS 

Magnavox Company. 

4,651.52 

3,988.75 

662.77 

262 

STOCK RIGHTS 

Pacific Telephone and Telegraph Company. 

182.79 


182.79 

4/100 

FRACTIONAL SHARES 

Shulton, Inc.—Class A Common. 

1.37 


1.37 

10 

EXCHANGE OF 

Bethlehem Steel Corporation—7% Cumulative Preferred . 


1,498.75 

-1,498.75 

1.000.00 

tor 

Bethlehem Steel Corporation—Sub—Debenture—4i/*> %—Due Janu¬ 
ary 1st, 1990 (Received $750.00 in Cash Together with $1,000.00 
Par Value Bond) . 

1,750.00 


1,750.00 



10,407.26 

9,651.68 

755.58 

To Exhibit G 
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STATEMENT OF CAPITAL 
For Year Ended December 31st, 1965 
FUNDED RESERVE 

INCOME ACCOUNT 


January 1st, 1965—Balance to Credit of Account 


Additions 

Dividends . 655.70 

Interest—United States Government Bonds. 62 .’SO 

—Savings Account.. 124.05 


Deduction 

Agency Fee . 

December 31st, 1965—Balance to Credit of Account—To Exhibit A-2 . 

PRINCIPAL ACCOUNT 

January 1st, 1965—Balance to Credit of Account. 

No changes During the Year Ended December 31st, 1965. 

December 31st, 1965—Balance to Credit of Account—To Exhibit A-2 . 


STATEMENT OF CAPITAL 
For Year Ended December 31st, 1965 
MEDICAL ANNALS FUND 


January 1st, 1965—Balance to Credit of Account. . . 
Addition 

Interest on Savings Account. 

December 31st, 1965—Balance to Credit of Account 


Exhibit H 
$481.34 

842.25 

1,323.59 

43.10 

1,280.49 


12,930.68 


12,930.68 


Exhibit I 
$1,145.59 


40.20 


1,185.79 
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STATEMENT OF CAPITAL 
For the Year Ended December 31st, 1965 
HARVEY G. BECK LECTURESHIP FUND 

income Account 


January 1st, 1965—Balance to Credit of Account 
Additions 

Dividends . 

Interest—Savings Account. 


Deductions 

Agency Fees. 

Reimbursement to General Fund for Expenditures. 

December 31st, 1965—Balance to Credit of Account—To Exhibit A-3 


Exhibit J 


$778.02 


$164.00 

35.74 

199.74 


977.76 

9.84 


100.00 

109.84 


867.92 


PRINCIPAL ACCOUNT 


January 1st, 1965—Balance to Credit of Account. 2,079-10 

No Changes During Year Ended December 31st, 1965. 

December 31st, 1965—Balance to Credit of Account—To Exhibit A-3 . 2,079-10 


STATEMENT OF CAPITAL 
For the Year Ended December 31st, 1965 
JESSE C. COGGINS—LECTURESHIP FUND 

Exhibit K 

January 1st, 1965—Balance to Credit of Account.. $5,123.63 

Addition 

Interest—Savings Account. 180.78 

5,304.41 


Deduction 

Reimbursement to General Fund for Expenditutes... 100.00 

December 31st, 1965—Balance to Credit of Account- To Exhibit A. 5,204.41 
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STATEMENT OF CAPITAL 
For the Year Ended December 31st, 1965 


AMOS KOONTZ MEMORIAL FUND 

Exhibit L 

PRINCIPAL ACCOUNT 


January 1st, 1965—Balance to Credit of Account. 

. . j 

Additions 


Contributions Received During Year. 

Interest on Savings Account. 

. $2,439.00 

. 10.58 

Deduction 

2,449.58 

Lectureship Expense. 

. 31.75 

December 31st, 1965—Balance to Credit of Account—To Exhibit A-5. 

. 2,417.83 

STATEMENT OF CAPITAL 


For Year Ended December 31st, 1965 


EDUCATIONAL FUND 

Exhibit M 

PRINCIPAL ACCOUNT 


January 1st, 1965—Balance to Credit of Account. 


Addition 


Contributions and Assessments received during year. 

. 95,629.67 

Deduction 

$95,629.67 

Legislative and Educational Expenses. 

. 24,685.15 

December 31st, 1965—Balance to Credit to Account—To Exhibit A. 

. 70,944.52 

STATEMENT OF CAPITAL 


For Year Ended December 31st, 1965 


PLANT FUND 

Exhibit N 

January 1st, 1965—Balance to Credit of Account. 

.$701,451.64 

Addition 


Assessments . 

. 16,595.00 

Deduction 

718,046.64 

Building—Tainting and Repairs. 

. 1,568.81 

December 31st, 1965—Balance to Credit of Account—To Exhibit A . 

. 716,477.83 
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BALANCE SHEET—DECEMBER 31st, 1965 
CONSOLIDATED FUND 


Exhibit A-l 

ASSETS 

Income Account 

Cash —The Savings Bank of Baltimore —Exhibit F 

Individual Accounts . $26,388.46 


Special Account. $13,222.90 

Special Account—Contra . 1.00 13,223-90 

$39,612.36 

Dividends Receivable—Held by Maryland National Bank—Exhibit F. 

1,901.46 

Investments 


Eugene Cordell Fund—Held by 


Maryland National Bank—Agent—Exhibit F 


Cash . 299.09 

Common Stock . 8,598.54 

8,897.63 

Total Income Account Assets—To Exhibit A. 

. $50,411.45 


Principal Account 


Held by Maryland National Bank — Agent 


Cash . 

41.10 

Investments —At Cost 


United States Government and Municipal Bonds. 28,830.00 

Public Utilities and Railroads, etc.—Bonds. 66,830.69 

Stocks—Preferred . 7,679.17 

—Common . 88,980.88 

192,320.74 

Total Principal Account Assets—To Exhibit A . 

. 192,361.84 

Grand Total—Income and Principal Account Assets—To Exhibit A. 

. 242,773.29 

LIABILITIES AND CAPITAL 


Income Account —To Exhibit A 

Liabilities 

Due General Fund 

For Expenditures for Year Ended December 31st, 1965—Exhibits A and F. 

From Special Savings Account—Contra. 

18,995.61 

1.00 18,996.61 

Capital—Exhibit E . 

. 31,414.84 

Total Income Account Liabilities and Capital. 

Principal Account —To Exhibit A 

Capital—Exhibit G . 

. 50,411.45 

. 192,361.84 

Grand Total—-Income and Principal Account—Liabilities and Capital—To Exhibit A. 

. 242,773.29 
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BALANCE SHEET—DECEMBER 31st, 1965 
FUNDED RESERVE 


ASSETS 


Income Account 

Cash—Savings Bank of Baltimore. $800.15 

Due from Principal Account—Contra. 480.34 


Total Income Account Assets—To Exhibit A... 

Principal Account 

Investments—Funded Reserve—Held by— Maryland National Bank—Agent 

Cash. 

United States Government Bonds. $2,284.38 

Common Stocks. 10,947.93 

Total Principal Account Assets—To Exhibit A. 

Grand Total—Income and Principal Account Assets—To Exhibit A. 

LIABILITIES AND CAPITAL 

Income Account —To Exhibit A 

Capital—Exhibit H. 

Principal Account —To Exhibit A 
Liabilities 


Due Income Account—Contra. 480.34 

Capital—Exhibit H. 12,930.68 


Total Principal Account—Liabilities and Capital—To Exhibit A. 

Grand Total—Income and Principal Account Liabilities and Capital—To Exhibit A 


178.71 

13,232.31 


BALANCE SHEET—DECEMBER 31st, 1965 
HARVEY G. BECK LECTURESHIP FUND 

ASSETS 

Income Account 

Cash—Savings Bank of Baltimore—To Exhibit A. 

Principal Account 

Investments Held by Maryland National Bank—Agent 


Cash.. 109.36 

Common Stock . 1,969-74 


Total Principal Account Assets—To Exhibit A. 

Grand Total—Income and Principal Account Assets—To Exhibit A 


Exhibit A-2 


$1,280.49 


13,411.02 


14,691.51 


1,280.49 


13,411.02 


14,691.51 


Exhibit A-3 


967.92 


2,079.10 


3,047.02 
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in diarrhea 


Tablets 


Liquid 


Each tablet and each 5 cc. of liquid contains: 
diphenoxylate hydrochloride .... 2.5 mg. 

(Warning: May be habit forming) 
atropine sulfate. 0.025 mg. 
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Effectiveness: Lomotil possesses a unique degree of 
effectiveness in both acute and chronic diarrhea. 


Convenience: Lomotil is supplied as small, easily car¬ 
ried, easily swallowed tablets and as a pleasant, fruit- 
flavored liquid. 


Versatility: The therapeutic efficiency, safety and con¬ 
venience of Lomotil may be used to advantage alone 
or as adjunctive therapy in diarrhea associated with: 


• Ulcerative colitis 

• Acute infections 

• Irritable bowel 

• Regional enteritis 

• Drug therapy 


• Food Poisoning 

• Functional hypermotility 

• Malabsorption syndrome 

• Ileostomy 

• Gastroenteritis and colitis 


Dosage: For full therapeutic effect —Rx full therapeutic dosage. 
The recommended initial daily dosages, given in divided doses, until 
diarrhea is controlled, are: 

Children: 3 to 6 months — 3 mg. (Vi tsp.* t.i.d.) 

6 to 12 months— 4 mg. (Vi tsp. q.i.d.) 

1 to 2 years — 5 mg. (Vi tsp. 5 times daily) 

2 to 5 years — 6 mg. (1 tsp. t.i.d.) 

5 to 8 years — 8 mg. (1 tsp. q.i.d.) 

8 to 12 years —10 mg. (1 tsp. 5 times daily) 

Adults: 20 mg. (2 tsp. 5 times daily or 2 tablets 4 times daily) 
*Based on 4 cc. per teaspoonful. 

Maintenance dosage may be as low as one-fourth the therapeutic 
dose. 

Precautions: Lomotil, brand of diphenoxylate hydrochloride with 
atropine sulfate, is a Federally exempt narcotic preparation of very 
low addictive potential. Recommended dosages should not be 
exceeded. Lomotil should be used with caution in patients with 
impaired liver function and in patients taking addicting drugs or 
barbiturates. The subtherapeutic amount of atropine is added to 
discourage deliberate overdosage. 

Side Effects: Side effects are relatively uncommon but among those 
reported are gastrointestinal irritation, sedation, dizziness, cutane¬ 
ous manifestations, restlessness, insomnia, numbness of extremities, 
headache, blurring of vision, swelling of the gums, euphoria, depres¬ 
sion and general malaise. 
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LIABILITIES AND CAPITAL 

Income Account 

Liabilities —To Exhibit A 

Due General Found. 100.00 

Capital—Exhibit J . 867.92 

Total Income Account Liabilities and Capital—To Exhibit A. 967.92 

Principal Account —To Exhibit A 

Capital—Exhibit J. 2,079.10 

Grand Total—Income and Principal Account Liabilities and Capital—To Exhibit A .. 3,047.02 


BALANCE SHEET—DECEMBER 31st, 1965 
JESSE C. COGGINS—NEW BUILDING FUND 

Exhibit A-4 

assets 

Income Account 

Cash—Loyola Federal Savings and Loan Association. $25,401.96 

Accrued Interest on Principal Account Investments. 750.00 

Total Income Account Assets—To Exhibit A. $26,151.96 

Principal Account 

Accounts Receivable 

Due from Plant Fund. 88,083.02 

Due from Income Account—Contra. 13,916.98 

Total Principal Account Assets—To Exhibit A . 102,000.00 

Grand Total—Income and Principal Account Assets—To Exhibit A. 128,151.96 


LIABILITIES AND CAPITAL 

Income Account —To Exhibit A 
Liabilities 

Due to Principal—Contra. 13,916.98 

Capital (Includes $5,984.98 of Interest Earned During Year) . 12,234.98 

Total Income Account Liabilities and Capital—To Exhibit A. 26,151.96 

Principal Account —To Exhibit A 

Capital .. 102,000.00 

Grand Total—Income and Principal Account Liabilities and Capital—To Exhibit A... 128,151.96 


BALANCE SHEET—DECEMBER 31st, 1965 
AMOS KOONTZ—MEMORIAL FUND 

Exhibit A-5 

ASSETS 

Principal Account 

Cash—Loyola Federal Savings and Loan Association. $2,155.01 

Accounts Receivable—Due from General Fund.,. 253.25 

Interest Receivable—Savings Account . 9.57 

Total Principal Account Assets—To Exhibit A. 2,417.83 
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LIABILITIES AND CAPITAL 


Principal Account 

Liabilities. None 

Capital—Exhibit L . 2,417.83 

Total Principal Account Liabilities and Capital—To Exhibit A. 2,417.83 


CERTIFICATE 

The Medical and Chirurgical Faculty 
of the State of Maryland, 

1211 Cathedral Street, 

Baltimore, Maryland 21201 


March 16th, 1966 


Gentlemen: 

We have made an audit of the records in the office of the Treasurer of the Medical and Chirurgical Faculty of the 
State of Maryland for the year ended December 31st, 1965. Our examination was made in accordance with generally 
accepted auditing standards, and accordingly included such tests of the accounting records and such other auditing 
procedures that we considered necessary in the circumstances. 

In our opinion, the Exhibits, together with the comments in this report, present fairly the financial position of the 
Faculty as of December 31st, 1965 and the results from operations for the year then ended, in conformity with generally 
accepted accounting principles applied on a basis consistent with that of the preceding year. 

Respectfully submitted. 
Wooden, Benson & Walton 
Members of American Institute of 
Certified Public Accountants 


SECRETARY 

Mr. President and Members of the House of Delegates: 

The following component societies have 100% paid-up 
membership by January 31, 1965: Charles, Howard, 
Qtieen Anne’s, Somerset, Talbot, and Worcester Coun¬ 
ties. 

At the request of the component societies, the Faculty 
handled the dues-billing for the following: Allegany, 
Anne Arundel, Baltimore, Calvert, Carroll, Cecil, Dor¬ 
chester, Frederick, Garrett, Harford, Kent, Queen Anne’s, 
Washington, Wicomico, and Worcester Counties. 

Membership in the American Medical Association as 
of December 31, 1965, totaled 2,825. 

Blue Cross and Blue Shield enrollment through the 
Faculty group plan increased from 1,298 in 1964 to 1,376 
in 1965. 

During the calendar year 1965, 403 meetings were held 
in the Faculty building by medically oriented groups. 

Complete records of all Faculty' committees and sub¬ 
committees are kept in the Faculty office. These are 
available for the perusal of Faculty members or chair¬ 
men so they may be aware of previous actions in these 
areas. 

Respectfully submitted, 

William A. Pillsbury, MD, secretary 


COUNCIL 

Mr. President and Members of the House of Delegates: 

Both the Council and the Executive Committee met 
at regular intervals during the past year. Business trans¬ 
acted at these meetings has been summarized in the 
Maryland State Medical Journal so that all members are 
aware of the range of activities in which the Society 
is engaged. 

The Executive Committee held several meetings with 
its counterpart of the Hospital Council. Discussion was 
primarily limited to a completion of the various Gruehn 
Committee report’s recommendations and to various 
facets of the Medicare legislation (PL 89-97). 

Physicians defense was ratified for 29 members re¬ 
questing this privilege. We again emphasize the necessity 
for members to remain in good standing in order to 
retain their rights to this benefit. Individually, physicians 
cannot afford to be without this added protection against 
suit, and is provided only through Faculty membership. 

A complete record of all activity, in detail, is main¬ 
tained in the Faculty office and is available to those 
authorized to examine these minutes. Data on any activ¬ 
ity, individually, may be obtained on request by any 
member who has a legitimate need for it. 

Business routinely transacted includes the making and 
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approving of various official appointments, acting on 
recommendations from Faculty committees, approving 
special expenditures of funds, and acting on various 
staff matters. 

The Council recommends emeritus membership 
for the following: 

J. Edmund Bradley, M.D., Baltimore City 
Nicholson J. Eastman, M.D., Baltimore City 
Mary McK. Cushing, M.D., Baltimore County 
Manfred J. Gerstley, M.D., Kent County 
Eugene Kester, M.D., Kent County 
J. Marion Bankhead, M.D., Montgomery County 
Edith H. Weighert, M.D., Montgomery County 
H. Dabney Kerr, M.D., Talbot County 


will be presented to the deans of the respective medical 
schools at the Presidential Dinner. 

Respectfully submitted, 

William S. Stone, MD, chairman 
Albert L. Anderson, Ml) .. 

Richard D. Bauer, MD 
Newi.and E. Day, MD 
Abraham Genecin, MD 
William B. Gunther, MD 
Bender B. Kneisley, MD 
J. Douglass Shepperd, MD 
Vernon M. Smith, MD 
Thomas B. Turner, MD 


Respectfully submitted, 

Russell S. Fisher, MD, chairman 

EXECUTIVE SECRETARY 

Mr. President and Members of the House of Delegates: 

This year concludes eight years of service with the 
Medical and Chirurgical Faculty as its executive secre¬ 
tary. During the past year much reorganization and 
reassignment of duties have taken place, making for 
a more efficient working force and better utilization of 
staff time. 

The results of staff activity are apparent in the various 
committee, subcommittee, and board reports made else¬ 
where. Nearly all such groups were staffed with office 
personnel, resulting in timely implementation of recom¬ 
mendations and prompt completion of minutes, corres¬ 
pondence, and reports. 

A record number of inquiries was handled from the 
public, from the members, and from associated organi¬ 
zations. Liaison with allied professional groups continues 
at a high level. All of this work has been done without 
increasing the number of personnel on the Faculty pay¬ 
roll. At times, however, it has been necessary to “job- 
lot” work out for completion in order to meet necessary 
deadlines. 

The Faculty has an efficient, functioning operation that 
is the envy of many other professional groups in the 
community. While many of our own members may 
not praise our efforts, members of other groups con¬ 
sider the Faculty a well-organized and effective force 
in the state. 

Respectfully submitted, 
John Sargeant 


AMERICAN MEDICAL ASSOCIATION 
EDUCATION AND RESEARCH 
FOUNDATION COMMITTEE 

Mr. President and Members of the House of Delegates: 

In 1965 t Maryland physicians gave $9,605 to medical 
education through the AMA-ERF. The check was for¬ 
mally presented at the AMA clinical meeting in Phila¬ 
delphia by Robert vL. Campbell, MD, Maryland delegate 
to the AMA and president of the Medical and Chirurgi¬ 
cal Faculty. 

From the national total collected in 1965, the University 
of Maryland School of Medicine receives $15,738.43 and 
the Johns Hopkins University School of Medicine re¬ 
ceives $10,282.99. As has been the custom, the checks 


BOARD OF MEDICAL EXAMINERS 

Mr. President and Members of the Hoiise of Delegates: 

Examinations given during the'year show the follow¬ 
ing results: 

Applications received for examination .. 583 

Second year students examined and re¬ 
examined . 119 

Postponed, withdrawn, or did not appear 75 

Failed to complete . 2 

Re-examined after license to meet re¬ 
quirements of other State Boards ...'. 1 

Not eligible for license. 2 . . ... 197 

Examined in second part of examination 125 

Complete examination given . 179 

Re-examined . 82 

Eligible for license . 386 

Passed—American Graduates . . 168 

Passed—Foreign Graduates . . .116 284 

Failed—American Graduates .... 14 

Failed—Foreign Graduates .... 88 102 386 

The American schools wdiich had failures arc as follows: 

Hahnemann . 1 

Howard . 5 

Jefferson . 1 

Johns Hopkins .......’ .2 

Meharry . 2 

University of Maryland . 1 

University of Miami . 2 

Licenses issued after written examina¬ 
tion . 

Licenses issued after special examination 
Licenses issued by endorsement of other 

states’ licenses . 

Licenses issued by endorsement of 

National Board Certificates. 

Total licenses issued .. 

Licenses revoked . 

Licentiates certified to other states .... 

Copies of licenses issued . 

American graduates examined and re¬ 
examined . 

Foreign graduates examined and re¬ 
examined . 

Foreign graduates approved for exam¬ 
ination . 

Written inquiries from foreign graduates 

(approximately) . 

Office interviews with foreign graduates 
(approximately) . 


284 


148 

188 

622 

1 

278 

9 

182 

204 

141 

422 

250 
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Telephone inquiries from foreign grad¬ 
uates (approximately) . 1,500 

Telephone inquiries concerning registra¬ 
tion of physicians. 500 

Registration certificates issued from 

1/1/65 to 12/31/65. 1,186 

Total registration of physicians possess¬ 


ing Maryland licenses to 12/31/65 ..10,537 

Revocation of medical license 
The medical license of Bennett A. Robin, MD, was 
revoked on February 4, 1965, for having made a false 
statement in violation of 18 U.S.C. 1001. The case has 
been appealed. 

Hearing 

Yuen K. Yuan, MD, was charged with having bribed 
a public official in violation of 18 U.S.C. The Board’s 
decision is not to be finalized until the expiration of Dr. 
Yuen K. Yuan’s probation. In the interim, Dr. Yuan 
will report quarterly to the Executive Committee to give 
an account of his activities. 

Reprimanded 

Joseph Blum, MD, for having accepted a fee on a con¬ 
tingency basis. 

Gunther D. Hirsch, MD, for advertising in violation 
of the Medical Practice Act. 

Edward M. Rehak, MD, and Theodore Carski, MD, 
of the Maryland Diagnostic Laboratory, for issuing an 
unethical publication in violation of the Medical Prac¬ 
tice Act. 

Christopher Mendelis, MD, for prescribing drugs in¬ 
discriminately. 

Appearing before Executive Committee Periodically to 
give a report on rehabilitation and professional activi¬ 
ties, respectively: John R. Smith, Jr., MD, and Ralph 
F. Young MD. 

Training in an approved Maryland Hospital 
The Executive Committee encountered difficulty regard¬ 
ing the requirement of foreign graduates spending one 
year in approved Maryland hospital. The Board, there¬ 
fore, has deleted the word “approved” in reference to a 
Maryland hospital. 

Special Examination (oral) 

After finding the following physicians eminently qual¬ 
ified for licensure in the State of Maryland, a medical 
license was issued to Leon A. Akopiantz, MD, and Ralph 
D. Dwork, MD 

Sixty-First Annual Congress of Medical Education and 
Licensure 

Dr. Walter C. Merkel, Dr. Vernon H. Norwood, Dr. 
Erank K. Morris, and Dr. Joseph D. B. King attended 
the Congress in Chicago on February 6-9, 1965. 


Mexican and Canadian physicians practicing in Maryland 
without a license in time of disaster 

This Board is in agreement with the Faculty state¬ 
ment on Item 313 in Civil Defense Medical Services to 
the Budget and Finance Committee Legislative Council, 
dated October 12, 1964, but the-word “license” should 
be eliminated in permitting Mexican and Canadian physi¬ 
cians to practice medicine in the .State of Maryland in 
time of disaster. 

BRIEF SUMMARY OF ACTIVITIES FROM 
January 1, 1966, to March 15, 1966 

Hearings 

A hearing was held on revocation of the medical 
license of Ulysses G. Bourne, MD, for violation of the 
federal law in reference to selling pep pills. The Board 
unanimously decided to take no further action. 

An agreement has been reached in the case of Ben¬ 
nett A. Robin, MD. In lieu of his withdrawing his ap¬ 
peal, the Board will delay revoking his license for a 
period of three months beginning May 1, 1966, and 
ending August 1, 1966. 

The Board notified Ralph F. Young, MD, that he has 
been relieved of further responsibility to the Board of 
Medical Examiners of Maryland in connection with the 
hearing on revocation and that the case is now closed. 

Rent 

The Board was notified by the Medical and Chirurgi- 
cal Faculty that the rent for Osier Hall would be in¬ 
creased from $80 to $125 per day beginning Tanuary 1, 
1967. 

Sixty-second Annual Congress of Medical Education and 
Licensure 

Drs. Walter C. Merkel, Vernon H. Norwood, and 
Frank K. Morris attended the Congress in Chicago on 
February 5-8, 1966. 

Respectfully submitted, 

Frank K. Morrts, MD, secretary 
Wylie M. Faw, MD 
Joseph D. B. King, MD 
John H. Hornbaker, MD 
Karl F. Mech, MD 
Walter C. Merkf.l, MD 
Wilber R. Ellis, Jr., MD 
Vernon H. Norwood, MD 


BYLAWS COMMITTEE 

Mr. President and Members of the House of Delegates: 

The Bylaws Committee has had one meeting to con¬ 
sider various bylaw changes. These are presented here¬ 
with for action by the House of Delegates: 
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ARTICLE III, Section 6 

To amend Article III, Section 6, by substituting for it the following new Sections 6 and 7 (the re 
maining sections of the Article automatically being renumbered). 


OLD 

(Italicized portion to be deleted) 

Section 6. The House of Delegatee may impose an assess¬ 
ment in addition to dues to be paid with, and in the same man¬ 
ner as dues by ail Active members. The Council may, upon 
the request of a member’s component society, remit a member’s 
dues and/or assessment for reasons of illness, financial hard¬ 
ship or temporary service in the Armed Forces or United States 
Public Health Service. 


NEW 

(CAPS portion to be added) 

SECTION 6. THE HOUSE OF DELEGATES MAY IM¬ 
POSE AN ASSESSMENT WHICH SHALL BE PAID WITH. 
AND AT THE SAME TIME AS, DUES BY ALL ACTIVE 
MEMBERS. THE FAILURE OF A MEMBER TO PAY AN 
ASSESSMENT SHALL BE TREATED AS A FAILURE TO 
PAY DUES AS PROVIDED IN THIS ARTICLE. NOTICE 
OF A PROPOSAL TO IMPOSE AN ASSESSMENT, AND 
THE AMOUNT THEREOF, SHALL BE SENT TO ALL 
DELEGATES AT LEAST SIXTY DAYS BEFORE THE SES¬ 
SION AT WHICH ACTION IS TAKEN, AND NO AMEND¬ 
MENT SHALL BE IN ORDER WHICH WOULD HAVE 
THE EFFECT OF INCREASING THE AMOUNT OF THE 
PROPOSED ASSESSMENT ABOVE THAT FOR WHICH 
NOTICE WAS GIVEN. 

SECTION 7. THE COUNCIL MAY, UPON THE RE¬ 
QUEST OF A MEMBER’S COMPONENT SOCIETY, REMIT 
A MEMBER’S DUES OR ASSESSMENTS FOR REASONS OF 
ILLNESS, FINANCIAL HARDSHIP OR TEMPORARY 
SERVICE IN THE ARMED FORCES OR THE UNITED 
STATES PUBLIC HEALTH SERVICE. 


To amend Article XV by adding: “Provided that any amendment which proposes to increase dues 
or levy an assessment for any class of membership shall be sent to all delegates at least sixty 
days before the session at which action is to be taken." 


OLD 

Any amendment to these bylaws submitted by the Bylaws 
Committee and sent to all delegates with the call to the session 
may be adopted by the House of Delegates by a two-thirds vote. 


NEW 

(CAPS portion to be added) 

Any amendment to these bylaws submitted by the Bylaws 
Committee and sent to all delegates with the call to the session 
may be adopted by the House of Delegates by a two-thirds vote, 
PROVIDED THAT ANY AMENDMENT WHICH PROPOSES 
TO INCREASE DUES OR LEVY AN ASSESSMENT FOR 
ANY CLASS OF MEMBERSHIP SHALL BE SENT TO ALL 
DELEGATES AT LEAST SIXTY DAYS BEFORE THE SES¬ 
SION AT WHICH ACTION IS TO BE TAKEN. 


Explanation: The Montgomery County Medical Society has suggested that appropriate changes in the 
Faculty bylaws be made so as to ensure adequate notice of any increase in dues or levying of assess¬ 
ments. The proposed amendments would provide for a 60-day advance notice of any such changes, thus 
enabling component societies to meet and duly consider such changes before the set meeting date. 

This in no way prohibits the House of Delegates from having special meetings on ten days notice 
to consider important matters other than described above, as presently provided in the bylaws. 


To amend the bylaws by inserting after Article IX the following new Article X (succeeding articles 
to be automatically renumbered) : 


OLD NEW 

(No bylaw in existence) Article X 

(CAPS portion to be added) 

SECTION 1. THERE SHALL BE A MED-CHI INSUR¬ 
ANCE TRUST COMPOSED OF SIX TRUSTEES, AND IT 
SHALL HAVE THE POWERS AND DUTIES AS ARE PRO 
VIDED FROM TTME TO TIME BY THE TRUST AGREE¬ 
MENT AND ANY AMENDMENTS THERETO. 

SECTION 2. TWO TRUSTEES OF THE MED-CHI IN¬ 
SURANCE TRUST SHALL BE APPOINTED BY THE 
PRESIDENT AS SOON AS PRACTICABLE AFTER THE 
ANNUAL SESSION EACH YEAR FOR A TERM OF THREE 
YEARS OR UNTIL THEIR SUCCESSORS ARE APPOINTED 
AND QUALIFIED. THE PRESIDENT SHALL PROMPTLY 
APPOINT A TRUSTEE TO FILL THE UNEXPIRED TERM 
IN THE EVENT OF ANY VACANCY AMONG THE TRUS¬ 
TEES CAUSED BY RESIGNATION, DEATH, OR REMOVAL. 


Explanation: The above bylaw changes regularize the action of the Council taken on September 9, 
1965, in connection with the control of the “Med-Chi Insurance Trust,” through appropriate pi-ocedures 
already established in precedent. 
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makes sleep irresistible 

rvidar 

EACH TABLET CONTAINS: 

Pentobarbital Sodium. 25 mg. 

Secobarbital Sodium. 25 mg. 

Butabarbital Sodium.7.5 mg. 

Phenobarbital. 7.5 mg. 

(WARNING: MAY BE HABIT FORMING) 


ARMOUR PHARMACEUTICAL COMPANY 
Chicago, Illinois, U.S.A. 














rudar 


Sleep comes easy...lingers...departs naturally 
Gentle doses of 4 barbiturates assure uninterrupted sleep 
2 barbiturates act fast...in 20 to 30 minutes 


2 long-range barbiturates come into play 
to sustain sleep for up to 8 hours 

Tiny amounts of individual barbiturates 
means Nidar is well tolerated 


Patients enjoy a refreshing, clear-headed wake-up 


makes sleep irresistible 


IN BRIEF: 



EACH TABLET CONTAINS: 


Pentobarbital Sodium. 25 mg. 

Secobarbital Sodium. 25 mg. 

Butabarbital Sodium. 7.5 mg. 

Phenobarbital. 7.5 mg. 


(WARNING: MAY BE HABIT FORMING) 

Dosage: One or two tablets, one-half hour 
before bedtime. 


Indications: For night-time sedation and refreshing 
sleep up to eight hours. 

Contraindications: Patients sensitive to barbiturates. 
Use with caution in the presence of moderate to severe 
hepatic disease. 

Supplied: Bottles of 100 tablets. 

CAUTION: Federal law prohibits dispensing without 
a prescription. 




ARMOUR PHARMACEUTICAL COMPANY 
Chicago, Illinois, U.S.A. 


















To amend Article X, Committees, by inserting after Section 7 the following new Section 8 (succeeding 
sections to be automatically renumbered) : 


OLD NEW 

(No bylaw in existence) (CAPS portion to be added) 

SECTION 8. A FINANCE COMMITTEE TO ADVISE AND 
COUNSEL THE TREASURER REGARDING THE FACUL 
TY’S FINANCIAL AND INVESTMENT PROGRAM SHALL 
BE COMPOSED OF THE TREASURER AND FOUR OTHER 
MEMBERS, ONE OF WHOM SHALL BE APPOINTED BY 
THE PRESIDENT EACH YEAR FOR A FOUR-YEAR 
TERM. THE PRESIDENT SHALL ANNUALLY DESIGNATE 
THE CHAIRMAN OF THE COMMITTEE. 

Explanation : The above change reflects the instructions of the Council at its November 18, 1965, 
meeting and the request of the Treasurer and the A l Hoc Finance Committee. This places into the By¬ 
laws and the Faculty’s organizational structure, the Finance Committee which is now functioning. 


In addition to the above amendments, the Bylaws 
Committee considered the suggestion of the Frederick 
County Medical Society that the Bylaws provide for a 
referendum if requested by a petition signed by 10% of 
the active members being carried out by a mailed secret 
ballot. The bylaws currently provide for a referendum 
in Article VI, Section 1(c), and it was the opinion of 
the Bylaws Committee that no further provision is re¬ 
quired. 

Respectfully submitted, 

Charles F. O’Donnell, M.D., chairman 
Edmond J. McDonnell, M.D. 

M. McKendree Boyer, M.D. 

Albert E. Goldstein, M.D.* 

*Deceased 

CURATOR 

-VIr. President and Members of the House of Delegates: 

The undersigned assumed this post in January, upon 
the death of Mason F. Lord, MD. I look forward to per¬ 
forming interesting and satisfying work on behalf of 
the Faculty. 

The Council and Treasurer were able to double the 
usual sum for portrait restoration and appropriate $1,- 
000 this year. This enabled us to restore some of our 
portraits which might have suffered irreparable damage 
if the work had been delayed. 

During the past year we have added the following 
items to the Faculty’s historical collection: 

Medical instruments belonging to Dr. James B. Joyce, 
given by his daughter, Mrs. Frederick Weiss. 

Two electrocautery machines, given by Mrs. C. Ruth 
Jones. 

Portrait of Tristram Thomas, MD, given by Uni¬ 
versity of Maryland Medical School through Dean Wil¬ 
liam S. Stone. 

Collection instruments belonging to Lewis H. Gundry, 
MD, given by his son, Lewis P. Gundry, MD. 

Instruments and diploma of Samuel J. Fort, MD, giv¬ 
en by his son, Wetherbee Fort, MD 

Old diplomas and pictures belonging to James Clagett 
Robertson, MD, given by his son, Lt. Tames Robertson. 

Photographs of Drs. Koontz, Cullen, etc., and books 
for library, given by Harvey B. Stone, MD. 

On June 17, 1966, Council acknowledged appreciation 
for bound volume of his collected papers given to li¬ 
brary. 

We thank these members and non-members who have 


assisted us in making the Faculty a repository of valu¬ 
able historical material pertaining to medicine. 

During the past year we loaned the Archer Diploma, 
the first medical school diploma ever issued in the United 
States, to the University of Pennsylvania on the oc¬ 
casion of its bicentennial celebration. We also loaned 
several items of historical interest to the Sinai Hospital 
for its anniversary celebration and other material to 
the American Association of Abdominal Surgeons. 

Respectfully submitted, 

E. David Weinberg, MD, curator 

DELEGATES TO THE AMERICAN MEDICAL 
ASSOCIATION 

Mr. President and Members of the House of Delegates: 

SPECIAL CONVENTION, OCT 3, 1965 
Legislation and Public Relations 

In a special session, convened in Chicago on October 3, 
the report of the Reference Committee on Legislation 
and Public Relations was amended and adopted as follows : 
Mr. Speaker and Members of the House of Delegates: 

Your Reference Committee recognizes the serious nature of 
the problems before this body and the decisions that must be 
made on this day—decisions which will affect the future of 
the practice of medicine for generations to come. 

Your Committee heard 125 witnesses speak to twenty sepa¬ 
rate subjects during seven and one-half hours of testimony. 
Each witness spoke earnestly, forcefully, temperately, and with 
personal concern for the welfare of the patient in these United 
States. 

Because of the special nature of the subjects presented to 
this Special Convention and the interrelationship of the resolu¬ 
tions considered, your Reference Committee, in lieu of dealing 
with each resolution separately, has considered the intent and 
the language of all the resolutions. We believe it would be more 
expedient and practical to present for adoption by this House 
of Delegates a series of numbered comments, principles and 
policies which express the position of the American Medical As¬ 
sociation on the issues under consideration. 

Mr. Speaker, we have endeavored to evaluate, carefully and 
objectively, the matters before your Committee, and offer the 
following recommendations: 

I. Physician-Patient Relationship 

Public Law 89-97 affects the legal, traditional, and ethical 
concepts of the physician-patient relationship. 

Legal counsel for the American Medical Association has stated 
that an individual physician acting independently and not in 
concert with others can lawfully refuse to accept any person 
as a patient who is a beneficiary under the program, or he 
may elect to treat such persons. 
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Accepted for information 

In response to a request for an opinion by the Speaker, 
the Judicial Council, on October 1, 1965, rendered the follow¬ 
ing opinion: 

The Principles of Medical Ethics are applicable to physi¬ 
cians when they engage in group action as well as when they 
act individually. Section 4 calls upon physicians to observe 
all laws. Accordingly, medical organizations must be mindful 
of the possible consequences of the actions they propose, en¬ 
gage in or encourage. 

Under ordinary circumstances, the individual physician act¬ 
ing independently, is ethically free to select his patients. (See 
Section 5 of the Principles.) (a) He may decline to render 
medical services to persons covered by the “Health Insurance 
for the Aged Act.” (b) He may choose to treat such persons 
without charge, (c) He may treat patients with the advance 
understanding that he will look to them exclusively for pay¬ 
ment and that he will or will not in any way help them in 
obtaining reimbursement for the cost of his services or the 
cost of associated services. 

However, under some circumstances, the physician’s free¬ 
dom to select his patients may be circumscribed by overriding 
ethical considerations. For example: 

1. A physician should respond to any request for his assist¬ 
ance in an emergency. 

2. Once having undertaken a case, the physician should 
not neglect the patient, nor should he withdraw from 
the case without giving notice sufficient to allow the 
patient to obtain another physician. 

3. If a physician decides not to participate in the Medicare 
program or decides to limit his participation, he should 
so advise the patient in advance of treatment. This ap¬ 
plies to services rendered by the physician as well as 
hospital services and other benefits provided under the 
program. 

4. As provided in Section 1 of the Principles of Medical 
Ethics, a physician should not refuse to render medical 
services to any person if as a result such person will 
be unable to get necessary medical care. 

It should be noted also that Section 6 of the Principles pro¬ 
vides that “A physician should not dispose of his services 
under terms or conditions which tend to interfere with or im¬ 
pair the free and complete exercise of his medical judgment 
and skill or tend to cause the deterioration of the quality of 
medical care.” If after regulations are promulgated and the 
Medicare law becomes effective, the individual physician act¬ 
ing independently and not in concert with others, finds it does 
tend to impair the free and complete exercise of his medical 
judgment and skill or to cause a deterioration of the quality 
of medical care, the individual physician would be justified 
under this Principle in not participating under the law. The 
physician is ordinarily free to select his patients, subject to 
such ethical limitations as previously stated in Section 6 of 
the Principles of Medical Ethics, the Bauer Amendment, and 
in keeping with the nine principles for standards of health 
care programs adopted at the annual meeting 1965. 

Accepted for information 

In accepting the Judicial Council’s opinion, as reported 
by the Reference Committee, the House called attention to 
the fact that this opinion should be read together with the 
Bauer Amendment (A-1961) and the nine principles for stand¬ 
ards of health care programs adopted A-1965; and that these 
two items be distributed with the Judicial Council’s opinion 
on the ethics involved in physician participation or non¬ 
participation in the Health Insurance for the Aged Act. 

Mr. Speaker, your Reference Committee believes that it is de¬ 
sirable for this House to adopt a statement of policy regarding 
the traditional physician-patient relationship as it relates to Pub¬ 
lic Law 89-97. Mr. Speaker, we recommend that the following 
statement be adopted: 

The American Medical Association opposes any program of 
dictation, interference, or coercion, whether direct or indirect, 
affecting the freedom of choice of the physician to determine 
for himself the extent and manner of participation or finan¬ 
cial arrangement under which he shall provide medical care 
to patients under Public Law 89-97. 


Adopted as Amended 

II. Regulations Under Public Law 89-97 

It was clear from the testimony received by your Reference 
Committee that the medical profession has a vital interest in the 
regulations which are to be promulgated under Public Law 89- 
97. Hastily drawn, unrealistic regulations could aggravate even 
further the undesirable effects of this law. Mr. Speaker, "e 
recommend the adoption of the following statement as the pres¬ 
ent position and policy of the American Medical Association: 

(a) The American Medical Association shall continue to meet 
with representatives of agencies and departments of the 
Federal Government, to participate in such advisory com¬ 
mittees which are created, and to contribute whatever 
advice and suggestions are deemed advisable and neces¬ 
sary in the formulation and revision of regulations which 
will help it achieve Medicine’s objectives on behalf of the 
public and the profession. 

(b) The American Medical Association urges every physician, 
regardless of the extent of his involvement, to render 
whatever advice and assistance he can so that regulatory 
changes and/or legislative modifications may be suggested 
or sponsored by the American Medical Association in 
order that the best interests of the public and the profes¬ 
sion may be protected in the provision of medical care. 

(c) This House of Delegates expresses confidence in the Board 
of Trustees of the American Medical Association, its Ad¬ 
visory Committee, and the three-man Consultant Com¬ 
mittee on Public Law 89-97 for their continuing efforts 
to secure regulations which are in the best interests of 
good patient care. 

Adopted as Amended 
******* 

Mr. Speaker, your Reference Committee next considered a 
number of items related to the primary subjects under consider¬ 
ation : 

III. Certification by Physicians 

Your Reference Committee recommends the adoption of the 
following statement of policy: 

Current practices and customary procedures with respect to 
certification for hospital admission and care shall be con¬ 
tinued under Public Law 89-97. The AMA Advisory Commit¬ 
tee and the Association representatives to the technical ad¬ 
visory committees are advised to seek to accomplish this 
objective. 

Adopted 

IV. Blue Shield as Intermediary 

Regulations yet to be promulgated will identify the nature of 
intermediaries under Public Law 89-97. Your Committee offers 
the following statement: 

Blue Shield has, in many areas, demonstrated its ability 
to provide a competent insurance program. However, the 
AMA should leave to the state or appropriate local medical 
society, as the case may be, the expression of any preference 
for selection of a carrier. 

Adopted 

V. Reasonable Fees 

Concern was expressed with respect to possible disputes be¬ 
tween physicians and carriers relative to reasonable fees under 
the provisions of Public Law 89-97. We recommend the follow¬ 
ing statement of policy: 

In the event of a dispute between physicians and carriers 
with respect to reasonable, customary, or usual fees, such dis¬ 
putes shall be resolved with the participation of the appropri¬ 
ate local medical society. 

Adopted 

VI. Utilization Review 

Differences of opinion as to the purpose of utilization review 
committees were expressed. However, there was general agree¬ 
ment that with respect to the composition of such committees, the 
limitation of membership to include only physicians is preferred. 
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Accordingly, we recommend the following statement to the 
House: 

Hospital utilization review committees shall he composed of 
practicing physicians. 

Adopted as Amended 

Your Reference Committee understands that the Council on 
Medical Service will conduct a conference on the subject of 
utilization review committees on November 27 in Philadelphia. 
Recognizing the importance of this subject matter, your Refer¬ 
ence Committee recommends that Resolutions No. 8, 18, and 35 
be referred to the Council on Medical Service with instructions 
that the Association’s Advisory Committee as well as the Board 
of Trustees and the House of Delegates be kept informed of 
developments in this area. 

Adopted 

VII. Compensation for Medical Services 

Your Reference Committee believes that the physician should 
be informed fully as to the merits and limitations of billing 
patients directly for services, or accepting an assignment to 
enable payment by a federally designated fiscal intermediary, so 
that the physician can decide for himself in each instance the 
method of compensation which he prefers. We recommend that 
the Association take appropriate action to inform physicians re¬ 
garding the options of payment for services available to them 
under the law and its regulations. 

Adopted as Amended 

VIII. Shortage of Hospital Beds 

The Oregon Delegation requested a survey of the probable 
shortage of hospital and related facility accommodations which 
may occur as a result of the implementation of Public Law 
89-97 It also called for the development of a mechanism under 
which sufficient accommodations for the acutely ill, injured, or 
those in need of elective procedures will be reserved. 

It is your Reference Committee’s understanding that this sub¬ 
ject is under active consideration by the Council on Medical 
Service. Your Committee accordingly recommends that this mat¬ 
ter be referred to the Council for appropriate action. 

Adopted 

IX. Legal Opinion by AMA Counsel 

Your Reference Committee was greatly impressed by the can¬ 
did. forthright presentation by Mr. A. Leslie Hodson, legal coun¬ 
sel for the American Medical Association. We believe that his 
remarks should be made available to all constituent associations 
for their information and study. We believe that this will en¬ 
gender a better understanding of the legal limitations which face 
all medical organizations and the medical profession. Your Ref¬ 
erence Committee recommends that the remarks of Mr. Hodson 
be distributed to the constituent associations. 

The House instructed the Board of Trustees to implement this 
action at the earliest possible date. 

X. Non-Discrimination Under Federally Assisted Health Care 

Programs 

Witnesses testified that a number of state agencies require 
pledges of non-discrimination for the ostensible purpose of meet¬ 
ing the requirements of title VI of the Civil Rights Act. Com¬ 
ments received were justifiably bitter in view of the profession’s 
record of non-discrimination in patient care. 

Your Reference Committee has been informed that the Depart¬ 
ment of Health, Education, and Welfare has recognized the in¬ 
justice of these state agency requirements and has recommended 
a substantial modification of this practice. Your Reference Com¬ 
mittee believes that this matter should receive continuing sur¬ 
veillance. 

Although the Reference Committee recommended that this 
subject be referred to the Board of Trustees for continuing 
study by the Association’s Law Department, the House did 
not concur and, in response to a motion from the floor, 
adopted Resolution No. 1. (Resolution No. 1 attached.) 

XI. Separation of Professional Fees and Hospital Charges 

Mr. Speaker, we offer the following statement of policy for 
consideration by the House: 


Hospital-based medical specialists are engaged in the prac¬ 
tice of medicine. The fees for the services of such specialists 
should not be merged with hospital charges. The charges for 
the services of such specialists should be established, billed 
and collected by the medical specialist in the same manner as 
are the fees of other physicians. The American Medical Asso¬ 
ciation intends to continue vigorously its efforts to prevent 
inclusion in the future of the professional services of any prac¬ 
ticing physician in the hospital service portion of any health 
care legislation. 

Adopted as Amended 

Mr. Speaker, the policy statements herein presented to the 
House for its action are intended to respond to the specific 
problems placed before this Reference Committee. We are cer¬ 
tain that more definitive statements on Public Law 89-97 will 
be adopted by this House as regulations are promulgated and 
as the program is implemented. But lest we be misunderstood, 
your Committee wishes to clearly emphasize that none of its 
recommendations should be construed as approval of Public Law 
89-97, or in any way as acceptance of its philosophy. 

Dr. James Z. Appel, in his remarks as President, told of his 
awareness of the problems before us. Dr. Appel spoke in his 
own behalf, but his comments reflect your Committee’s feelings 
as well. 

We congratulate him on his statesmanlike presentation, and 
we commend to each delegate the written transcript of his 
remarks. 

Dr. Appel reminded us that, “Ours is a profession which must 
remain unified.” “Ours is a profession which must remain uni¬ 
fied,” echoed many a speaker before your Reference Committee. 
These expressions of unity were voiced time and time again. 

How shall we best maintain unity? 

The Board of Trustees, in its report to this House, detailed 
in chronological order its efforts and experiences since the An¬ 
nual Convention in June 1965. Your Committee heard many 
witnesses testify to the good work of the Board, to its devotion, 
and to its strength during these difficult times. To these unani¬ 
mous expressions of confidence, your Committee adds its own. 
But we would not stop here. The leadership of the American 
Medical Association has been tested under fire. In difficult and 
crucial times, our officers and the Board have responded to legis¬ 
lative crises with courage and conviction. Years of withstand¬ 
ing the onslaught of the Medicare proponents did not weaken 
or lessen the determination of our officials. 

The enactment of Public Law 89-97 would have come long 
before were it not for the leadership of our Board and Officers. 

Nor should we fail to gratefully acknowledge the dedication, 
the inexhaustible effort, and the guidance provided by Dr. Blas- 
ingame and Dr. Howard, our Executive and Assistant Executive 
Vice Presidents. 

We believe that the members of this House of Delegates would 
profit from a current report of the Association affairs, its pro¬ 
grams, facilities, and personnel. Mr. Speaker, your Reference 
Committee recommends that Dr. Blasingame be invited to make 
such a presentation at the Clinical Meeting in Philadelphia. 

Adopted 

Mr. Speaker, before closing this report, your Committee would 
acknowledge some additional testimony received during the course 
of its hearing. Some speakers complained of inadequate knowl¬ 
edge of the activities of the Board, Councils and Committees of 
the Association. We believe that wherever the fault may be 
found, it must be shared by many. Undoubtedly, the Associa¬ 
tion should strive to continue to improve all means of communi¬ 
cation available to it so that each physician member will be 
kept well informed on important matters. But each physician 
must be willing to receive the information beamed his way— 
through news releases, the weekly AMA News, and other AMA 
journals, publications, and communications. Finally, some of 
the fault must be shared by those state societies, or local medi¬ 
cal societies, who at times receive the news from the AMA but 
fail to relay it to their members. 

In Resolution No. 3 and in other remarks of witnesses, the 
Board and the House of Delegates were asked to consider the 
need for long-range planning. Your Committee believes that 
planning for the future should be an integral part of the activi¬ 
ties of each AMA Council and Committee, as well as of the 
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Board. While we realize that planning is a continuing and on¬ 
going program in the AMA, we would urge that the Board of 
Trustees take steps to assure that efforts in this regard be 
stressed even more by the Councils and Committees. Society is 
in constant flux and the American Medical Association must be 
prepared to meet the challenge of our times. 

In still other remarks, the need for active physician participa¬ 
tion in political activity remains clear. Your Reference Com¬ 
mittee recommends that the House urge constituent medical socie¬ 
ties and physicians to support and assist AMPAC and local 
medical political action committees in their efforts to elect candi¬ 
dates to office who will help preserve the physician’s right to 
the free and independent practice of medicine. 

In conclusion, Mr. Speaker, the members of your Reference 
Committee have been privileged to act in the capacity assigned 
to them. We know that in these trying times, the physicians of 
America will stand together and serve together in the best inter¬ 
ests of their patients. 

As a point of personal privilege, Mr. Speaker, I wish to ex¬ 
press my gratitude to each member of the Committee for his 
patience, and for his diligent effort in discharging the monu¬ 
mental task assigned to him. 

Submitted by: 

George J. Lawrence, Jr., M.D., New York 

George W. Petznick, M.D., Ohio 

Harvey Renger, M.D., Texas 

John M. Rumsey, M.D., California 

B. E. Montgomery, M.D., Illinois, Chairman 

******* 

OTHER HOUSE ACTION 

The House recommended that tape recordings of Dr. Edward 
Annis’ presentation before the National Orientation meeting held 
October 1, 1965, be made available to any member of the Asso¬ 
ciation upon request at a cost basis (to be paid by person 
requesting tape). 

BAUER AMENDMENT 
ADOPTED—A-61 

The House of Delegates of the American Medical Association 
records its opposition to any legislation of the King-Anderson 
type. Its opposition is based on the facts that such legislation 
does not meet the needs of the situation; interferes with the 
doctor-patient relationship; interferes with the rights of doctors 
employed in hospitals; is inordinately expensive; leads inevitably 
to further encroachments by government into medical care; re¬ 
sults eventually in a deterioration of the type of medical care 
rendered the public; and is therefore detrimental to the public 
interest. 

The House of Delegates invites attention to the fact that the 
medical profession is the only group which can render medical 
care under any system and that the medical profession is best 
qualified to determine how the best medical care can be delivered. 

The House of Delegates believes that the medical profession 
will see to it that every person receives the best available medi¬ 
cal care regardless of his ability to pay, and it further believes 
that the profession will render that care according to the sys¬ 
tem it believes is in the public interest and that it will not be 
a willing party to implementing any system which we believe 
to be detrimental to the public welfare. 

NINE PRINCIPLES FOR STANDARDS OF HEALTH CARE 
PROGRAMS 

ADOPTED—S-65 

(1) No person needing health care shall be denied such care 
because of the inability to pay for it. 

(2) It is appropriate that government revenues be used to 
finance health care when other resources have been found 
to be inadequate. 

(3) Every level of government, municipal, county, state and 
federal, should assume a responsible share in the financ¬ 
ing of such programs. 

(4) The health care provided by such programs should be 
adequate and should be equal to that available to those 
who can afford to pay. 


(5) Maximum use should be made of voluntary prepayment 
and insurance mechanisms. 

(6) Administration of such program should be the responsi¬ 
bility of the state government. Participating states should 
be required to meet adequate standards of administration 
in order to qualify for federal funds. 

(7) Eligibility requirements for benefits should be fair, real¬ 
istic, uncomplicated and practical. 

(8) Any such health care programs should provide funds only, 
and not direct services. 

(9) Funds for such programs may come from general tax 
revenues and not from social security taxes. 

AMERICAN MEDICAL ASSOCIATION 
HOUSE OF DELEGATES 
Introduced by: Ohio Delegation 

Subject: Pledge of Non-Discrimination 

Resolution: 1 

(S/2-65) 

Whereas, The Department of Health, Education and Welfare 
has attempted to force physicians treating patients under fed¬ 
erally-assisted programs to sign pledges of non-discrimination; 
and 

Whereas, Physicians, by subscribing to the Principles of Medi¬ 
cal Ethics, willingly pledge to render service unconditionally to 
all patients with full respect for the dignity of man, providing 
for each a full measure of service and devotion, including in 
time of war the provision of medical care to the captured ene¬ 
mies of our country; and 

Whereas, These conditions willingly self-imposed by the medi¬ 
cal profession far exceed any pledge of this nature demanded 
by a Federal bureaucracy; therefore be it 

Resolved, That all physicians are hereby informed that the 
refusal to sign such an oath does not flout the law; and be it 
further 

Resolved , That the House of Delegates directs the Board of 
Trustees and the Officers of this Association to oppose actively 
and forcefully this and any future attempts by HEW or any 
other Federal agency to impose conditions and pledges upon the 
medical profession. 

CLINICAL SESSION, NOV. 28-DEC. 1, 1965 

As was to be expected, Public Law 89-97 (Medicare) 
was one of the most discussed items at the AMA’s clin¬ 
ical session, held in Philadelphia from November 28 
through December 1, 1965. While there were many reso¬ 
lutions introduced calling for some changes in the law 
presently on the books, the House did adopt a resolution 
commending Arthur Hess, head of the Social Security 
Administration’s Bureau of Health Insurance for his 
“wholehearted cooperation” with the AMA’s advisory and 
technical committees on Medicare. 

James Z. Appel, AMA president, in his opening re¬ 
marks to the House of Delegates, described medicine’s 
efforts “to guide in the best possible direction the ac¬ 
tions that government agencies are now taking to acti¬ 
vate existing law (Medicare).” In reviewing the activi¬ 
ties of the various technical and advisory committees, 
Dr. Appel stated: “Their suggestions have been received 
favorably in most instances, and we are hopeful that 
they will be translated into the final published regula¬ 
tions . . . (but) we know that in certain significant in¬ 
stances this will not be true.” Dr. Appel’s remarks have 
been published in full in the December 6, 1965, issue of 
the AMA News. 

In other actions of importance, the House established: 

“Usual and Customary” and Prevailing Fees 

One of the most controversial issues before the House 
and the Reference Committee on Insurance and Medical 
Service was the “usual and customary” fee concept and 
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the prevailing fees program of the National Association 
of Blue Shield Plans (NABSP). 

The House reaffirmed its support of the “usual and 
customary” fee concept as the basis for reimbursing 
physician participants in government programs at all 
levels of government. It also urged “the individual 
physician’s usual and customary fee concept to all third 
parties.” 

It took this action after modifying a Board of Trus¬ 
tees’ report on the new “prevailing fees” program of 
NABSP. The modified report recommended: 

That the concept of the prevailing' fees program of the 
NABSP be noted as one of the methods of compensation in 
those regions where the prevailing fees program is approved 
by the local or state medical society. 

In its report, the Board recalled a statement adopted by 
the House at the 1965 Annual Convention, which recom¬ 
mended that when government assumes financial responsi¬ 
bility for an individual’s health care, reimbursement for 
professional services should be on the same basis as in 
the case of other indispensable elements of health care. 
“Therefore, reimbursement for the services of physicians 
participating in government-supported programs should 
be on the basis of ‘usual and customary’ fees,” the state¬ 
ment said. 

Abortion and Sterilization 

Recommendations for the enactment of legislation to 
legalize abortion and sterilization under certain conditions 
were referred to the Board for further study. This action 
was taken after the House had received a report from 
the Board containing the recommendations of the Com¬ 
mittee on Human Reproduction. 

'l'he House did suggest that the AMA can “render a 
distinct public service in this matter by conferring with 
other interested groups such as lawyers, clergy, sociol¬ 
ogists, legislators, and government administrators.” 

It concurred in the reference committee’s report that: 

It is not appropriate at this time for the AMA to recom¬ 
mend the enactment of legislation in this matter (abortion) 
for all states. The problem is essentially one for resolution 
by each state through action of its own legislature. 

The report also stated: 

It is true that there are medical implications in such legis¬ 
lative decisions; physicians in each state should freely pro¬ 
vide information and guidance on these medical implications. 
However, enacting laws to integrate the medical aspects 
with the moral, ethical, religious, economic, social tradition, 
and other aspects of the problem is clearly the exclusive 
prerogative and the responsibility of the legislature of each 
separate state. 

In its report the committee said the problems of steril¬ 
ization “appear subject to the same general considerations 
as the problems of abortion.” 

On the problem of contraception, the House reaffirmed 
its 1964 policy statement that; 

The prescription of child-spacing measures should be avail¬ 
able to all patients who require them, consistent with their 
creed and mores, whether they obtain their medical care 
through private physicians or tax or community-supported 
health services. 

It also endorsed a statement that: 

Appropriate legislation be enacted, wherever necessary, so 
that all physicians may legally give contraceptive informa¬ 
tion to their patients, consistent with the policy statement 
of December, 1964, and with the judgment and conscience of 
each individual physician. 


Billing and Payment for Medical Services 

Eight statements on fees charged by physicians for 
medical services were affirmed by the House. These are 
applicable “irrespective of whether such fees are paid by 
the patient, or paid or reimbursed in whole or in part 
under Public Law 89-97, or any other third party plan,” 
the House stated. Here are the eight statements: 

1. The intimate relationship between physician and patient 
is served best without the interposition of any third party 
carrier, whether in the area of diagnosis and treatment or 
the payment for these services. 

2. It is the patient’s responsibility to deal with third party 
carriers in the area of financial assistance provided that the 
physician is at all times mindful of his obligations to the 
patient under Section 1 of the Principles of Medical Ethics. 

3. The physician-patient relationship is served best when 
there is an advance understanding regarding the payment of 
fees and the physician directly for services rendered. How¬ 
ever, the physician is ethically free to choose in each case 
the manner in which he is to be compensated, based upon 
the exercise of his independent judgment. 

4. The American Medical Association does not approve of 
any program which may directly or indirectly promote the 
charging of excessive fees or which interferes with the 
physician's right to charge fees commensurate with the serv¬ 
ices he renders. 

5. The American Medical Association opposes any program 
of dictation, interference, or coercion, whether direct or in¬ 
direct, affecting the freedom of choice of the physician to 
determine for himself the extent and manner of participa¬ 
tion or financial arrangement under which he shall provide 
medical care to patients under Public Law 89-97, or other 
third-party plans. 

6. It should be remembered that insurance does not create 
any new wealth. It merely assists in conservation. Insurance 
may conserve the ability of an insured person to fulfill his 
normal financial obligations. It does not enhance his ability 
to discharge added responsibilities if they are in the form of 
increased fees. To use insurance as an excuse to revise pro¬ 
fessional fees upward is but to contribute to the defeat of 
its purpose. If these indisputable and self-evident facts are 
not embraced by the entire membership of the profession, 
then it will have dealt irreparable harm to the whole move¬ 
ment. Also, any such failure might give impetus to what¬ 
ever demand now exists for forcing rigid benefit schedules 
on the professional. (The foregoing is from a report of the 
Council on Medical Service to the House of Delegates at the 
Clinical Meeting in 1954). 

7. The charging of an excessive fee is unethical and is 

contrary to Section 7 of the Principles of Medical Ethics. 
The physician’s fee should be commensurate with the serv¬ 
ices rendered and the patient’s ability to pay. (The foregoing 
is from a report of the Judicial Council which was approved 
by the House of Delegates at the Clinical Meeting in 1960). 

8. Tt is not contrary to conscience for the physician to 

consider the patient’s ability to pay if he fixes his particu¬ 
lar fee within reasonable limits. In matters relating to fees, 
the physician should try, to the best of his ability, to insure 
justice to the patient and himself and respect for his pro¬ 
fession. (The foregoing is from an opinion of the Judicial 

Council in 1958). 

Gundersen Report 

The House approved some of the many recommenda¬ 
tions of the Committee to Review the Organization of 
the House (the Gundersen Committee), but it did not 
approve a number of others. Here are the House actions 
on some of the committee’s recommendations: 

Size of the House of Delegates. —Approved the sug¬ 
gestion that the growth of the AMA House be slowed 
down after it reaches 250 members. When it reaches that 
size, the apportionment ratio will be automatically raised 
from one delegate per 1,000 members, or fraction thereof, 
to one delegate per 1,250 members, or fraction thereof, in 
electing further delegates to represent each state associa¬ 
tion. 
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Reports of Councils and Committees. —Rejected the 
proposal that reports of the Council on Medical Service 
and Medical Education be transmitted through the Board 
of Trustees before being presented to the House. 

Reference Committees. —Adopted the recommendation 
that there be three reference committees by name: 
Amendments to Constitution and Bylaws, Credentials, and 
Rules and Order of Business, and as many others be 
appointed “as may be required to consider the items of 
business before the House.” 

Tenure of Subcommittee Members of Standing Com¬ 
mittee. —Approved a change in the Bylaws “to limit to 
specified terms of one to three years the tenure of mem¬ 
bers of special committees of the councils and committees 
of the House, with a limitation of 10 consecutive years 
of service.” 

Committee on Medical Practices. —Concurred in a 
recommendation that the Committee on Medical Practices 
be discharged with thanks and its responsibilities “be 
assigned by the Board to existing councils and com¬ 
mittees.” 

Committee on Insurance and Prepayment Plans. —Re¬ 
jected a plan to make this committee a council of the 
Board, and the committee was retained under the Council 
on Medical Service. 

Tenure of Office of Trustees. —Turned down a pro¬ 
posal that would have affected the tenure of office of 
AM A trustees. 

Affairs of Standing Committees. —Directed that a 
Bylaws change be prepared to remove the privilege of 
the Councils on Medical Service and on Medical Educa¬ 
tion of nominating to the Board the Secretary of the 
respective council. Also approved the suggestion that a vice 
chairman be elected by each standing committee of the 
House. 

Resolutions to House. —Rejected the idea of a resolu¬ 
tions expediting committee and the recommendation that 
the deadline for resolutions be 10 days prior to the House 
meeting. 

Federal Health Care Laivs 

The House took a number of actions with regard to 
federal health care laws passed in 1965, such as PL 89-97 
(Medicare) and PL 89-239 (the Heart Disease, Cancer, 
and Stroke Amendments). 

These actions included: 

1) That the AMA immediately seek remedial action to 
delete the requirement in Public Law 89-97 that a patient 
be hospitalized to establish eligibility for nursing home 
care. 

2) That the AMA immediately seek remedial action to 
amend Public Law 89-97, Part B, Title XVITI, by delet¬ 
ing the word “receipted,” from Section 1842, Part 3, 
Item B, line (ii), and substituting “such payment will be 
made on the basis of a method of payment so arranged 
to preserve and continue the professions current practice 
of billing.” Also approved “that the AMA recommend 
that the Department of Health, Education and Welfare 
establish that an agreement for payment between the 
patient and physician constitutes valid evidence of services 
rendered.” 

3) Authorized a study of the constitutionality of 
PL 89-97 by calling on the Board to “take such action 
as may be necessary and appropriate to provide for the 
study and investigation of all aspects of PL 98-97 for 
the purpose of determining possible court action to test 
the legality and constitutionality of any provision or 
regulation issued under the law,” and authorized the 


Board to “initiate such legal proceedings as it may deem 
advisable to implement the purpose and intent of this 
resolution.” 

4) Endorsed the Council on Medical Services’ recom¬ 
mendation “that the state and local medical societies be 
urged at this time to assume leadership in the establish¬ 
ment of local advisory committees” under the Heart 
Disease, Cancer, and Stroke amendments of 1965. The 
House noted that a National Advisory Council under 
PL 89-239 already has been appointed by federal officials 
and that the AMA was not given an opportunity to 
recommend possible appointees to the Council. “There¬ 
fore,” the House declared, “active physician participa¬ 
tion at the state and local levels is of utmost importance.” 

5) Urged HEW to “seek consultation with practicing 
physicians” in formulating regulations under Title XIX 
as has been done under Title XVIII of the Medicare 
law. It also instructed the AMA President and AMA 
Advisory Committee to HEW to “offer and urge such 
consultation.” 

6) Adopted a resolution that the Board: 

Continue to seek, through all appropriate means, the im¬ 
plementation and administration of federal medical and health 
programs other than those of the Armed Forces and Veterans’ 
Administration by the Surgeon General of the Public Health 
Service, and especially those programs under Title XIX of PL 
89-97. 

7) Declared that the AMA Advisory Committee on 
PL 89-97 and 89-239 should persist in its efforts to 
achieve “practical recognition” by HEW of the dif¬ 
ferences between utilization review and claims review’. 
The House adopted a report of the Council on Medical 
Service which said that “widespread confusion exists 
between the utilization review function and the claims 
review function.” It also adopted a series of recommenda¬ 
tions in the report aimed at clearing the confusion. 

Other Important Actions 

A study committee to evaluate planning techniques and 
development, which was established by the Board of 
Trustees, was concurred in by the House. The committee 
was given the tasks of 1) reviewing and studying current 
planning procedures in AMA, and 2) studying and recom¬ 
mending new mechanisms for organizational arrangements 
to achieve more effective planning and development in 
the future. Membership on the committee includes five 
Board members, the chairmen of the Councils on Medical 
Service, Medical Education, and Legislative Activities, 
the Speaker of the House, and two House members 
selected by the Speaker. 

Disapproval was expressed by the House of portions 
of the Coggeshall report, “Planning for Medical Progress 
Through Education,” published earlier this year by the 
Association of American Medical Colleges. The House 
opposed “the basic philosophy” of portions of the report, 
such as: 

1) That the AAMC should “serve as spokesman for 
organizations concerned with education for health and 
medical sciences” and “no other organization is in a com¬ 
parable position to bring together and express a compre¬ 
hensive view.” 

2) That “the professional aspects of education for 
health and medical sciences should be regarded as an 
essential function and fully integrated component of 
university organization, with decreasing dependence upon 
or control by organized professions and tbeir related as¬ 
sociations.” 
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A policy statement on federal aid to medical education 
was adopted by the House. It urges that 1) a major 
objective of the policies of the AMA should be to place 
the control of the full range of medical school functions 
in their institutional governing bodies, 2) action of the 
AMA should be designed to achieve this objective by 
proposal of appropriate legislation, and 3) the AMA 
should foster diverse sources of support for medical 
schools under circumstances that prevent any extramural 
source from exercising controlling influence. 

The House approved a resolution aimed at responding 
immediately at the national and local levels to statements 
discrediting medicine. It directed the Board to provide for 
such response by the AMA and encouraged state and 
local medical societies to react similarly to statements ap¬ 
pearing at the local level and concerning matters within 
the society’s competence and knowledge. 

There were scores of other actions by the House. 
Briefly here are some of them: 

1) Defeated a proposal to set more stringent require¬ 
ments for calling a special session of the House. 

2) Approved a Bylaws change permitting recognition 
by affiliate AMA membership of physicians “who are 
members of the chartered national medical societies of 
foreign countries, to be approved and nominated by the 
Judicial Council” and members of the press who have 
served medicine well. 

3) Approved a resolution calling for continued efforts, 
through “all appropriate channels,” to achieve a separation 
of billing and payments for professional fees from hos¬ 
pital charges under insurance contracts written by the 
health insurance industry. 

4) Urged the American Hospital Association to “assist 
the hospitals of the U. S. to establish a system of uniform 
cost accounting and billing.” 

5) Asked that all colleges and universities should have 
health education programs for their students. 

6) Commended physicians in government service for 
“their support of the medical profession and their service 
to the public.” 

7) Agreed to a rewriting of two sections of a model 
agreement between hospitals and physicians providing 
professional services in hospital emergency departments 
to conform to principles established by the House. 

8) Approved measures aimed at decreasing substan¬ 
tially the perinatal death rate through perinatal study 
committees in hospitals. 

9) Requested state medical associations to act to assure 
that physicians are properly represented on state Hill- 
Burton hospital advisory councils. 

10) Asked the Federal Aviation Agency to change 
its regulations so that any person applying for a pilot’s 
license would be giving his implied consent to sobriety 
examinations by aviation officials. 

11) Decided that AMA conventions should continue 
to open on Sunday and that the inauguration of the in¬ 
coming president should be held on Tuesday evening of 
the Annual Convention. 

12) Instructed the Council on Medical Service and its 
Committee on Welfare Services to develop for the AMA 
its definition and principles for the determination of 
medical indigency. 

13) Accepted for information an opinion adopted jointly 
by the Council on Medical Service and the Judicial 
Council which states that: 

. . . when a physician assumes responsibility for the services 

rendered to a patient by a resident or an intern, the physician 


may ethically bill the patient for services which were per¬ 
formed under the physician’s personal observation, direction 
and supervision. 

14) Repeated a previous policy statement urging the 
creation of a separate post in the cabinet of the President 
of the United States for a Secretary of Health. 

15) Commended past president Edward R. Annis, 
M.D., for his leadership, his dedication, and his tremen¬ 
dous contribution to medicine’s campaign to preserve the 
world’s finest system of medical care. 

16) Elevated to status of Council the Committee on 
Environmental and Public Health. 

As part of the session, contributions made by individ¬ 
ual members of the profession to American Medical 
Education and Research Foundation were presented to 
the Foundation before the assembled members of the 
House. Maryland’s contribution of $9,605 was made by 
Robert vanL. Campbell, M.D., senior delegate and 
president of the Faculty. 

Respectfully submitted, 

Robert vL. Campbell, M.D. 

J. Sheldon Eastland, M.D. 

Russell S. Fisher, M.D. 

William B. Hagan, M.D., alternate 

ECONOMICS COMMITTEE 

Mr. President and Members of the House of Delegates: 

During the past year, the Med-Chi Insurance Trust 
w r as established and approved by the House of Delegates 
in September, 1965. The program is well organized and 
underway, and we look forward to an effective increase 
in types of insurance offered to our members and to im¬ 
provements in current insurance programs. Beginning in 
1967, the Med-Chi Insurance Trust will make an annual 
report to the House. 

The Health Insurance Review Subcommittee reviewed 
nine cases of fee disagreement between major medical 
insurance carriers and physicians. It is the responsibility 
of the subcommittee to ensure that such carriers are ob¬ 
ligated to pay 80% of the customary fee for the same 
procedure as is usually charged in the community. De¬ 
cisions of the subcommittee have fallen into a rough 
pattern of approximately b6 2 /j% in favor of the physi¬ 
cians. 

U. S. Armed Forces Dependents Medical Care Program 

Payments through Blue Shield and Blue Cross to 
physicians and hospitals in Maryland for care rendered 
to dependents of active duty military personnel totaled 
$733,922 during 1965. Of this amount, payments for 
physicians’ services amounted to $301,059 and hospital 
payments were $432,863. These amounts compare with 
$314,158 and $458,353, respectively, in 1964. 

During the year the Blue Shield Dependents Medical 
Care Section processed claims for 4,201 physicians’ serv¬ 
ices. Table 1 shows the distribution of these claims by 
type of care. 

TABLE 1 

PAYMENTS TO PHYSICIANS 


Type of 
Service 

Number 

Per¬ 

centage 

Amount 

Per¬ 

centage 

Average 
Payment per 
Service 

TOTAL 

4,201 

100.0 

$301,058.60 

100.0 

$ 71.66 

Obstetrical 

1,584 

37.7 

191,308.19 

63.5 

120.77 

Surgical 

521 

12.4 

49.883.25 

16.5 

95.74 

Medical 

934 

22.2 

34,531.66 

11.4 

36.97 

Other 

1,162 

27.7 

25,335.50 

8.6 

21.80 
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Since the beginning of the program in 1956, maternity 
care has consistently accounted for the major segment 
of total care; this pattern was maintained in 1965 with 
expenditures for physicians’ services. Obviously, the rea¬ 
son for this pattern is the much younger average age 
of those covered by the program. Surgery accounted for 
16.5%, medical benefits for 11.4%, and miscellaneous 
other services (anesthesiology, radiology, etc.) comprised 
the remaining 9.6% of payments. 

The Advisory Committee for the Dependents Medical 
Care Program, a group of physicians appointed by the 
Medical and Chirurgical Faculty as a subcommittee of 
the Economics Committee, continued to help in the ad¬ 
ministration of the program, although less demand had to 
be made on their time than in previous years. The com¬ 
mittee acts as an adjudicating body in cases requiring 
professional judgment and advises the fiscal agent in mat¬ 
ters pertaining to professional practice. During 1965 the 
committee met on two occasions and acted upon 27 spe¬ 
cific cases referred to it at the request of individual 
physicians or the staff of the Maryland Blue Shield 
Plan, the fiscal agent. Table 2 shows the distribution 
of committee cases by type of care. 

TABLE 2 

DISTRIBUTION OF COMMITTEE CASES BY TYPE OF CARE 


General surgery 9 

Obstetrics and gynecology 8 

Medical 3 

Plastic surgery 2 

Anesthesia 2 

Pediatrics 2 

Psychiatry I 


The hospitals of Maryland provided a total of 12,404 
days of hospital care to the dependents of servicemen 
incidental to 2,281 admissions in 1965. The average length 
of stay per admission was 5.43 days and the average cost 
per case, $189.76. 

During 1965 the Maryland Blue Shield Plan contin¬ 
ued to act as fiscal agent for the Faculty in administer¬ 
ing the Dependents Medical Care Program in Mary¬ 
land. The Plan was reimbursed by the Federal govern¬ 
ment for claims paid and actual administrative costs in 
connection therewith. 

Respectfully submitted, 

Paul F. Guerin, MD, chairman 

William B. Settle, MD, vice chairman 

Arthur Baitch, MD 

Gilbert I., Banfield, MD 

Edward M. Barczak, MD 

Harry J. Connolly, MD 

Eugene D. Lyon, DDS 

Alfred S. Norton, MD 

Hugh W. Ward, MD 

Eldridge H. Wolff, MD 

INSURANCE, SUBCOMMITTEE: Harry J. Connolly, 
M.D., chairman, William B. Settle, M.D., vice 
chairman; A. Talbott Brice, M.D., William II. 
Mosberg, Jr., M.D., Alfred S. Norton, M.D., Edwin 
M. Ruzicka, M.D., William N. Thomas, M.D., John 

F. Strahan, M.D. 

HEALTH INSURANCE REVIEW SUBCOMMIT¬ 
TEE: William B. Settle, M.D., chairman, Robert 

G. Chambers, M.D., Charles P. Crimy, M.D., Frank 
W. Davis, Jr., M.D., Gerald A. Galvin, M.D., 
Julius M Waghelstein, M.D. 

MEDICARE SUBCOMMITTEE: Wilson Grubb, M.D., 
chairman, Barnett Berman, M.D., Emil Blair, M.D., 
Katherine H. Borkovich, M.D., C. Holmes Boyd, 
M.D., Gordon Cader, M.D., Ernest I. Cornbrooks, 
M.D., W. Bowdoin Davis, M.D., Lawrence N. 


D’Elia, Jr., M.D., Liebe S. Diamond, M.D., William 
D. Gentry, Jr., M.D., M. Reza Hagigh, M.D., Ben¬ 
jamin Highstein, M.D., Claude D. Hill, M.D., Rob¬ 
ert W. Johnson, 3rd, M.D., Louis F. Klimes, M.D., 
Abraham M. Kremen, M.D., Eugene J. Linberg, 
M.D., Deonis M. Lupo, M.D., J. Nelson McKay, 
M.D., Ross Z. Pierpont, M.D., Albert Weiss, M.D. 

COMMITTEE ON EMOTIONAL HEALTH 

Mr. President and Members of the House of Delegates: 

This committee has concentrated on three main areas: 
legislation, education of physicians in mental health, and 
inclusion of psychiatric services in general hospitals. 

The Patient/Psychiatrist Privileged Communication 
bill, which was vetoed by the Governor in 1965, was 
again introduced in 1966. The Governor, in his veto 
message, indicated that if it were passed again by the 
Legislature and agreement were reached with the psy¬ 
chologists and lawyers, he would sign it into law. Minor 
concessions were made to the psychologists in the 1966 
bill, but no agreement could be reached with the legal 
profession. The members of the committee have worked 
assiduously for the enactment of this much needed legis¬ 
lation, which is now being studied by the Senate Ju¬ 
diciary Committee. 

The Community Mental Health Services Act, now 
being discussed by the Senate Finance Committee, is the 
result of collaboration and compromise among all inter¬ 
ested groups. The committee believes that although this 
legislation is not written in its most desirable form, the 
idea it advances commands the support of the practicing 
physicians in Maryland. The fate of this act is still in 
doubt but is being watched carefully by this committee. 

Some advances have been made by the Subcommittee 
on Education. Although definite dates have not been 
arranged, commitments have been received from two 
component societies for program presentations. Plans 
have also been made to produce two programs on the 
MEDIC network, one on June 3 and another in Septem¬ 
ber. This progress is due mainly to the personal efforts 
of the previous subcommittee chairman, Anthony S. 
Garofano, MD, and his successor, Thurman Mott, Jr., 
MD, both of whom are to be congratulated for their 
successes and thanked for their endeavors. 

Another area of effort has been the furthering of 
psychiatric services in general hospitals. A tour of the 
Prince George’s General Hospital psychiatric unit was 
conducted for administrators of general hospitals through¬ 
out the state. This tour impressed on those attending that 
a general hospital can incorporate a psychiatric service 
without disturbing other areas of care. The Faculty 
Council, at the request of this committee, endorsed a 
statement which reads in part as follows: “The Medical 
and Chirurgical Faculty of the State of Maryland 
heartily supports the inclusion of psychiatric services, 
both inpatient and outpatient care, in all general hos¬ 
pitals in the State of Maryland.” This lends authority to 
the activities of the committee and has been publicized 
in the Maryland State Medical Journal. 

In order to promote this concept, the Education and 
Training Committee of the Advisory Council on Mental 
Hygiene has been requested to study plans for the in¬ 
clusion of general hospital training in the educational 
programs of the state mental hospitals. 

The Faculty, through this committee, cosponsored a 
Mental Health Planning Conference, held during the 
past year. This was well attended by both physicians and 
members of ancillary groups. 
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A member of the Faculty staff and the Chairman 
attended the 12th Annual Conference of State Mental 
Health Representatives in March, 1966. Since the sec¬ 
tions of the country are so widely separated in their 
care and attitude toward mental health, it has been de¬ 
cided that more could be gained from having small 
regional meetings in the future rather than the national 
one. Maryland has been grouped with Delaware, New 
Jersey, New York, and Pennsylvania, at the request of 
this committee. Much can be learned from meetings with 
the mental health leaders in these states. 

Although the committee has suffered several setbacks 
in its ambitions, encouraging advances have been made, 
too. It is the consensus of the committee that the basis 
for future success in several areas has been formed and 
will be of immeasurable value in the coming year. 

Respectfully submitted, 

Augusto J. Esquibel, MD, chairman 
Irvin H. Cohen, MD 
William H. Edwards, MD 
Anthony S. Garofano, MD 
John Lertora, MD 
Thurman Mott, Jr., MD 
Richard H. Pembroke, Jr., MD 
William J. Peeples, MD 
Tonas R. Rappeport, MD 
Kent E. Robinson, MD 
lSADORE TuERK, MD 

SUBCOMMITTEE ON EDUCATION: Thurman 
Mott, Jr., M.D. 

FEE SCHEDULE COMMITTEE 

Mr. President and Members of the House of Delegates: 

After many hours of work on the part of the Fee 
Schedule Committee, a guide for the fee for service 
to semiprivate patients in the $7,500 or under income 
level was developed and presented to the Council in 
November, 1965. The Council formally adopted this in 
January, 1966, with the understanding that adjustments 
should be made when required by changing circumstances. 
Copies were mailed to all active members on March 4, 
1966. 

Many items are still pending before the committee. 
Questions must be answered or recommendations made 
to the Council on matters such as presenting this or 
another schedule to the Workmen’s Compensation Com¬ 
mission for approval, development of a home and office 
service and procedure schedule, and working with the 
State Health Department in its program of payment 
of “usual and customary” fees for patients under the 
indigent and medically indigent care programs. 

It should be emphasized that semiprivate fees for in- 
hospital services represent, in most instances, a reduction 
in the physicians’ usual and customary fees and there¬ 
fore should apply only when the patient is directly re¬ 
sponsible for the fee or when services are rendered under 
an income limitation schedule. 

Certain matters now under active discussion in the 
committee may require a supplemental verbal report to 
the House of Delegates, and it would be appreciated if 
this can be arranged at an appropriate time. 

Respectfully submitted, 

William G. Speed, III, MD, chairman 
Katherine H. Borkovich. MD 
Archie Robert Cohen, MD 
Charles N. Davidson, MD 


John R. Davis, MD 
George H. Greenstein, MD 
Wilson Grubb, MD 
Richard E. Hoover, MD 
Watson P. Kime, MD 
Alfred T. Lieberman, MD 
Howard B. Mays, MD 
John E. Miller, MD 
Frank K Morris, MD 
Alfred T. Nelson, MD 
William B. Settle, MD 
Lex B. Smith, MD 
Israel Zeligman, MD 

General Practitioners by Districts: 

Leon W. Berube, MD (Southern) 
Ernest A. Dettbarn, MD (Western) 
Edward G. Grau, MD (Central) 
Andrew C. Mitchell, MD (Eastern) 
Wolcott L. Etienne, MD (S. Central) 

At Large: 

John W. Ashworth, MD 
John Hornbaker, MD 
Robert W. Johnson, 3rd, MD 
Samuel Friedmann, DDS 
William H. Mosberg, Jr., MD 
William L. Stewart, MD 

AD HOC FINANCE COMMITTEE 

>Ir. President and Members of the House of Delegates: 

An Ad Hoc Committee on Finance was formed and 
charged with specific financial responsibilities after the 
1965 Annual Meeting, upon recommendation of the pre¬ 
vious treasurer. The Ad Hoc Committee was set up to 
see if there were sufficient matters to warrant appoint¬ 
ment of a standing committee. 

Since that time, the Ad Hoc Finance Committee has 
made a recommendation that it become permanent, and 
the Bylaws Committee has prepared Bylaw changes to 
accomplish this. They are presented in the Bylaws Com¬ 
mittee report. 

In June, 1965, the Council approved the following rec¬ 
ommendations of this committee, and they have been 
working out satisfactorily: 

1. Provide for regular reports to the Council on the fi¬ 
nancial status of Faculty finances, including designated 
funds. This would be done at the regular Council meet¬ 
ings. 

2. Establish a separate payroll account on an imprest 
basis subject to a single signature, either the Execu¬ 
tive Secretary or the Treasurer. 

3. Amend signature procedures on the general fund 
checking account so that bills up to $500 may be 
paid over the signature of either the Executive Sec¬ 
retary or the Treasurer. It would be Faculty policy 
that any checks over $500 in value would be signed 
by the Treasurer only. 

4. Approve deposit of all cash receipts to the Faculty’s 
savings account where they would be invested in short¬ 
term investments maturing as the funds are needed 
for Faculty operations. Withdrawals from this sav¬ 
ings account would be on the signature of the Treas¬ 
urer only. 

5. On a monthly basis checks would be drawn on the 
savings account, to be signed by the Treasurer only, 
replacing money used from the payroll imprest fund 
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and the general fund imprest account. A complete 
accounting of the funds spent during the month would 
accompany each withdrawal check. 

6. Continue to evaluate the accounting and bookkeeping 
operations of the Faculty so as to simplify and mod¬ 
ernize them as much as possible. 

A supplemental verbal report may be made to the House 
of Delegates if data are available and on which the 
committee may formulate some conclusions. 

Respectfully submitted, 

Karl F. Mkch, MD, chairman 
William A. Pillsbury, MD 
J. Morris Reese, MD 
E. W. Ditto, Jr., MD 

LEGISLATIVE COMMITTEE 

Mr. President and Members of the House of Delegates: 

Your Legislative Committee held several meetings dur¬ 
ing the past year. We met once before the State Legis¬ 
lature convened and again during the session to outline 
our course of strategy. This procedure has worked ex¬ 
tremely well. We have been assisted by many of our 
friends in allied health fields, and we are most grate¬ 
ful. 

During the 1966 Legislative Assembly, 131 bills were 
introduced in the House and 53 bills in the Senate, all 
of which have some medical connotation. Careful scrutiny 
of these bills and watchfulness while they were pending 
in the various legislative committees has resulted in the 
passage of bills which are helpful to the public. 

We find in our discussions in Annapolis that legis¬ 
lators are anxious and willing to receive advice from 
the profession. We believe that action on a component 
society level will assist both the profession and the legis¬ 
lators to become aware of the pitfalls that preparing and 
introducing health legislation can create. In every in¬ 
stance, suggestions offered by the Faculty’s representa¬ 
tives in Annapolis for amendments to bills were accepted 
by either the sponsors or the committees in which hear- 
ing r were held on such bills. 

Major bills of consequence and their final status is as 
follows: 

SENATE BILLS 

Senate Bill 118. —This bill, introduced by the Mary¬ 
land Psychiatric Association and other interested parties, 
was supported by the Faculty. It provided for “privi¬ 
lege” for psychologists and psychiatrists except in cer¬ 
tain instances. 

It had a stormy hearing in the Senate Judiciary Pro¬ 
ceedings, was amended and reported out favorably with 
amendments to the Senate. It passed the House in the 
last legislative session day. It now awaits signature by 
the Governor. Last year, a similar bill was vetoed by the 
Governor, a fate that may happen again, though it is 
doubtful. 

Senate Bill 143. —To permit the Board of Medical 
Examiners to suspend, as well as place on probation, the 
licenses of physicians who are called before the Board. 
The Board had only the power to revoke. 

The bill was introduced through Faculty sponsorship 
and passed both houses without any changes. It awaits 
signature by the Governor. 

Senate Bill 150. —To amend the battered child laws to 


require others who see children with this syndrome to 
report these cases to the local welfare department for 
investigation; to provide civil immunity for those making 
such reports; and to set up a central registry for such 
cases in the State Department of Social Welfare. 

This bill was introduced through sponsorship of the 
Faculty and other interested groups. It passed both 
houses without any substantial change and awaits signa¬ 
ture by the Governor. 

Senate Bill 270. —To provide for an increase in the 
amounts paid medical examiners by local governments. 
This bill was supported by the Faculty and passed both 
houses without difficulty. It awaits signature by the 
Governor. 

Other bills in which the Faculty was interested include: 

Senate Bill 46. —To provide for a change in the insur¬ 
ance laws making it unnecessary for individuals to report 
possible lawsuits for alleged negligence. This passed. 

Senate Bill 60. —Implied consent laws. After amend¬ 
ment in the Senate and further amendment in the House, 
it failed in conference committee and is dead until the 
next legislative session. 

Senate Bill 61. —Making abortions in cases of rape and 
carnal knowledge legal, provided the local state’s attorney 
certifies as to the authenticity of the case. This passed. 

Senate Bill 325. —Requiring state agencies and other 
local government agencies to accept reports of opto¬ 
metrists in any matters with which they are concerned 
and within the scope of the practice of optometry. This 
passed both houses and awaits signature by the Gov¬ 
ernor. An attempt is being made to have a hearing be- 
for the Governor in the hopes that this undesirable legis¬ 
lation can be vetoed. 

HOUSE BILLS 

The Faculty had no specific interest in introduction of 
various bills in the House except in the manner in which 
they might affect the health of Marylanders. A partial 
summary of bills and the Faculty’s stand follows: 

House Bill 277. —This would have required physicians 
to provide a certificate or statement to patients that they 
are unable to drive a motor vehicle, if the physician so 
thought. Such statements or certificates would have to 
be sent in with every third renewal for patients over 40: 
every other renewal for patients over 50; and every re¬ 
newal for patients over 60. The Faculty opposed this and 
suggested instead a partial list of diseases or conditions 
which would be automatically reportable by physicians 
when patients presented themselves for care. 

Neither of these bills was adopted, and this matter 
continues under study for some type of legislative sug¬ 
gestion in 1967. 

House Bill 269. —To provide for license suspension for 
individuals driving while under the influence of barbitu¬ 
rates and/or amphetamines, as well as alcohol and nar¬ 
cotics. This bill passed. 

House Bill 327. —To permit addicts to be released to an 
authorized aftercare program rather than being sentenced 
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to prison. The Faculty supported this proposal, and it 
was enacted into law. 

House Bill 328. —To increase the penalties and amend 
the law to make it a crime to have possession of barbitu¬ 
rate and/or amphetamines except in the normal course 
of business, occupation, profession, etc. There was no 
exception in the original bill, but conference with the 
sponsors added the exemption noted. This bill passed. 

House Bill 361. —This bill increased the size of the 
Board of Physical Therapy to add two physical ther¬ 
apists to the current Board of five physicians. All per¬ 
sons will be named by the Governor from lists submit¬ 
ted by the Faculty. The Faculty supported this bill, and 
it was enacted. 

House Bill 487. —Known as the osteopathy bill, this 
would have given osteopaths full rights and privileges to 
practice allopathic medicine. The Faculty waged an all- 
out fight to ensure that it was killed in the House Ways 
and Means Committee, and the bill was defeated by a 
30-5 vote. 

House Bill 544. —This was a Humane Society proposal 
requiring record keeping and licensing and inspection of 
animal facilities. It did not exempt research laboratories. 
It passed the House but was held in the Senate com¬ 
mittee. 

House Bill 675. —This Health Department proposal ran 
into difficulties after it passed the House with an amend¬ 
ment. The original bill required the Health Department 
to establish minimum rules and requirements for labora¬ 
tories and issue permits for them. The Faculty sponsored 
amendments that would require out-of-state laboratories 
to meet the same requirements as laboratories in Mary¬ 
land and would prohibit solicitation or advertising by 
all such laboratories. 

With deadline for adjournment of the General Assem¬ 
bly, the Senate Judicial Proceedings Committee amended 
the House-passed version and, at the last session of the 
House, the amendments were concurred in and the amend¬ 
ed bill was enacted. 

House Bill 1010. —This bill would have required all 
insurance carriers to offer policies which included pay¬ 
ment for chiropractic services. The decision to accept or 
reject would be with the public. This bill passed the 
House but died in the Senate Insurance and Banking 
Committee. 

A complete listing and breakdown of all bills with 
which the profession is concerned can be found in The 
Assemblyman, published during the legislative session. 

Federal Legislation 

With the passage of Medicare legislation, PL 89-97, 
in the summer of 1965, legislative attention on a federal 
level was turned to such items as animal care facilities, 
Hart Bill (making it illegal for a physician to dispense 
drugs, eyeglasses, etc.), and other similar items. 

During the early part of 1966, the committee met with 
other health groups and representatives of Congress. 
Congressmen Friedel and Fallon both joined the meet¬ 
ing in person. An enjoyable evening was spent in becom¬ 


ing better acquainted with our representatives in Wash¬ 
ington. 

The first objective of our meeting was to acquaint 
them with the assistance that the physicians, dentists, 
nurses, hospital representatives, and others can be to 
them in many ways, not only in helping them to answer 
their constituents’ queries but also in helping them with 
any problems of medical import. We believe these meet¬ 
ings are fruitful and plan to continue them at least once a 
year. 

Our thanks go to all those individual members who 
assisted us in contacting their delegates or senators. 
Without their help, our work could not have been accom¬ 
plished as successfully as it was. 

Respectfully submitted, 

B. Martin Middleton, chairman 

I. Rivers Hanson, MD 

Karl F. Mech, MD 

Eugene L. Passagno, DDS 

Belden R. Reap, MD LL B 

Mrs. Robert A. Reiter 

Lester Kiefer, MD, (Allegany Co.) 

Philip Briscoe, MD (Anne Arundel Co.) 
Jonas R. Rappeport, MD (Baltimore Co.) 
Philip W. Mercer, MD (Carroll Co.) 
Seymour Goldgraben, MD (Cecil Co.) 

Eugene Traub, MD (Dorchester Co.) 

Robert J. Thomas, MD (Frederick Co.) 

E. I. Baumgartner, MD (Garrett Co.) 
Thomas F. Herbert, MD (Howard Co.) 
Arthur T. Keefe, Jr., MD (Kent Co.) 

Leon R. Levitsky, MD, (Prince George’s Co.) 
Jack H. Beachley, MD (Washington Co.) 
Charles W. Trader, MD (Worcester Co.) 

LIAISON COMMITTEE 

Mr. President and Members of the House of Delegates: 

The entire committee met three times during the past 
year, and its subcommittees met at various times. 

The Liaison Committee, through its Subcommittee on 
Nursing, has recommended certain policies which have 
been endorsed by the Council and Executive Committee. 
These policies related to the following: 1) protocol on 
registered nurse responsibilities in relation to the Medi¬ 
cal Practice Act; 2) closed chest resuscitation and 
artificial respiration by the registered nurse; 3) intra¬ 
venous administration of fluids, blood, medications by 
registered professional nurses practicing in Maryland. 
Copies of these policies are available through the Faculty 
office. 

Pharmacy Liaison Subcommittee —This subcommittee 
has continued to cooperate with representatives of the 
Maryland Pharmaceutical Society and has provided 
speakers for its annual meeting. Plans are underway for 
a proposed code of cooperation with the pharmacists and 
for a series of articles dealing with pharmacy and medi¬ 
cine. 

Another item of business, although no conclusions 
were reached, is that of volume discounts offered by 
drug manufacturers to the State Health Department 
for prescriptions written by physicians under the Medical 
Care program. Such discounts would be paid directly 
to the state and would be based on the total volume 
of drugs used in state agencies during any given year. 
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The chairman met with the secretary of the Maryland 
State Board of Pharmacy Examiners to clarify certain 
areas in connection with the “Protocol on Registered 
Nurses Responsibilities in Relation to the Medical Prac¬ 
tice Act.” These points were amicably settled, and the 
Maryland Nurses Association advised accordingly. 

Other Matters —The committee, through Edgar P. 
Williamson, III, M.D., has maintained continuous con¬ 
tact with various state agencies to let them know that 
the Faculty is available to assist in any areas it can. 
The State Education Department has asked for assis¬ 
tance in revising its bus drivers’ physical examination 
form, and discussions will be continued in this area. 

The State Health Department, in response to a query, 
advised that x-rays are not provided to any “special 
interest” groups. The committee approved suggested 
PKU rules and regulations, approved a proposed policy 
with respect to examinations being performed by State 
Health Department laboratories, developed a new com¬ 
municable disease reporting form in cooperation with 
the Health Department’s Division of Epidemiology, 
learned that tonometry testing by optometrists, using 
the scleral tonometry procedure is within the scope 
of the optometry law, and approved a recommendation 
of the Community Hospital Liaison Subcommittee that 
it be disbanded and reactivated later if necessary. 

Pending items —Items still pending in the committee 
include liaison with the Health Department in connec¬ 
tion with PL 89-239 (Heart Disease, Cancer and Stroke) 
and PL 89-97 (Medicare), as well as development of 
a compendium of rules and regulations with which phy¬ 
sicians must comply. 

Respectfully submitted, 

John F. Schaefer, M.D., chairman 

E. I. Baumgartner, M.D. 

Melvin N. Borden, M.D. 

Charles P. Crimy, M.D. 

Robert E. Farber, M.D. 

Gerson A. Freedman, D.D.S. 

Paul F. Guerin, M.D. 

J. Roy Guyther, M.D. 

Claude D. Hill, M.D. 

Ralph G. Hills, M.D. 

Walter E. James, M.D. 

Wm, J. McClafferty, M.D. 

W. Kenneth Mansfield, M.D. 

Wm. J. Peeples, M.D. 

Theodore A. Schwartz, M.D. 

Frederick J. Vollmer, M.D. 

H. Leonard Warrf.s, M.D. 

John White, M.D. 

Edgar P. Williamson, II, M.D. 

LABORATORY SERVICES SUBCOMMITTEE: 
Frederick J. Vollmer, M.D., chairman, Wilbur N. 
Baumann, M.D., Robert L. Cavenaugh, M.D., Wil¬ 
liam B. Culwell, M.D., John K. Frost, M.I)., Paul 
F. Guerin, M.D., Claude D. Hill, M.D., Howard 
W. Jones, Jr., M.D., D. Frank Kaltreider, M.D., 
William H. Kammer, Jr., M.D. 

MEDICO-RELIGIOUS SUBCOMMITTEE: Edgar P. 
Williamson, II, M.D., chairman, Melvin N. Borden, 
M.D., Frederick J. Vollmer, M.D. 

NURSING LIAISON SUBCOMMITTEE: John F. 
Schaefer, M.D., chairman, Charles P. Crimy, M.D., 
W. Kenneth Mansfield, M.D., Ruth M. Moubray, 
R.N., Mrs. Eleanor A. Reese. 

PHARMACY LIAISON SUBCOMMITTEE: John F. 
Schaefer, M.D., chairman. Mr. F. S. Ballassone, Mr. 
James P. Cragg, Jr., Mr. Nathan I. Gruz, Mr. 
Victor H. Morgenroth, Jr., Frederick J. Vollmer, 
M.D., Edgar P. Williamson, II, M.D. 


LIBRARY AND HISTORY COMMITTEE 
FINNEY FUND COMMITTEE 

Mr. President and Members of the House of Delegates: 

In 1965 the library reinstated visits to county society 
meetings whenever possible. By this means, the library 
personnel can become aware of the actual needs of mem¬ 
bers outside the Baltimore area. At the same time, these 
Faculty members have a chance to examine a sampling of 
the new hooks in the library and to discuss their needs for 
new subject materials and request titles not in their 
own libraries. Three such visits were made last fall, and 
more are scheduled this year. 

New shelving was added in the reading room, and 
a new 72-drawer walnut catalog case supplements the out¬ 
grown cabinets already in use. New chairs replaced some 
of the damaged older chairs in the reading room. An 
order desk was bought for the office, and a new conserv- 
a-file cabinet contains the vertical file materials. With 
a fresh paint job in the spring, the library quarters will 
show considerable improvement. 

The sale of duplicate sets of Index Medicus and The 
Quarterly Cumulative Index of Medicine brought $1875, 
which will be applied to library expenses. 

During the year, Mrs. Sanford attended an advisory 
group meeting on Information Needs of the Practicing 
Physician, called by the Scientific Activities Section, 
AMA, in Chicago, May 10, 1965. This seminar was 
planned by Mrs. Susan Crawford, director of the Ar¬ 
chive-Library Department, and was attended by repre¬ 
sentatives from the National Library of Medicine, sev¬ 
eral outstanding university libraries, the president of the 
Medical Library Association, and eight medical society 
librarians. Its purpose was to determine exactly what 
the physician wants from his own professional library. 

Both Mrs. Sanford and Mrs. Miller attended the Med¬ 
ical Library Association meeting in Philadelphia, where 
they participated in continuing education courses in 
library techniques and visited several Philadelphia li¬ 
braries, particularly that of the American College of 
Physicians and the rare book collection at the Free 
Library of Philadelphia. Special Libraries Association 
met later in Philadelphia and was attended by Mrs. San¬ 
ford. 

In October the Medical Library Association held a 
regional meeting in Charlottesville, Va, to discuss “Up¬ 
grading the Rundown Medical Library.” This group will 
meet in Baltimore next fall with Welch Library as 
host. Our library will cooperate with arrangements. 

In November our library was host to the Baltimore 
Hospital Librarians Association. Louis Krause, MD, was 
speaker. Mr. Alfred Brandon, president of the Medical 
Library Association, also spoke briefly about the Medical 
Library Assistance Act of 1965. 

Library exhibits were present at the annual and semi¬ 
annual meetings of the Faculty, with a librarian in at¬ 
tendance. 

Some progress was made in rearranging the basement 
collection, but this project is not completed. Securing 
part-time library assistants to complete this project is 
a problem. About half of the collection which has been 
housed in the corridor has been moved to the enclosed 
stacks, where the volumes will be better protected from 
dust. These titles are being interfiled with titles in the 
main basement stacks. Corridor shelves will eventually 
be used for a duplicate collection of journals. 
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Requests for bibliographies have steadily increased. 
These are often excessively time consuming, even though 
the librarians try to maintain a tentative time limit and 
scope within the potential of the small professional 
staff. Statistics show only the bibliographies which are 
actually typed and entered into the bibliography file. Many 
shorter searches are accomplished which do not appear in 
this figure. 

Interlibrary loans constitute a great part of the library- 
activity, both charged out to other libraries and borrowed 
by this library. The Medical and Chirurgical Faculty 
Library borrowed 329 items from the National Library 
of Medicine and other libraries in 1965. 

No memorial gifts were received during 1965. 

The Rare Book Room situation remains the same as 
in 1964, there being no other available space for it. 

The following statistics for 1965 show a healthy in¬ 
crease over the 1964 statistics: 

Circulation 


Journals 

3905 

Books 

1784 

Total 

5,689 

Attendance 

3,091 

Courtesy cards issued 

15 

Bibliographies 

188 

Additions 

Bound journals added 

507 

Books added 

391 

Total 

898 

Total volumes 

92,332 

Gifts 

Journals 

1,065 

Books 

82 

Pamphlets, pictures, reprints, 

etc. 100 


MARYLAND JOINT COUNCIL TO IMPROVE 
THE HEALTH CARE OF THE AGED 

Mr. President and Members of the House of Delegates: 

This organization was dissolved in June. 1965. and the 
money remaining in the bank balance has been prorated 
among the participating organizations. 


Respectfully submitted, 

Albert E. Goldstein, MD* 

C. Rodney Layton, MD 
John W. Clark, DDS, MD 

*Deceased 

MARYLAND MEDICAL SERVICE 
BOARD OF TRUSTEES 

Mr. President and Members of the House of Delegates: 

In the past year Maryland Blue Shield set new records 
in enrollment, in benefits provided, and in operating effi¬ 
ciency. 

More than 47,600 new members were enrolled during 
the year, bringing total membership under all types of 
certificates to 889,572 as.of December 31, 1965. The 
gain of 5.7% in membership was more than twice the 
national average and reflects both the public’s confidence 
in Maryland Blue Shield and the effectiveness of its 
sales efforts. Enrollment in Blue Cross increased by about 
35,000 during the year, bringing the total to 1,188,204. At 
the end of the year Blue Shield enrollment was 75% 
that of Blue Cross, as compared with 72% the year 
before. 

At the year’s end, 83% of Blue Shield members were 
enrolled through groups, the remaining 17% being direct 
payment (billed-at-home) members. Of total group mem¬ 
bership, 74.4% were enrolled under special contracts, 
with employers contributing a substantial amount toward 
the cost. 

Plan B enrollment (including the “High Option” Fed¬ 
eral Employees) stood at 484,747 at the end of the year 
(it was 415,626 a year ago) and accounted for 63.6% 
of all enrollment, exclusive of the special Steel program. 
Membership under the special Steel contracts was 126,- 
966 as of December 31. Continuing the shifting from 
Plan A to Plan B, which has been typical over the 
past several years, Plan A membership decreased to 
277,859 from the 296,742 of a year ago. 

Benefits provided to its members by Blue Shield for 
physicians’ care rose to a record $15,666,826 in 1965, an 
increase of more than $2 million over the preceding 
year. The 1965 payments, representing 381,527 separate 
professional services, brought the amount paid for physi¬ 
cians’ care to more than $98,000,000 since the Plan’s 
founding in 1950. 

Benefits were received by 241,464 members in 1965, 
almost 33,000 more than the year before. Included in 
the 381,527 claims covered during 1965 were 183,947 
surgical services, 43,977 medical cases, 10,852 consul¬ 
tations, 13,540 obstetrical benefits, 50,513 anesthesia ad¬ 
ministrations, 53,101 radiological examinations or treat¬ 
ments, and 25,597 pathologic and other types of services. 

Recognizing the value of early detection of disease, 
Blue Shield, in conjunction with Blue Cross, several years 
also began making benefits available for diagnostic serv¬ 
ices at physicians’ office or hospital outpatient depart¬ 
ments. By the end of 1965, more than 370,000 members 
had coverage for services of this nature, and more 
than 43,000 individual examinations were covered dur¬ 
ing the past year. 

Maryland Medical Service continued to act as the 
fiscal intermediary for the Faculty and the Office of 
Dependents’ Medical Care in 1965. Payments of $301,- 
124 were made to Maryland physicians for their services 
to the dependents of active duty military personnel un¬ 
der this program, representing 4,201 claims for profes¬ 
sional services. 


Total 


1,247 


Respectfully submitted, 

Library and History Committee 
Louis Krause, MD, chairman 
H. Baldwin Streett, DDS 
Katherine A. Chapman, MD 
Robert B. Goldstein, MD 
Paul F. Guerin, MD 
Thomas C. Hill, MD 
Finney Fund Committee 
George G. Finney, MD, chairman 
Richard G. Coblentz, MD 
Richard W. TeLinde, MD 
John P. Haberlin, MD 
Richard V. Haijver, MD 
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During the year the Plan continued to give increas¬ 
ing attention to improving the effectiveness of its day- 
to-day working relationships with physicians. At year’s 
end 3,338 physicians were formally participating in Mary¬ 
land Blue Shield, representing 93'% of those physicians 
who provided services to the Plan’s members during the 
year. In 1965, representatives of the Plan’s Physicians 
Relations Section made more than 2,500 personal visits 
to physicians’ offices, discussing various aspects of Blue 
Shield operations with physicians and their office assist¬ 
ants. 

I appreciate the time and effort given so unstintingly 
by the members of the Blue Shield Board of Trustees, 
both lay and physician, and the members of the Ref¬ 
erence and Appeals and Medical Relations Committees. 

Respectfully submitted, 

J. Sheldon Eastland, MD, President. 

Maryland Medical Service, Inc. 


MARYLAND STATE MEDICAL JOURNAL 

Mr. President and Members of the House of Delegates: 

The financial report for 1965 is as follows: 

Cash income received from Journal adver¬ 
tising, subscriptions, and other sources . . $70,142.05 
Cost of publishing Journal, including salaries, 

etc., (exclusive of light, heat, office space) $82,321.39 
Expenses over income . $12,174.34 

The figure shown is not a true deficit, however, as the 
cost of publishing the transactions of the House of Dele¬ 
gates and the Membership Directory are charged to the 
Journal. In addition, the Journal office turned over to 
the library nearly $1,000 worth of books sent for review. 

Most of the costs of Journal publication are met by 
advertising revenue. Several years ago the volume of 
advertising dropped sharply, then began to pick up 
gradually. Toward the end of 1965 and early in 1966 
the advertising picture became much more encouraging. 
A number of new pharmaceutical firms have begun ad¬ 
vertising in our Journal, and many former advertisers 
have resumed advertising. Four-color advertising has 
been introduced in our Journal this year. 

Over the past few years a tremendous backlog of 
manuscripts has accumulated, and many authors have 
been displeased with the long delay between submission 
of a manuscript and its publication. The delay has been 
as much as two years. We try to maintain a ratio of 
approximately 50% editorial matter and 50% advertising. 
With the recent increase in the number of advertising 
pages, we are slowly shortening the time lag; but it 
is still longer than ideal. 

Respectfully submitted, 

George H. Yeager, M.D., Editor 
Doris E. Fletcher, Managing Editor 
Editorial Board 
Henry P. Laughlin, M.D. 

Louis R. Schoolman, M.D. 

E. T. Lisansky, M.D. 

Edward C. H. Schmidt, M. D. 
Houston S. Everett, M.D. 

Leon W. Berube, M.D. 


MEDIATION COMMITTEE 

Mr. President and Members of the House of Delegates: 

During the year the Mediation Committee heard many 
grievances and acted as adjudicator in cases involving 
unethical acts on the part of physicians, particularly those 
that were brought to the attention of the Committee. 
These were in addition to cases handled by component 
societies, a summary of which is part of this report. 

Cases involving court convictions are not acted upon 
until the Board of Medical Examiners has heard the 
case and determined its course of action. The Mediation 
Committee is then guided by the Board’s decision. 

Most of the cases brought before the committee are 
not serious enough to warrant court trial and possible 
conviction. They involve unethical matters which are 
sometimes hard to define. The committee often finds its 
hands are tied because the only disciplinary actions it 
can take are to censure, reprimand, place on probation, or 
expel from the Society. On the recommendation of the 
Policy and Planning Committee, a special committee is 
now studying this matter and, hopefully, can suggest some 
more adequate disciplinary procedures to be invested in 
both the Society and the Board of Medical Examiners. 

During the year, the Mediation Committee: 

1. Found that the program as presented by the Bal¬ 
timore Regional Joint Board, Amalgamated Cloth¬ 
ing Workers of America, Health and Welfare Fund, 
was not unethical. The decision to participate would 
rest with the individual physician. 

2. Found that some physicians were engaging in un¬ 
ethical conduct by acting as “fronts” or “heads” of 
lay laboratory operations and not actually super¬ 
vising or performing any work done by such groups. 

3. Discussed with some physicians their alleged falsifica¬ 
tion and/or illegal submission of Blue Shield claim 
forms. 

4. Reaffirmed the policy that physicians could not sub¬ 
mit claims to Blue Shield for work not “personally 
and actually” rendered by them. 

5. Directed a physician to cease engaging in fee-split¬ 
ting, to which he pleaded guilty. 

6. Censured a physician for accepting fees on a con¬ 
tingency basis and for perjuring himself in court. 

7. Rendered a decision that it would be unethical for a 
physician to incorporate any portion of his medical 
practice as separate and distinct from his professional 
services. 

8. Voted to bring to the attention of the District Medi¬ 
cal Society the fact that a physician member of that 
group was permitting his name to be used in solici¬ 
tation for laboratory work by a firm operating from 
Virginia. 

9. Did a survey of all lay laboratories in the state to 
ascertain what role physicians played in operation 
of such laboratories. It was learned that five of these 
associations were ethical, five were unethical and the 
physicians were advised to cease their activity with 
such operations. 

10. Surveyed the few physicians that owned pharmacies 
in violation of the recently enacted law prohibiting 
such physician ownership and ascertained that these 
were legal in view of the grandfather clause in the 
law. 
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Mediation Cases Handled During Calendar Year 1965 



Mediation Cases 

1965 Total 

Cases for 

Complainant 

Cases for 

Defendant 

Cases Pending 

at 12/31/65 

Cases Settled 

Mutually 

No Action 

Cases referred to 

Others BCMS 

Referred to Board j 

Medical Examiners 

| License Revoked 

Reprimanded 

Allegany County 

2 




2 






Anne Arundel County 

3 

1 

2 

0 







Baltimore City 

53 

3 

19 

7 

12 






Baltimore County 

8 

0 

6 

2 







Calvert County 

1 

1 

0 

0 







Caroline County 

0 

0 

0 

0 







Carroll County 

0 

0 

0 

0 







Cecil County 

0 



0 







Charles County 

0 

0 

0 

0 







Dorchester County 

0 

0 

0 

0 







Frederick County 

1 

1 

0 

0 







Garrett County 

0 

0 

0 

0 







Harford County 

1 

0 

1 

0 







Howard County 

0 

0 

0 

0 







Kent County 

0 

0 

0 

0 







Montgomery County 

29 

4 

22 

1 







Prince George’s County 

19 

0 

15 

4 







Queen Anne’s County 

0 

0 

0 

0 







St. Mary’s County 

0 

0 

0 

0 







Somerset County 

0 

y 

0 

0 







Talbot County 

0 

/ 0 

0 

0 







Washington County 

2 


1 

1 







Wicomico County 

1 

0 

0 

1 







Worcester County 

0 

0 

0 

0 







CASES HANDLED ON STATE LEVEL 

25 

3 

2 


1 

10 


1 

1 

7 


11. Found that Executive Health Examiners, a service 
available to Maryland residents, is operating in an 
acceptable and ethical manner. 

12. Was unable to arrive at a conclusion with respect 
to a charge levied against a physician for alleged as¬ 
sault. 

13. Requested appearance of several physicians before 
the committee, whose cases are still pending at the 
time of this report. 

Tn addition, the committee was called upon to give 
opinions with respect to ethical and unethical conduct, to 
provide members and the public with information on pro¬ 


fessional matters, and other countless services which 
bordered on and in the area of ethics. 

Respectfully submitted, 

Wolcott L. Etienne, MD, chairman 
M. McKendree Boyer, MD 
Conrad L. Inman, Jr., DDS 
John T. Chissell, MD 
John M. Dennis, MD 
J. Sheldon Eastland, MD 
Whitmer B. Firor, MD 
Russell S. Fisher, MD 
Robert B. Goldstein, MD 
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Lewis P. Gundry, MD 
Howard F. Kinnamon, MD 
Louis J. Kolodner, MD 
Charles F. O’Donnell, MD 

MEDICAL ADVISORY COMMITTEE OF THE 
RED CROSS BLOOD BANK PROGRAM 

Mr. President and Members of the House of Delegates: 

The Baltimore Regional Blood Program of the Amer¬ 
ican Red Cross operates as one of 56 blood centers 
throughout the country under the United States Li¬ 
cense No. 190 of the National Institutes of Health. 
It is a national voluntary blood donor service which 
produces one half of the blood used in the United 
States. The Baltimore program was established in De¬ 
cember, 1958, to supplement the collections of the 32 
hospital blood banks operating in the Baltimore area. The 
Red Cross now provides more than 40% of the whole 
blood used by these hospitals. In addition, the program 
is rapidly approaching a total supply of certain impor¬ 
tant blood derivatives. 

The Baltimore Regional Chapter Program is and 
has been the largest single program in the Baltimore 
area and is the community’s most significant voluntary 
donor program. It contributes more than any agency or 
group of agencies toward an adequate community sup¬ 
ply of blood. There has been a gradual increase each 
year; last year the Red Cross collected and distributed 
1,153 more pints than the previous year. 

More than 800,000 individuals are protected by the 
Baltimore Regional Program, and this number con¬ 
tinues to grow. Both group and individual plans of cov¬ 
erage are offered, making it possible for anyone in the 
community to participate and receive protection. The 
Red Cross has concentrated its efforts on the group 
donor coverage with only limited emphasis on the in¬ 
dividual coverage. At the present time the total blood 
needs of the Baltimore area are estimated at approxi¬ 
mately 70 thousand units per year. 

The Baltimore program was originally established to 
supplement the hospital blood banks’ supply by replacing 
the blood used for Red Cross eligibles. However, with 
the introduction of the revolving credit system, suffi¬ 
cient flexibility has been developed so that the Red Cross 
now distributes blood in advance of credits, which is 
used by the hospitals as needed for any patient. Accord¬ 
ingly, when the Red Cross advances blood to a hospital, 
it is considered the property of that hospital to be used 
as needed with the understanding that the hospital take 
steps to balance the credits used by Red Cross eligibles 
with the total amount advanced to the hospital. 

The Red Cross does not transfuse any blood. It is 
the aim of the Red Cross, in partnership with the hos¬ 
pital blood banks, to obtain the total amount of blood 
needed. 

The Red Cross also assists hospitals in supplying blood, 
as available, for community needs, including lifesaving 
emergencies, blood for leukemia and hemophilia patients, 
and blood for indigents. 

All Red Cross blood which is not distributed for 
transfusion is processed into important derivatives. From 
December 1, 1958, to December 1, 1965, the 32 participat¬ 
ing hospitals received the following: 

163,801—units refrigerated whole blood 
876—units serum albumin (5%) 

3,192—units fresh frozen plasma 


795—20 cc units serum albumin 
3,410—100 cc units serum albumin 
2,573—units gamma globulin 
299—units fibrinogen 
1,340—units packed red cells 
33,076—units gamma globulin were also distributed 
through the Maryland State Department of 
Health. 

Of the 163,801 units of refrigerated whole blood, 17,- 
379 units were donated to the hospitals to assist those 
blood indigents who could not replace their own blood 
or were not able to shoulder the financial burden. From 
the PULSE refrigerator an additional 4,329 units were 
rushed to the hospitals to help save the lives of 836 
patients who needed blood because of an unexpected 
bleeding emergency. 

The original agreement provided for the later devel¬ 
opment of a Lifesaving Emergency Blood Donor Corps, 
which would concentrate on enrolling persons of rare 
types and groups to further assist the hospital blood 
banks in meeting the general community needs. At a meet¬ 
ing of the Medical Advisory Steering Committee, No¬ 
vember 13, 1963, it was considered highly desirable 
that the Red Cross should take steps to further expand 
its program to include the emergency donor corps. By 
so doing, the Red Cross established a separate blood in¬ 
ventory which is reserved for cases certified by the at¬ 
tending physician as being lifesaving emergencies. To 
make this program successful, the close cooperation of 
pathologists, blood technicians, and hospital adminis¬ 
trators is essential. An effective control was established. 
The hospital technician is required to secure special 
authorization from the attending physician, which he 
submits in writing (within 72 hours) for review by the 
selected members of the Medical Advisory Committee. 
Replacements to the pool are made from special evening 
donations from members of PULSE (Public Unit for 
Life Saving Emergencies). 

To establish the PULSE donor corps, the Red Cross 
Recruitment Committee and staff visited the existing blood 
assurance groups to enlist the support of management and 
the cooperation of their groups to obtain.individual pledges 
to give blood on call. The Red Cross also invited the 
general public to join the emergency corps. The active 
support of the Baltimore Metropolitan Coordinating 
Blood Council, the Association of Commerce, the AFL- 
CIO Labor Council, and other appropriate organizations 
was sought. The PULSE donor corps was properly 
publicized to stimulate group and individual participa¬ 
tion. All donors who are not already covered receive 
assurance of blood replacement for themselves and their 
families. The emphasis is placed on community service. 

A special group of Red Cross volunteers was organ¬ 
ized to assist in scheduling the appointments for the 
evening PULSE donations. All bloods collected are 
drawn by certified registered nurses under the super¬ 
vision of a licensed physician, in accordance with the 
medical standards of the National Institutes of Health. 

The PULSE program requires the continuing coop¬ 
eration and support extended by civic leaders, the medi¬ 
cal and hospital authorities, and the donors who are 
concerned with the blood needs of our community. 

Respectfully submitted, 

Everett S. Diggs, MD 
C. Thomas Flotte, MD 
Carroll L. Spurling, MD 
Gerald A. Galvin, MD 
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in treating topical infections, no need to sensitize the patient 



tolysj 


jyftiyxgfi B 

fetibiottc 0 
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in minor ( 
burns. 


USE ‘POLYSPORINbL 

POLYMYXIN B-BACITRACIN 

ANTIBIOTIC OINTMENT 

broad-spectrum antibiotic 
therapy with minimum risk 
of sensitization 

Caution: As with other antibiotic products, prolonged use may result in overgrowth 
of nonsusceptible organisms, including fungi. Appropriate measures should be 
taken if this occurs. Contraindication: This product is contraindicated in those 
individuals who have shown hypersensitivity to any of its components. 

Supplied: In V 2 oz. and 1 oz. tubes 

Complete literature available on request from Professional Services Dept. PML. 


JZU BURROUGHS WELLCOME & CO. (U.S.A.) INC.,Tuckahoe, N.Y. 



11:47 pm 11:53 pm 12:06 am 


The meaningful pause. The energy 
it gives. The bright little lift. 
Coca-Cola with its never too sweet 
taste, refreshes best. Helps people 
meet the stress of the busy hours. 
This is why we say 
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things go 
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MEDICAL EMERGENCY DISASTER 
SERVICE COMMITTEE 

Mr. President and Members of the House of Delegates: 

The MEDS Committee sponsored a resolution urging 
federal legislation to provide a definition of civil defense 
to include natural as well as war disasters. This resolu¬ 
tion was approved by the House of Delegates in Sep¬ 
tember, 1965. 

Several members of the committee attended a meeting 
of OCD regions 1 and 2, sponsored by Committee on 
Disaster Medical Care of the AMA Council on National 
Security, held in Washington, D. C., in August. 

Two recommendations were made by the committee 
to the Executive Committee: 1) that hospitals be urged 
to combine their Emergency Room Committee and Med¬ 
ical Disaster Committee to make them more active parts 
of hospital staffs; 2) that hospitals be urged to enforce 
requirements for two disaster drills per year. These 
suggestions were carried out in a letter from the Faculty 
to all general hospitals. 

Two bills backed by this committee, which would have 
extended licensure privilege to out-of-state doctors, 
dentists, veterinarians, etc. in time of emergency, failed 
to pass the General Assembly. 

The MEDS Committee chairman attended the Con¬ 
ference on Medical Care in Chicago, which was entirely 
directed toward natural disasters. 

This committee plans to request an exhibit at the 1967 
Annual Meeting, and plans will be made soon for its 
preparation. 

The State Department of Health has implemented a 
program of Medical Self-Help Training in schools 
throughout the state, with the support of the Faculty’s 
Subcommittee on Medical Self-Help. 

Respectfully submitted, 

Charles J. Savarese, Jr., MD, chairman 

Frank E. Brumback, MD 

Raymond M. Cunningham, MD 

E. Roderick Shipley, MD 

R. Lane Wroth, MD 

Kirk Moore, MD 

William J. Peeples, MD 

Robert J. Wilder, MD 

SUBCOMMITTEE ON PHYSICIAN ASSIGNMENTS: 
Raymond M. Cunningham, M.D., chairman, E. Rod¬ 
erick Shipley, M.D. 


MEDICOLEGAL COMMITTEE 

Mr. President and Members of the House of Delegates: 

A new chairman of this committee was appointed 
from the ranks of the attorney members. Three sub¬ 
committees were appointed. 

A symposium, “X-rays in the Courtroom—Fact or 
Fiction,” was prepared by the Symposia Subcommittee 
and held in December. Another is to be presented at the 
1966 Annual Meeting on “Alcoholism and the Law.” 

Most of the work was accomplished through the Sub¬ 
committee on Interprofessional Relations. Several meet¬ 
ings were held to discuss individual requests for assistance 
from both attorneys and physicians because of a lack of 
understanding of the Medicolegal Code of Cooperation. 
Each case w r as acted upon individually. Certain points 
of the Code will be clarified in the hope of achieving 
greater cooperation between the professions. 

The question of fees for expert testimony keeps crop¬ 
ping up. The committee is awaiting decisions of the 


AMA-ABA in this connection so that local problems 
may be settled. 

An Ad Hoc Committee on Traffic Safety was created 
to consider problems of enforcement of current traffic 
laws and study of proposed legislation. This committee 
has not yet met. 

Respectfully submitted, 

Howard F. Kinnamon, MD, chair¬ 
man 

Conrad Acton, MD 
James G. Arnold, Jr., MD 

E. W. Ditto, Jr., MD 
Russell S. Fisher, MD 
Robert W. Johnson, III, MD 
J. Elliot Levi, MD 

F. Ford Loker, MD 
James A. Meath, MD 
Belden R. Reap, MD, LLB 
Edwin Ruzicka, MD 
William G. Speed, III, MD 

SUBCOMMITTEE ON SYMPOSIA MANAGEMENT: 
James G. Arnold, Jr., M.D., J. Elliot Levi, M.D., 
James A. Meath, M.D., Edwin Ruzicka, M.D. 

SUBCOMMITTEE ON INTERPROFESSIONAL RE¬ 
LATIONS: Russell S. Fisher, M.D., Robert W. 
Johnson, III, M.D., Belden R. Reap, M.D., William 
G. Speed, III. M.D. 

SUBCOMMITTEE ON COURT PROCEDURES: Con¬ 
rad Acton, M.D., E. W. Ditto, Jr., M.D., F. Ford 
Loker, M.D. 

MEMBERSHIP COMMITTEE 

Mr. President and Members of the House of Delegates: 

A survey meeting was held by this committee in which 
present membership and ways of increasing member¬ 
ship were discussed. As a result, a letter was sent to 
all other state medical societies requesting any solutions 
they might have found for attracting new members. 
No outstanding or particularly applicable suggestions 
were made. In the future, attempts will be made to 
contact new physicians intending to practice in Mary¬ 
land. 

Eighty new members were admitted to membership 
in 1965, bringing active membership up to 2,932. 

Respectfully submitted, 

Nathan E. Needle, MD, chairman 
Samuel Borssuck, MD 
Edward Davens, MD 
Robert A. Gaertner, MD 
William G. Helfrich, MD 
Frank L. Iber, MD 
Frank T. Kasik, Jr., MD 
Wallace H. Sadowsky, MD 
Emmanuel Schimunek, MD 
Mosf.s S. Shiling, MD 
Raymond M. Yow, MD 


NOMINATING COMMITTEE 

Mr. President and Members of the House of Delegates: 

(Those elected will assume office at conclusion 
of the Annual Meeting 1967, unless otherwise in¬ 
dicated. ) 


President-elect 
Richard D. Bauer, Adelphi 


J President-elect 1966-67 
^President 1967-68 
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First Vice-President 
Houston S. Everett, Baltimore 

Second Vice-President 
J. Howard Beard, Annapolis 

Third Vice-President 
Francis J. Townsend, Ocean City 

Secretary 

William A. Pillsbury, Timonium 
Treasurer 

Karl F. Mech, Baltimore 
Councilors 

William Carl Ebeling, Baltimore, Central District 
(1970) 

J. Arthur Weinberg, Baltimore, Central District 
(1970) 

John F. Schaefer, Baltimore, Central District (1970) 
John Collins Harvey, Baltimore, Central District 
(1970) 

William G. Speed, III, Baltimore, Central District 
(1970) 

Eldridge H. Wolff, Cambridge, Eastern District 
(1970) 

William B. Hagan, Riverdale, South Central District 
(1969) (to assume office 1966) 

Henry P. Laughlin, Bethesda, South Central District 
(1970) 

Delegate to American Medical Association 
Russell S. Fisher, Baltimore 
(Jan. 1, 1967-Dec. 31, 1969) 

Alternate Delegate to American Medical Association 
M. McKendree Boyer, Damascus 
(Jan. 1, 1967-Dec. 31, 1969) 

Committee on Program and Arrangements 
Arlie R. Mansberger, Jr., Baltimore (1971) 

Library and History Committee 

Katharine A. Chapman, Kensington (1972) 

Finney Fund Committee 
Richard G. Coblentz, Baltimore (1972) 

Board of Medical Examiners 
Elmer G. Linhardt, Eastport (June 1966-June 1970) 
William L. Stewart, Westminster (June 1966-June 
1970) 

Respectfully submitted, 

Albert E. Goldstein*, chairman, Baltimore 
J. Sheldon Eastland, vice-chairman, at large, 
Baltimore 

Albert L. Anderson, Southern District, 
Annapolis 

Houston S. Everett, Central District, 
Baltimore 

William R. Greco, South Central District, 
Riverdale 

John H. Hornbaker, Western District, 
Hagerstown 

Norman E. Sartorius, Jr., Eastern District, 
Pocomoke 


•Deceased 


OCCUPATIONAL HEALTH COMMITTEE 

Mr. President and Members of the House of Delegates: 

The Occupational Health Committee met with Messrs. 
Gibbs and Donnelly, of the Baltimore Area Council on 
Alcoholism, and John H. Hirschfeld, MD, chairman 
of the Faculty’s Subcommittee on Alcoholism, to dis¬ 
cuss alcoholism in industry and ways of recognizing 
and dealing with it. 

In October, 1965, the chairman attended the Con¬ 
gress on Occupational Health in Indianapolis. 

Informational material on venereal disease was for¬ 
warded to each member of the committee for use in 
dissemination of this vital information. 

Several minor points, such as cooperation with at¬ 
torneys in supplying patients’ reports, on proper re¬ 
quest, were discussed and disposed of. Attention will 
be given in future meetings to problems and programs 
of industrial nurses. 

Respectfully submitted, 

John R. Davis, MD, chairman 
William F. Cox, III, MD 
Walter E. Fleischer, MD 
Herman J. Halperin, MD 
Harry L. Knipp, MD 
Patrick C. Phelan, Jr., MD 
Donald J. Roop, MD 
L. W. Saunders, MD 
S. Jack Sugar, MD 
Henry L. Wollenweber, MD 


COMMITTEE ON POSTGRADUATE 
EDUCATION, PREVENTIVE MEDICINE, 
AND PUBLIC HEALTH 

Mr. President and Members of the House of Delegates: 

This busy committee has studied, approved, or disap¬ 
proved many projects and recommendations during the 
past year. Most of its work is carried out by dedicated 
subcommittees, with the parent committee meeting quar¬ 
terly to coordinate activities and pass on recommenda¬ 
tions. 

Among the achievements of this committee during the 
past year are: 1) a Salmonellosis Seminar, held in con¬ 
junction with the State Department of Health and the 
USPHS Communicable Disease Center, 2) inauguration 
of the Medical Education’s Dedicated Instructional Chan¬ 
nel (MEDIC) for postgraduate education, 3) an un¬ 
usually successful diabetes detection campaign, 4) an ef¬ 
fective tetanus immunization program for industry and 
the general public, 5) completion and circulation of a 
retirement booklet, 6) a special issue of the Maryland 
State Medical Journal on “The Mores of Medical Prac¬ 
tice,” 7) cosponsorship v/ith the Medicolegal Committee of 
a symposium on “Alcoholism and the Law,” to be pre¬ 
sented at the Annual Meeting, 8) the writing of a bill to 
enlarge and amend the present Battered Child law, 9) an 
active campaign to encourage the enactment of the Im¬ 
plied Consent law. 

The Salmonellosis Seminar, held at the Faculty build¬ 
ing on October 8, was a well-organized and stimulating 
conference which attracted man}' people throughout the 
state. Its purpose was to alert laboratory personnel and 
physicians to the recognition and prophylaxis of this 
common disease. 

The March, 1966, issue of the Maryland State Medical 
Journal comprised articles written by members of this 
committee on the less pleasant aspects of medical prac- 
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tice, such as drug addiction, alcoholism, traffic safety, 
and malicious treatment of children. These distasteful 
areas of human behavior are too often ignored by the 
practicing physician, although he comes in constant con¬ 
tact with them during his daily practice. This issue of 
the Journal appeals to physicians to understand and treat 
these problems of medical practice. 

Aging —The chief endeavor of this subcommittee has 
been the printing and distribution of an informative book¬ 
let for people contemplating retirement. It describes how 
they can enjoy fully their new-found freedom. This has 
been well received by both physicians and the general 
public, and many additional copies have been requested. 
Copies are still available from the Faculty office. 

Alcoholism —This group has persisted in its work for 
the advancement of treatment of alcoholism. Through 
the personal efforts of some members of the subcom¬ 
mittee, several programs have been presented to physi¬ 
cians depicting the treatment of the alcoholic patient. 
The members of this subcommittee have given unstinting- 
ly of their time and have traveled at their own expense 
to present these programs. A study of the number of 
psychiatrists in Maryland treating alcoholics, conducted 
with the cooperation of the Committee on Emotional 
Health, has provided statistical data. At the request of 
the Subcommittee, the Council endorsed the Eastern 
Health District Alcoholism Clinic for an indeterminate 
period of time. Other activities include the preparation 
of a symposium on “Alcoholism and the Law” in coop¬ 
eration with the Symposia Subcommittee of the Medi¬ 
colegal Committee, to be presented at the Annual Meet¬ 
ing. An exhibit on the treatment of alcoholism will also 
be displayed during the meeting. 

Most recently, the Council of the Faculty and the 
Executive Board of the Baltimore City Medical So¬ 
ciety have approved a recommendation of this subcom¬ 
mittee that a detoxification center be established at the 
Baltimore City Hospitals. The members of the sub¬ 
committee are cooperating with the Mayor’s Task Force 
on Alcoholism to have this much needed facility become 
a reality. 

Plans are also being formulated to present a program 
on alcoholism over the MEDIC network in the fall. 

Through the determined efforts of this group, many 
advances have been made during the past year and in¬ 
roads established, which will enable further progress in 
the aspirations of this subcommittee. 

Child Welfare —One of the aims of this subcommittee 
has been to extend the present legislation pertaining to 
the battered child to include a central reporting agency 
and broadening the mandatory reporting requirement to 
include other professional persons beside physicians. An 
ad hoc committee was formed to coordinate action with 
other interested groups, such as the courts, the Criminal 
Justice Commission, Welfare Department, nurses, and 
educators. A bill was drafted and presented in the state 
legislature. Further comment on this legislation may be 
found in the Legislative Committee report. 

An exhibit on the Battered Child Syndrome and one 
on the Day Care Centers for the Mentally Retarded will 
be displayed during the Annual Meeting this year through 
the sponsorship of this subcommittee. 

The Council’s approval of a statement encouraging the 
schools in Maryland to engage in a program of tubercu¬ 
lin testing, issued by the Maryland Thoracic Society, rep¬ 
resents another success of this subcommittee. We hope 
this will be implemented in Maryland schools soon. 


Continuing Medical Education Program (MEDIC )— 
After the House of Delegates allocated money from the 
Educational Fund in September, this project began to 
take form. It began with presentation of two programs 
each month to 16 locations and has grown to presenta¬ 
tion of from 17 to 22 programs each month to 24 loca¬ 
tions. The programs are consistently of the highest qual¬ 
ity and are presented mainly by the University of Mary¬ 
land School of Medicine, Frederick Memorial Hospital, 
and the Johns Hopkins University School of Medicine. 
Pediatric and medical grand rounds are also produced 
weekly from the Johns Hopkins Hospital, and medical 
grand rounds from the University Hospital will be in 
the near future. Other presentations have been made by 
the Joint Anesthesia Study Committee of the Baltimore 
City Medical Society and the Baltimore City Health De¬ 
partment, the Maryland Pediatric Society, and the Anne 
Arundel General Hospital. 

A series of lectures on the care of the newborn is 
being presented for nurses, and the Maryland Public 
Health Association is producing a monthly program for 
the education of its members. 

As interest in the lectures grows and more physicians 
become aware of their availability, more hospitals are 
asking to join the network. 

This project has proved to be one of the most meri¬ 
torious activities engaged in by the Faculty, as substanti¬ 
ated by the increasing attendance at the lectures and the 
many favorable comments. 

The Committee on Postgraduate Education, Pre¬ 
ventive Medicine, and Public Health recommends 
that the House of Delegates appropriate from the 
Educational Fund an additional amount up to 
$10,000 to be used through December 31, 1966, by 
the Continuing Medical Education Program Sub¬ 
committee to continue and expand the MEDIC net¬ 
work. 

Chronic Respiratory Diseases —This subcommittee re¬ 
placed the former Subcommittee on Tuberculosis. The 
first area studied was a recommendation that beds, which 
supposedly are available in the tuberculosis hospitals, be 
used for persons suffering from chronic respiratory dis¬ 
eases. After thorough consideration, the subcommittee 
agreed that these beds are not available and that it would 
be better to have these patients cared for in a more ac¬ 
cessible locale. A suitable location for a treatment center 
is now being sought. 

This group is also concerned with the mounting prob¬ 
lem of air pollution. It hopes to recommend some con¬ 
crete corrective steps to combat this menace in the near 
future. 

Diabetes —A three-day diabetes testing program was 
held again this year at the Fifth Regiment Armory for 
residents of the Baltimore City area. A new type of re¬ 
testing program for people with a positive test result 
was conducted with the cooperation of the Baltimore City 
Health Department and the State Department of Health. 
This has proved most advantageous. The success of 
this follow-up program will attract attention throughout 
the nation, as this was the first area to employ this 
form of examination. 

A two-day diabetes detection center was held in the 
Salisbury area, and a one-day program was conducted 
in Hagerstown. The Baltimore County Diabetes Com¬ 
mittee administered a Dreypak campaign with the coop¬ 
eration of pharmacies in the area. 

Many previously unknown diabetics were discovered 
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during these detection drives, and useful statistical data 
were accumulated. 

Maternal Welfare —Monthly publication in the Mary¬ 
land State Medical Journal of cases of maternal deaths 
which may possibly have been prevented has been one 
of the activities of this subcommittee. Cases are reviewed 
regularly and the most instructive ones are printed. We 
hope that the Faculty attorney will make a new ruling 
to enable earlier publication of cases. At present cases 
are held for three years before publication, and this de¬ 
tracts from the educational value. 

Plans are being made to enlarge the membership of 
this subcommittee and the scope of its activities to delve 
more deeply into maternal welfare, in order to coop¬ 
erate more fully with a national survey to be conducted 
by the American College of Obstetricians and Gyne¬ 
cologists in the coming years and to promote improved 
maternal care in Maryland. 

Pelvic Cancer —The study undertaken last year to de¬ 
termine the incidence and treatment results of carcinoma 
of the cervix in the State of Maryland has pro¬ 
gressed under the direction of Dr. Tames H. Dorsey. 
It is anticipated that this survey will be completed dur¬ 
ing the next few months. No further activity of the sub¬ 
committee is planned. 

Tetanus Immunisation —A comprehensive tetanus im¬ 
munization program has been conducted by this subcom¬ 
mittee for the past two years. Posters and educational 
pamphlets urging immunization have been distributed to 
industrial firms, pharmacies, and physicians throughout 
the state. With the completion of this worthwhile pub¬ 
lic service, the subcommittee requested its discharge. 
We are indebted to this group for implementing such an 
outstanding program for the education of both physicians 
and the general public. 

Traffic Safety —Facing apathy among the general pub¬ 
lic, the legislators, and the physicians, this subcommittee 
has tried many ways of attracting attention to the much 
neglected and infinitely complex task of promoting traf¬ 
fic safety. The members of the subcommittee have en¬ 
gaged in a personal campaign to encourage the legis¬ 
lators to enact the Implied Consent law, which has been 
proposed to the State Legislature for the past several 
years. Further information on this bill may be found in 
the report of the Legislative Committee. 

An ad hoc committee has been formed to plan a 
seminar on traffic safety in cooperation with the Mary¬ 
land Chapter of the American College of Surgeons. We 
hope to hold the seminar this fall in order to generate 
enough public concern to force the legislature to enact 
much needed highway safety laws and, through this, to 
reduce the mounting carnage on the roads. 

The chairmen of the subcommittees are to be con¬ 
gratulated for their alertness and industry in performing 
their assigned duties, which have made this a most pro¬ 
ductive and successful year for the Committee on Post¬ 
graduate Education, Preventive Medicine, and Public 
Health. 

Respectfully submitted, 

William L. Stewart, MD, chairman 
Ruth Workman Baldwin, MD 
Robert E. Farber, MD 
Norman R. Freeman, Jr., MD 
Karl M. Green, MD 
Frederick J. Heldrich, Tr., MD 
John H. Hirschfeld, MD 
Milton B. Kress, MD 
William P. Horton, MD 


C. Rodney Layton, MD 
Robert E. Martin, MD 
William T. Peeples, MD 
Abraham A. Silver, MD 
John Whitridge, Jr., MD 
Joseph B. Workman, MD 

SUBCOMMITTEE ON AGING: C. Rodney Layton, 
M.D., chairman, Archie R. Cohen, M.D., W. Graf¬ 
ton Hersperger, M.D., Louis Krause, M.D., Seruch 
T. Kimble, M.D., Page C. Jett, M.D., Herman 
Seidel, M.D., Hugh W. Ward, M.D. 
SUBCOMMITTEE ON ALCOHOLISM: John H. 
Hirschfeld. M.D., chairman, Conrad Acton, M.D., 
Lewis P. Gundry, M.D., Irene L. Hitchman, M.D., 
Frank L. Iber, M.D., Isadore Kaplan, M.D., Harry 
F. Klinefelter, Jr., M.D., Kenneth Krulevitz, M.D., 
Abraham Schneidmuhl, M.D., Jorge Lopez-Sosa, M. 

D. , Maxwell N. Weisman, M.D., R. Lane Wroth, 
M.D. 

CHILD WELFARE SUBCOMMITTEE: Karl F. 
Green, M.D., chairman, Raymond L. Clemmens, 
M.D., Murray M. Kappelman, M.D., Lawrence C. 
Pakula, M.D., William C. Stifler, Jr., M.D., Robert 

E. Yim, M.D. 

CONTINUING MEDICAL EDUCATION PROGRAM 
SUBCOMMITTEE: Frederick J. Heldrich, Jr., M. 
D., chairman, Samuel P. Asper, M.D., Julius 
Chepko, M.D., Robert J. Furie, M.D., Samuel Gaby, 
M.D., David J. Gilmore, M.D., H. Logan Holt- 
grewe, M.D., Arthur T. Keefe, Jr., M.D., Ephraim 
T. Lisansky, M.D., Albert P. Marsh, M.D., William 

C. Mulford, M.D., Thaddeus Prout, M.D., George 
Simons, M.D., John Craig Stauffer, M.D., R. Lane 
Wroth, M.D., George J. Weems, M.D., John D. 
Yun, M.D. 

SUBCOMMITTEE ON CHRONIC RESPIRATORY 
DISEASES: Milton B. Kress, M.D., chairman, 
Warde B. Allan, M.D., Otto C. Brantigan, M.D., 
Robert J. Farber, M.D., A. Murray Fisher, M.D., 
John H. Hirschfeld, M.D., Meyer W. Jacobson, M. 

D. , Elliott Michelson, M.D., John E. Miller. M.D., 
William K. C. Morgan, M.D., William J. Peeples, 
M.D. 

SUBCOMMITTEE ON DIABETES: Abraham A. 
Silver, M.D., chairman, Neville A. Baron, M.D., 
DeWitt E. DeLawter, M.D., Robert E. Ensor, M.D., 
Vincent Fiocco, M.D., Kay K. Edwards, M.D., W. 
Grafton Hersperger, M.D., Henry J. Houska, M.D., 
Seth H. Hurdle, M.D., Charles E. Shaw, M.D.. 
Samuel S. N. Sugar, M.D., Sidney J. Venable, M.D. 
MATERNAL WELFARE SUBCOMMITTEE: John 
Whitridge, Jr., M.D., chairman, J. Morris Reese, 
M.D., George H. Davis, M.D. 

SUBCOMMITTEE FOR THE STUDY OF PELVIC 
CANCER: Howard W. Tones, Jr., M.D.. chairman. 
TETANUS IMMUNIZATION SUBCOMMITTEE: 
Robert E. Martin, M.D., chairman, William A. An¬ 
derson, M.D., Raymond M. Atkins, M.D., George T. 
Gilmore, M.D., Leroy W. Saunders, M.D. 

TRAFFIC SAFETY SUBCOMMITTEE: Ruth Work¬ 
man Baldwin, M.D., chairman. Timothy D. Baker 
M.D., Rudiger Breitenecker, M.D., George O. Eat¬ 
on, M.D., D. C. W. Finney, M.D., Wm. 
H. M. Finney, M.D., Irene L. Hitchman. M.D., 
William P. Horton, M.D., Howard F. Kinnamon, 
M.D., Paul H. Royse, M.D., Robert J. Wilder, M.D. 
AD HOC COMMITTEE ON BATTERED CHILD 
LEGISLATION: Murray M. Kappelman, M.D., 
chairman, Lawrence C. Pakula, M.D., Robert E. 
Yim, M.D. 

AD HOC COMMITTEE FOR TRAFFIC SAFETY 
SEMINAR: Rudiger Breitenecker, M.D., chairman, 
Timothy D. Baker, M.D., Harold P. Biehl, M.D., 
Kay K. Edwards, M.D., Abraham J. Mirkin, M.D. 


COMMITTEE ON PROGRAM AND 
ARRANGEMENTS 

Mr. President and Members of the House of Delegates: 

The 167th Annual Meeting of the Medical and Chi- 
rurgical Faculty, in April, 1965, under the chairmanship 
of Richard T. Shackelford, MD, was a complete success 
from all aspects. The total registration, was 1,412, of 
which 889 were physicians. This was the largest num¬ 
ber of physicians to register at a Faculty meeting. The 
other registrants were mainly paramedical persons, in¬ 
cluding interns, nurses, and medical students, and ex¬ 
hibitors. Both the Round Table Luncheon and the Presi¬ 
dential Dinner were well attended. 
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Health evaluation tests for physicians were given for 
the second year. More than 250 persons were tested, 
about 70 more than in 1964. Many previously unknown 
abnormalities were found, and these are being followed 
up by the chairman, W. Bradley King, MD, and the 
1964 chairman, Charles S. Petty, MD. 

All technical exhibit space was sold, and scientific 
exhibit space allotted. The exhibitors were well pleased 
with the interest shown by those attending the meet¬ 
ing. 

The Commander Hotel, in Ocean City, was again 
the headquarters for the 1965 Semiannual Meeting on 
Friday, September 10. This meeting was planned by 
the current committee. The registration was 429, one of 
the highest in the history of the fall meetings. Robert 
J. Stewart, administrator for the President’s Council on 
Physical Fitness, gave an enlightening and entertaining 
discussion on “The Doctor’s Role in Physical Fitness.” 

The Woman’s Auxiliary held a meeting featuring a 
representative from the Institute for Biomedical Re¬ 
search, AMAERF. On September 11, there were meetings 
of the Maryland Chapter of the American College of 
Surgeons, the Maryland Psychiatric Society, and the 
Maryland Diabetes Association. All were well attended. 
A dinner-dance was held in conjunction with the Faculty’s 
meeting. There was a capacity attendance for the dinner, 
but not many remained for dancing. 

The 168th Annual Meeting will be held at the Alcazar 
in Baltimore, April 27 and 28, and will be continued 
aboard the SS Argentina to Bermuda from April 29 to 
May 4. The same number of scientific sessions as in 
previous years has been scheduled in Baltimore, starting 
in the morning of April 27 instead of the afternoon. 
The House of Delegates will convene on Tuesday eve¬ 
ning and Friday morning in the Faculty building. Dis¬ 
tinguished physicians from throughout the United States 
have accepted invitations to present lectures. The first 
Amos R. Koontz Memorial Lecture will be given by 
two local surgeons representing the University of Mary¬ 
land School of Medicine and The Johns Hopkins Uni¬ 
versity School of Medicine. 

Each day of the Bermuda Cruise Convention will 
feature lectures by prominent members of the Faculty 
and grand rounds films. At this writing, more than 80% 
of the ship accommodations have been reserved by mem¬ 
bers of the Faculty and their families. 

The usual scientific and technical exhibits will be dis¬ 
played at the Alcazar. Once again, there is a waiting 
list of prospective exhibitors, both technical and scientific. 
Health evaluation tests will be available for the third 
year, under the chairmanship of Edward L. Sherrer, 
MD. These have proved to be both popular and worth¬ 
while. 

Our committee appreciates diligent efforts of the Fac¬ 
ulty staff in carrying out the many details contributing 
to the success of our meetings. 

Respectfully submitted, 

John Collins Harvey, MD, chairman 
James B. Brooks, MD 
Thaddeus E. Prout, MD 
Joseph D. B. King, MD 
Donald B. Lurie, DDS 

SUBCOMMITTEE ON EXHIBITS: James B. Brooks, 
M.I)., chairman, Thaddeus E. Prout, M.D., Richard 
R. Crane, Sheldon Friedman. 


PUBLIC RELATIONS COMMITTEE 

Mr. President and Members of the House of Delegates: 

The committee met in conjunction with the Legislative 
Committee. The concept of community service by physi¬ 
cians was unanimously endorsed by the joint group, which 
included members of the dental profession. Aims and 
purposes of the educational program of the Faculty 
were also discussed. 

Criteria of the Community Service Award were re¬ 
vised for clarification. Selection was made of the winner 
of the 1966 award. 

A full time staff member was assigned to work solely 
with Woman’s Auxiliary officers, and $500 will be used 
from the Faculty’s operating budget for stationary, 
printing, etc. 

A Subcommittee on Quackery was formed, with the 
intention of holding a public Congress on Quackery. Ma¬ 
terial is now being obtained, and other organizations, 
such as the Heart Association, the Cancer Society and 
the Arthritis Foundation, will be contacted for possible 
inclusion in the program. 

A series of 12 newspaper articles on various health 
subjects, entitled, “Your Health and Medicine,” was 
published by the Baltimore American, with the assistance 
of several physicians. This series has already w r on the 
Albert & Mary Lasker Award for medical journalism 
and is a contestant for the 1966 Medical Journalism 
Award of the American Medical Association. 

A proposal to link the physicians of Maryland in a 
communications network for transmittal of medical ed¬ 
ucation programs was introduced. This program, known 
as MEDIC, has been developed through another Facul¬ 
ty committee and now links 21 hospitals as well as Hos¬ 
pital Council, State Health Department, and the Faculty. 
Money from the Faculty’s educational fund was re¬ 
quested of the House of Delegates and approved in 
September, 1965. 

Guidelines for the expenditure of the educational funds 
raised by the special assessment were set out by this 
committee and adopted by Council. This information, 
together with data on current expenditures and appropri¬ 
ations from this fund, are to be included in a general 
mailing to members. 

A joint communications workshop and conference was 
held with the cosponsorship of the dental society. At¬ 
tendance was good and interest ran high as members 
of the news media and other public representative groups 
gave their frank opinions of the medical profession. A 
panel of physicians and dentists reviewed the program 
and summarized comments and criticisms. 

The annual Smith, Kline and French Speech Train¬ 
ing Clinic is planned for October, 1966, in Baltimore, 
this being the earliest date available. Physicians, dentists, 
and Woman’s Auxiliary members will be invited. Partic¬ 
ipants will be asked to put their training to use in ful¬ 
filling speaking engagements for the Faculty. 

Groundwork has been laid for the berthing of the 
hospital ship LIOPE in the port of Baltimore sometime 
within the next year. Contact has been made with port 
authorities to see that certain conditions are met. 

A seminar for medical assistants was held in April, 
1966. Subjects of interest to aides, nurses, and medical 
secretaries were discussed, such as billing procedures, 
office organization, legal aspects of medicine, and Medi¬ 
care. 
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A program of educational meetings with executive sec¬ 
retaries of component societies has been instituted to 
keep them informed on current matters and to solve any 
problems that may exist. 

The Public Relations Committee has had a busy year. 
Its members agree that creating and maintaining the 
favorable image of the physician in the mind of the 
public is becoming more and more difficult in the light 
of recent conflicts. It is, however, the consensus that 
public relations starts with the individual physician in his 
own office, clinic, laboratory, and operating room. We 
call on the profession to assist this committee in the 
work that must be done. 

SUPPLEMENTAL REPORT OF THE CHAIRMAN 
The Public Relations Committee held a statewide semi¬ 
nar for medical assistants on April 6, 1966, and consid¬ 
ered it important enough to include in this report as a 
supplement. This all-day seminar, held in Osier Hall, was 
sponsored by the Public Relations Committee for the 
benefit of physicians’ aides, secretaries, nurses, and other 
office assistants. The program consisted of talks by 
knowledgeable persons in the field, followed by question 
and answer periods. Response has been very enthusi¬ 
astic, and similar workshops are planned on an annual 
basis, or more often if feasible. 

Respectfully submitted, 

Manning W. Aldkn, MD, chairman 

John W. Clark, MU 

David S. Clayman, MD 

Robert B. Goldstein, MD 

Calvin Y. Hadidian, MD 

Walter E. James, MD 

Robert L. Gray, MD 

H. Berton McCauley, DDS 

E. Roderick Shipley, MD 

Mrs. John E. Baybutt 

Joseph H. Seipp, Jr., DDS 

REFERENCE COMMITTEE 

Mr. President and Members of the House of Delegates: 

Your Reference Committee met on Thursday, March 
31, 1966, to discuss the two resolutions introduced for 
consideration by the House of Delegates on April 29, 
1966. The meeting was well attended and the discussion 
was most interesting. 

As has been the custom, your Committee will recom¬ 
mend action to the House. The question, however, will 
be on the Resolution itself and not upon the Committee 
report. All decisions were reached in accordance with the 
Faculty’s Bylaws, Article X, Section 23. 

RESOLUTION 1A/66 
Submitted on: January 26, 1966 
Introduced by: Maryland Radiological Society 
Subject: Support Separating Professional Fees from Hospital 
Charges 

Whereas, It is now the declared policy of the American Col¬ 
lege of Radiology that members of the College shall separate 
their professional fees from hospital charges and present their 
own bills to all patients expected to pay for services; and 
Whereas, The House of Delegates of the American Medical 
Association on October 3, 1965, stated, “Hospital-based medical 
specialists are engaged in the practice of medicine. The fees 
for the services of such specialists should not be merged with 
hospital charges. The charges for the services of such specialists 
should be established, billed and collected by the medical specialist 
in the same manner as are the fees of other physicians.”; and 
Whereas, Congress established under the Medicare law, PL 
89-97, provisions covering Radiology solely as a medical service, 
and radiologists are obligated to obey those legislative pro¬ 
visions; and 


Whereas, The identification of radiology as a hospital service 
has led physicians away from training in the specialty of 
radiology, and has jeopardized the future of radiological practice 
and thus of all medical care due to professional personnel 
shortages; and 

Whereas, Separate billing for professional services is feasible 
and desirable for all patients served by radiologists in hospital 
departments, just as it is for surgeons, obstetricians, internists, 
anesthesiologists, and other practitioners of medicine; now, there¬ 
fore be it 

Resolved , That the Medical and Chirurgical Faculty of the 
State of Maryland supports the policy of the American College 
of Radiology, the American Medical Association, and of Medi¬ 
care law PL 89-97, of separating professional fees from hospital 
charges; and 

Resolved, That copies of this resolution be sent to the Amer¬ 
ican College of Radiology, the Hospital Council of Maryland, 
Maryland Hospital Service, Inc., and Maryland Medical Service, 
Inc. 

This resolution is similar in content and intent to one 
introduced at the AMA House of Delegates session in 
Philadelphia in December, 1965. This was adopted unani¬ 
mously by that House. 

The Faculty’s Council has also endorsed this principle 
at its January 27, 1966, meeting. 

In view of this, and the Faculty’s long-standing 
position that professional fees be separate from 
hospital charges, your Reference Committee recom¬ 
mends adoption of this resolution. 

RESOLUTION 2A/66 

Submitted on: January 27, 1966 

Introduced by: Washington County Medical Society 

Subject: Requesting Legislation for the Creation and Main¬ 
tenance of a School of Medical Technology within the Univer¬ 
sity of Maryland 

Whereas, The shortage of properly qualified medical tech¬ 
nologists remains acute, appears to be worsening and will 
become more and more acute in response to the increasing de¬ 
mands of coming years, and in view of the fact that theirs 
is a profession in which the work involved is becoming in¬ 
creasingly complex and important to patient care so that it is 
felt action must he taken at once to relieve the situation; there¬ 
fore he it 

Resolved, That the Medical and Chirurgical Faculty of the 
State of Maryland requests that the Maryland General Assembly 
appropriate the initial sum of at least fifty thousand dollars 
for the establishment of a formal School of Medical Technology 
at the University of Maryland and that sufficient appropriations 
he made annually thereafter for maintenance of same; and 

Resolved, That the University of Maryland he commissioned 
and designated to establish and operate this school on a scale 
specifically designed to benefit equitably all geographic areas 
in the State of Maryland and expressly with the purpose of 
relieving present and future shortages in medical technologists 
in all areas of the State of Maryland; and 

Resolved, That this School of Medical Technology be estab¬ 
lished within the University of Maryland in an organizational 
manner analogous to that of the Schools of Medicine, Dentistry, 
and Pharmacy; that the standards maintained in this school 
be satisfactory to the American Medical Association, the Ameri¬ 
can Society of Clinical Pathologists, and the American Society 
of Medical Technologists, and to their respective Maryland 
component societies, and that the graduates he awarded the 
B.S. degree and be eligible by examination for certification and 
the professional designation M.T. (ASCP). 

In recent weeks, considerable newspaper publicity has 
been published, all dealing with the shortages in these 
areas. In addition, the 1966 General Assembly adopted 
several resolutions urging attempts be made to recruit 
paramedical personnel. 

For several years now the Faculty has participated 
in the Maryland Health Careers Council, a cooperative 
effort on the part of health and health-related agencies 
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to cooperate effectively in recruitment of young people 
into medicine, nursing, and other allied health fields. 

The State Department of Health in its 1966 fiscal year 
budget requested the sum of $50,000 to establish a career 
recruitment program aimed specifically at the shortages 
in the health-related fields. This was cut from the budget 
by the Budget Bureau. 

The Governor’s Commission to Study the Shortage 
of General Practitioners in Maryland made a similar 
recommendation, although emphasis was to be placed on 
the recruitment of young people who would enter the field 
of medicine and agree to practice in the more rural areas 
of the state. 

Since the introduction of Resolution 2A/66 and the ap¬ 
pearance of several stories in the newspaper emphasizing 
the shortage of medical technologists, an announcement 
has been made by Wilson H. Elkins, president of the 
University of Maryland, that such a course may be insti¬ 
tuted at the College Park campus in the fall of 1967. 
Funds for establishment of such a course would be in¬ 
cluded in the fiscal 1968 budget, it was stated. 

It is evident that a shortage exists in the areas out¬ 
lined in this resolution. Adoption of the resolution would 
add strength to the proposal as suggested hy Dr. Elkins. 

Your Reference Committee, therefore, recom¬ 
mends adoption of Resolution 2A/66. 

It is noted that other schools may also be willing and 
able to establish such schools by coordinating their activi¬ 
ty with hospitals, as well as other means. In view of 
this, the Reference Committee also recommends 
that all appropriate universities in Maryland be re¬ 
quested to give this possibility some study and be 
advised that the counsel and advice of the Faculty 
and its members are available in this area. 

The Reference Committee also has an additional 
recommendation that the Faculty’s Legislative 
Committee and approved legislative representative 
at the Annapolis General Assembly sessions be in¬ 
structed to work closely with the University of 
Maryland in ensuring that funds for development 
of this course of training are retained in the Uni¬ 
versity of Maryland budget. 

The Reference Committee expresses its appreciation 
to all who assisted in its deliberations. 

Respectfully submitted, 

William B. Hagan, MD, chairman 
DeWitt E. DeLawter, MD 
Everett S. Diggs, MD 
William G. Helfrich, MD 
Howard F. Kinnamon, MD 


An Aesculapius Award, of¬ 
fered by Mead Johnson Labo¬ 
ratories, was presented to De 
Witt E. De Lawter, MD 
(left), for his exhibit “Aids 
in Diabetic Management.” 
During the 1966 Annual 
Meeting, a committee of the 
Medical and Chirurgical Fac¬ 
ulty selected this exhibit as 
the one best representing 
“excellence in concept, orig¬ 
inality, and execution of a 
scientific exhibit.” John Col¬ 
lins Harvey, MD, chairman 
of the Faculty’s Committee 
on Program and Arrange¬ 
ments, made the formal pres¬ 
entation of a plaque, a cer¬ 
tificate, and a check for 
$ 200 . 

This award will be given 
again in 1967. All exhibits 
accepted for showing at the 
1967 Annual Meeting of the 
Medical and Chirurgical Fac¬ 
ulty will be eligible for judg¬ 
ing. Physicians interested in 
showing an exhibit at this 
meeting should apply to the 
Chairman, Committee on 
Program and Arrangements, 
Medical and Chirurgical Fac¬ 
ulty of the State of Mary¬ 
land, 1211 Cathedral Street, 
Baltimore, Md 21201. 
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While Maryland and Bermu¬ 
da physicians shared medi¬ 
cal information, their wives 
became acquainted at a tea 
given by the Maryland Wom¬ 
an’s Auxiliary. 
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Life-saving words. Required by 
Congress to appear on all packages of 
cigarettes. 

Unquestionably an important step 
forward in the dramatic battle to 
decrease the mortality and morbidity 
from cigarette smoking. 

But in the nation’s efforts to reduce 
death and disease related to cigarette 
smoking, the most significant influence— 
the key figure —is you, doctor. The 
advice of the physician in matters of 
health is more authoritative and 
persuasive than that of anyone else. 

In the area of cigarettes and health, the 
importance of the physician’s attitude 
and his personal action cannot be 
overemphasized. That he has indeed 
taken personal action is indicated by 
the impressive statistic showing that 
only 30% of the doctors in America are 
cigarette smokers today! 

The American Cancer Society’s 
concerted educational campaign on the 
hazards of cigarette smoking — plus 
government regulations —will be major 
factors in guiding each person’s 
approach to this problem. 

But in the final analysis, doctor, it is 
your words that your patients will heed. 
It is you who have the best chance of 
actually helping an individual to stop 
smoking or to prevent him from starting. 


AMERICAN CANCER SOCIETY 
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New 

low-cost tetracycline/antifungal therapy 

for broad-spectrum activity 
plus specific antifungal prophylaxis 
at significant patient savings 


Whenever tetracycline is indicated in these candidates for Candida: 


liabetic patients 



htients with a past history of moniliasis 





2. nonpregnant women with a history of recent 
or recurrent monilial vaginitis 



5. patients on long-term tetracycline or cortico¬ 
steroid therapy 



3. elderly or debilitated patients 



BRISTOL THERAPEUTIC SUMMARY: For complete in- 
formation consult Official Package Circular. Indications: 
Infections of respiratory, gastrointestinal and genitourinary 
tracts and skin and soft tissues due to tetracycline-sensi¬ 
tive organisms, in patients with increased susceptibility 
to monilial infections. Contraindications: The drug is con¬ 
traindicated in patients hypersensitive to its components. 
Warnings: Photodynamic reactions have been produced by 
tetracyclines. Natural and artificial sunlight should he 
avoided during therapy. Stop treatment if skin discomfort 
occurs. No cases of photosensitivity have been reported 
with Tetrex (tetracycline phosphate complex). With renal 
impairment, systemic accumulation and hepatotoxicity may 
occur. In this situation, lower doses should be used. Tooth 
staining and enamel hypoplasia may be induced during 
tooth development (last trimester of pregnancy, neonatal 
period and childhood). Precautions: Bacterial superinfec¬ 
tion may occur. Infants may develop increased intracranial 
pressure with bulging fontanels. In gonorrheal therapy, 
serologic tests for syphilis should be conducted initially 
and monthly for 3 months. Adverse Reactions: Glossitis, 
stomatitis, nausea, diarrhea, flatulence, proctitis, vaginitis, 
dermatitis, and allergic reactions may occur. Usual Adult 
Dosage: 1 capsule q.i.d. Continue therapy for 10 days in 
beta-hemolytic streptococcal infections. Administer one 
hour before or 2 hours after meals. Supply: Capsules, bot¬ 
tles of 16. Each capsule contains tetracycline phosphate 
complex equivalent to 250 mg. tetracycline HC1 activity 
and 250,000 units of nystatin. 

BRISTOL LABORATORIES 
Division of Bristol-Myers Company 
Syracuse, New York 


BRISTOL 


Tetrex-F 

l:h capsule contains tetracycline phosphate complex equivalent to tetracycline hydrochloride 250 mg. and nystatin 250,000 units. 


Tetrex-F is priced lower 
than most 

tetracycline-antifungal products. 







Night Leg Cramps... 

Frequent Bedfellow in Diabetes,Arthritis, 
and Peripheral Vascular Disorders* 


’"Nocturnal cramps occurring in the calf muscles 
and small muscles of the feet have been encoun¬ 
tered in a significant number of diabetic patients." 1 


". . . nocturnal cramps may be the presenting symp¬ 
toms of patients with arteriosclerosis obliterans, deep 
thrombophlebitis, varicose veins, osteoarthritis..." 2 


now... specific therapy for night leg cramps 

QUINAMM 


Consistently effective, QUINAMM provided com¬ 
plete relief in 94% of 200 patients studied, many 
of whom were severe cases refractory to other 
medication. 3 Your prescription for one tablet at 
bedtime often controls painful night cramps with 
the initial dose .. . helps restore restful sleep. 


WALKK 




QUINAMM Composition: Each white, beveled, compressed tablet 
contains: Quinine Sulfate 4 grains (250 mg.), Aminophylline 3 grains 
(200 mg.). Precautions: Aminophylline may produce intestinal 
cramps in some instances, and quinine may produce symptoms of 
cinchonism, such as tinnitus, dizziness, and gastrointestinal distur¬ 
bance. Discontinue use if ringing in the ears, deafness, skin rash, or 
visual disturbances occur. Contraindication: QUINAMM is contra¬ 
indicated in pregnancy because of its quinine content. Dosage: 
One tablet upon retiring. Where necessary, dosage may be in¬ 
creased to one tablet following the evening meal and one tablet 
upon retiring. Supplied: Bottles of 100 and 500 tablets. Caution: 
Federal law prohibits dispensing without prescription. References: 
1. Shuman, C.: Am. J. Med. Sci., 225:54, 1953. 2. Perchuck, E., et 
al.: Angiology, 12:102, 1961. 3. Rawls, W. B., et al.: Med. Times, 
87:818, 1959. 

Division of Richardson-Mcrrcll Inc.Mt. Vernon, New York 10551 
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BY DOUGLAS CARROLL, M.D. 



Chapter 7.—The Bay view Asylum: 

The Influence of a University (1891- 1911) 


It requires no prophetic eye, no special foresight, to 
discover that we are on the very verge of one of the 
most fearful and wide-spread revolutions in medicine 
that the world has ever witnessed; another of those 
astounding changes whose name is already legion, and 
which, whether for good or evil is destined to convulse 
the profession, and to exert a most powerful influence 
upon the practice of the healing art. (Samuel Gross, 
1861) 

The Revolution in Medical Teaching 

In the year 1891, the Trustees of the Balti¬ 
more City Almshouse developed a system of 
student and residency training similar to what 
was being developed at the Johns Hopkins Hos¬ 
pital. Residents, assistant residents, and medical 
students were nominated by the medical schools 
to the Trustees for appointment at the Bay view 
Asylum. Students were directed to make up in¬ 
dividual charts on patients in a methodical man¬ 
ner, to record treatment, and to keep progress 
notes. The three medical schools in Baltimore 
at that time—the University of Maryland, the 
Coflege of Physicians and Surgeons, and the 
Johns Hopkins University—agreed to have one 
or more physicians from their respective faculties 
visit the Almshouse daily. The visiting men were 
required to he present at all important surgical 
or obstetrical operations. The residents were re¬ 
sponsible to the visiting men; the assistant resi¬ 
dents to the residents; and the student to the 
assistant residents. Four students were appointed 
by the University of Maryland and four by the 


College of Physicians and Surgeons to live in 
the Almshouse and pay the Trustees at the rate 
of $330 per year. 

The influence of the Johns Hopkins Medical 
School at the Almshouse goes hack to 1884, 
when Dr. William Welch arrived in Baltimore to 
begin his work as professor of pathology in the 
new medical school. He needed material with 
which to teach the students who had gathered 
around him. He turned to his assistant, Dr. 
William T. Councilman, a Baltimorean, who h'd 
been working at the Almshouse for several years. 
In following years, Drs. Councilman, Halsted, 
and Thomas, of the medical school, served as 
visitors in the insane hospital, reorganized the 
records, taught, and attracted younger doctors. 
Medical students were instructed in the insane 
hospital. 

The revolution in medical education brought 
about at The Johns Hopkins Hospital and 
Medical School was the elevation of the practice 
of medicine from the bedside and autopsy table 
to the laboratory of the university and the re¬ 
search building. There was an advance from 
description and empiricism to planned experi¬ 
ment, statistical analysis and clinical trial. 1 

Specialization 

A new influence was that of specialization. 
In 1885, the resident in the insane asylum for the 
first time made a separate report on the insane 
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Fig 1 

William Thomas Councilman (1854-1933) MD, 
University of Maryland (1878); pathologist Bay- 
view Asylum, 1879; student of von Recklinghausen 
at Strassburg and Cohnheim at Leipzig 1880-1883; 
visiting physician to the insane wards at Bayview 
(1883-1892); Shattuck Professor of pathology at 
Harvard Medical School, 1892. (Collection of 
Medical and Chirurgical Faculty of Maryland). 




Fig 2 


Views of wards in Bayview Asylum 1900. 
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patients. The only other service was a combined 
medical and surgical service. This division of the 
insane department from the general medical re¬ 
sponsibility was the forerunner of more intensive 
specialization. 

In 1890, a separate ward was established for 
patients with pulmonary tuberculosis. This was 
the first example in the United States of a sep¬ 
arate ward for tuberculosis patients in a general 
hospital. 

In 1893, the Trustees noted that many of the 
patients who entered the Almshouse returned to 
the community as valuable members thereof after 
they had received treatment. In 1894, unemploy¬ 
ment was again recognized as affecting the infirm 
and elderly first. 

In 1896, the admissions to the hospital were 
put on a more businesslike basis, a recognition of 
the fact that the problems of the poor could be 
handled in a logical and organized manner. 

Around the turn of the century, a number of 
new influences developed at the Almshouse. The 
state mental hospitals began to take some of the 
insane patients, but the Almshouse insane hospi¬ 
tal remained crowded. In 1897, a city ordinance 
abrogated the power of police magistrates to issue 
hospital permits to people appearing before them, 
thus decreasing the number of vagrants and al¬ 
coholics sent to Bay view. In 1898, a careful at¬ 
tempt to isolate all infectious diseases in the 
hospital was carried out. Improved screening of 
applicants to the Almshouse was started. These 
measures resulted in fewer insane, vagrant, and 
alcoholic people being admitted, making room for 
sick patients. 

In 1904, another attempt was made to limit the 
power of police magistrates to send “beats and 
bums” to the Almshouse. It was pointed out 
that the Almshouse was neither a reformatory 
nor a penal institution. In 1906, a special plea 
•was made by the Trustees for help in the care of 
chronic alcoholics and drug addicts. The problem 
of promiscuity in young girls was mentioned, and 
it was clear that the Trustees recognized that 
these were social problems that were not being 
met. 

In 1908, in the report of the Trustees, a num¬ 
ber of case histories were presented of patients 
with tragic social problems, demonstrating that 
the patients were the victims of circumstances 
and not responsible for their conditions. 

In the same year, a special committee of ex¬ 


perts was appointed by Mayor J. Barry Mahool 
to discuss the problems of the Bayview Asylum. 
It recommended a 300-bed hospital, more beds 
for tuberculosis patients, renovation and recon¬ 
struction of the Almshouse, and construction of 
new administrative facilities. 

Growth of State ana’ Federal Participation 
in Welfare Activities 

Toward the end of the nineteenth century, 
the recurrent economic depressions brought ac¬ 
ceptance of the view that poverty and unemploy¬ 
ment might be the result of economic depression 
rather than individual fault. In 1908, certain 
states passed laws on industrial accidents, fac¬ 
tory inspection, and regulation of child labor. The 
United States Children’s Bureau was founded in 
1912. A Federal Compensation Act. in 1908, cov¬ 
ering government employees, led the way to 
state enactment of Workmen’s Compensation 
laws. Workmen’s Compensation laws, the wel¬ 
fare of children, a mother’s pension law, and the 
needs of the blind all had their groundwork 
laid in many states before the First World War. 
The First World War and the period afterward 
resulted in little advance in the social reform 
movement except for the grants-in-aid for voca¬ 
tional rehabilitation of disabled persons in 
1920. 2 

During the first two decades of the twentieth 
century, psychiatry increased its scope from that 
of a medical discipline to one including the study 
of psychological and social factors in mental ill¬ 
ness. The development of social psychiatry from 
psychiatric social work was stimulated by the 
work of Elmer E. Southard in the second decade 
of the twentieth century. 3 Adolf Meyer, at the 
opening of the Phipps Psychiatric Clinic at The 
Johns Hopkins Hospital, in 1913, called for the 
broadest approach to psychiatric problems, using 
all possible disciplines and resources for their in¬ 
vestigation. Particularly, he pleaded for psychi¬ 
atric clinics to study and respond to the social 
and mental atmosphere of the local community. 4 

REFERENCES 

1. Marti-Ibanez, F. (editor) : History of American 
Medicine, A Symposium. New York: M.D. Publi¬ 
cations, Inc., 1959. 

2. Vasey, W.: Government and Social Welfare. New 
York: Holt, Rinehart and Winston, 1963. 

3. Bockover, J. S.: Moral Treatment in American 
Psychiatry. J Nerv Meat Dis 124:167, 292, 1956. 

4. Meyer, A.: The Purpose of the Psychiatric Clinic. 
Atner J Insanity 69:857, 1913. (See vol. 2, Collected 
Papers of Adolf Meyer. Baltimore: Johns Hopkins 
Press, 1951). 
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after 
surgery 


B and C vitamins are therapy: Therapeutic amounts of B and C in strej 
formula vitamins often are vital during periods of physiologic stresl 
STRESSCAPS capsules, designed to meet increased metabolic demands, aid 
achieving a more comfortable convalescence, a more rapid recovery. After suj 
gery, as in many stress conditions, STRESSCAPS vitamins are therapy. 



Each capsule contains: 

Vitamin B* (Thiamine Mononitrate) 10 mg 
Vitamin B 2 (Riboflavin) 10 mg 

Vitamin B6 (Pyridoxine HCI) 2 mg 

Vitamin B 12 Crystalline 4 mcgm 

Vitamin C (Ascorbic Acid) 300 mg 

Niacinamide 100 mg 

Calcium Pantothenate 20 mg 

Recommended intake: Adults, 1 capsule 
daily, for the treatment of vitamin deficien¬ 
cies. Supplied in decorative “reminder” 
jars of 30 and 100; bottles of 500. 


LEDERLE LABORATORIES, A Division of American Cyanamid Company, Pearl River, New York 


627 - 6 - 361 : 
















ANNOUNCING 


potent combination in 
icious orange-flavored forms: 




ERYTHROMYCIN ETHYL SUCCINATE-TRISULFAPYRIMIDINES 





When combination antibiotic 
therapy is indicated... 



CONSIDER: an exceptionally high 
cure rate in susceptible infections 


The rationale : When combined, Erythrocin and 
the trisulfapyrimidines (triple sulfas) are indicated 
in infections that are more susceptible to the 
combination than to either agent alone. Such 
conditions are usually found in urinary, lower 
respiratory tract and chronic ear conditions. 

The results: Clinical studies involving 142 
young patients showed an overall cure rate of 


96.5%. Side effects were experienced by only four 
of the patients. 

The acceptance: The majority of the 142 
patients studied expressed a definite liking for 
the products. There were only two refusals. An 
independent taste-test with 50 healthy children 
further substantiated the excellent acceptability 
of the orange-flavored forms. £ 602061 
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ERYTHROCIN-SULFAS 

ERYTHROMYCIN ETHYL SUCCINATE-TRISULFAPYRIMIDINES a 


1M 


In Chewahle Tablets 
In Granules for Oral Suspension 








ERYTHROCIN-SULFAS 

Brief Summary 

Indications: Use Erythrocin-Sulfas in in¬ 
fections more susceptible to the combination 
than to either agent alone. These are usually 
found in urinary, lower respiratory tract, 
and chronic ear infections. 

Contraindications: Known sensitivity to 
erythromycin or sulfonamides. Because of 
the possibility of kernicterus with sulfona¬ 
mides, do not use in pregnancy at term, 
premature or new born infants. 

Warnings : As with other forms of sulfona¬ 
mide therapy, carefully evaluate patients 
with liver or kidney damage, urinary ob¬ 
struction, or blood dyscrasia. Deaths have 
been reported from hypersensitivity re¬ 
actions and blood dyscrasias following use of 
sulfonamides. Perform blood counts and 
liver and kidney function tests if used re¬ 
peatedly at close intervals or for long periods. 

Precautions: Use sulfonamides with cau¬ 
tion in patients with a history of allergy. 
Assure adequate fluid intake to prevent crys- 
talluria and institute alkali therapy if in¬ 
dicated. 

Adverse Reactions: Sulfonamide therapy 
may be associated with headache, nausea, 
vomiting, urticaria, diarrhea, hepatitis, pan¬ 
creatitis, blood dyscrasias, neuropathy, drug 
fever, skin rash, injection of the conjunctiva 
and sclera, petechiae, purpura, hematuria 
and crystalluria. 

Side effects due to erythromycin are in¬ 
frequent, but occasional abdominal discom¬ 
fort, nausea, or vomiting, urticaria and other 
skin rashes may occur. 

If a reaction or overgrowth of nonsuscep- 
tible organisms occurs, withdraw the drug. 

Supplied : The Granules for Oral Suspension 
come in bottles of 60 ml. and 150 ml. The 
Chewable tablets are in bottles of 50. Each 
5-ml. teaspoonful of reconstituted Granules 
or each Chewable tablet provides erythro¬ 
mycin ethyl succinate equivalent to 125 mg. 
of erythromycin activity and 167 
mg. each of sulfadiazine, sulfa- ^■ I 
merazine and sulfamethazine, earns WhbhiJ 


I COMPONENT MEDICAL SOCIETIES 



The Executive Board of the Baltimore City 
Medical Society met on May 10. Dr. Hogan dis¬ 
cussed the problems of a fee schedule in relation 
to Blue Shield payments and the inception of the 
Medicare program. A thorough discussion ensued. 
It was agreed that a letter would be sent to Mr. 
Denwood Kelly, offering full cooperation of the 
Board of Directors of the Baltimore City Medical 
Society in assisting Blue Shield to prepare for the 
idvent of Medicare. 

A suggestion for a summer program was re¬ 
ceived from Dr. George Vash. In line with the 
decision taken by the Board of Directors at its 
meeting on April 12, Dr. Vash is to be notified 
that his activities were unnecessary. 

Alfred C. Moore, MD, transferred from active 
to associate membership. 

A sum of $100 is to be given to the Student 
American Medical Association at the University 
of Maryland for assistance of members attending 
the annual meeting. 


John Collins Harvey, MD 


UARFORD COUNTY 

Speakers for the last three meetings of the 
Harford County Medical Society were Byron 
Brogdon, MD, on Radiologic Diagnosis of the 
Low-Back Syndrome; William F. Rienhoff, Jr., 
MD, on Carcinoma of the Lung, and Donald 
Benson, MD, on Cardiopulmonary Resuscitation. 
Subsequently, Heinz R. Linden, MD, chief of 
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MEN’S PROFESSIONAL JACKETS sSto * 




901 — 100% DACRON 
SHANTUNG $7.99 
902—DACRON AND 
COTTON .... $8.99 
701 — 1 x I COMBED 
POPLIN . $5.99 


304— DACRON AND 
COTTON .... $8.99 
204—100% DACRON 
SHANTUNG $8.99 
604—100% COTTON 

DRIP-DRI.$5.99 

colors—white, aqua, blue 


i \ !■ 


FRANKLIN UNIFORM CO. 

SOUTH'S LARGEST UNIFORM HOUSE 

235 Park Avenue MU 5-7222 

BALTIMORE, MARYLAND 21201 


900 NTH STREET N. W. 
WASHINGTON, D.C. 20001 
EX 3-8200 


710 E. GRACE STREET 
RICHMOND, VIRGINIA 232 
Ml 4-2685 


123 W. FREEMASON STREET 
NORFOLK, VIRGINIA 23510 
MA 7-3639 


811—100% DACRON 
HERRING¬ 
BONE . $12.99 

414— SANFORIZED 

TWILL.$5.99 

124—SANFORIZED 
DUCK .$4.99 


• 

400—2 x I COMBED 

POPLIN . $3.99 

401 — 1 x I POPLIN 
WASH & WEAR $3.99 
800—100% NYLON 
TAFFETA .... $6.99 
805—100% DACRON 
SHANTUNG $8.99 
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Anesthesia, Harford Memorial Hospital, has 
given demonstrations of “Resuscianne.” 

At the March meeting, announcement was made 
that the Woman’s Auxiliary to the Harford 
County Medical Society was making a donation to 
the AM A Education and Research Foundation 
for the student loan guarantee fund, in honor of 
the Harford County Medical Society on Doc¬ 
tors’ Day March 30, 1966. 

James McC. Finney, MD 

w 

wW icomico county 

Medicare rules and regulations were the topic 
for the May meeting of the Wicomico County 


Medical Society. Benefits, methods of physician 
reimbursement, and effect upon routine office 
business procedure were covered by a series of 
speakers, including John Sargeant, executive 
secretary of the Medical and Chirurgical Facul¬ 
ty ; Denwood Kelly, director of the Maryland 
Blue Shield plan; John Webb, also representing 
Blue Shield; and Leonard Kilbourne, of Medical 
Management Consultants of Delmarva. 

After the society meeting, Messrs. Sargeant, 
Kelly, and Webb remained in Salisbury to con¬ 
duct a similar briefing program the next morning 
for office assistants. Approximately 55 physicians’ 
employees attended that session, which was held 
in the auditorium of the Peninsula General Hos¬ 
pital School of Nursing. 

Mrs. Kit Hargreaves 
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“Some of us will smart for it”* 


In 1965, nearly 50,000 persons were killed in 
traffic accidents, millions were injured, and un¬ 
told millions of dollars in property damage were 
sustained. Maryland contributed her share in this 
“senseless slaughter” on the streets and high¬ 
ways with 696 traffic fatalities. The public and 
its political representatives are dulled by this 
daily mayhem on the road; some seem to con- 
sidere it a risk of modern life, albeit an annoying 
one. More and more citizens, however, recog¬ 
nize the need of curtailing these untimely deaths, 
and a great variety of programs are in existence 
to enhance these perspectives. The yearly rising 
toll in traffic fatalities testifies to the poor results 
that such efforts have met. It is ironic to com¬ 
pare these frustrating efforts with the amount of 
energy and money spent on the solution of the 
poliomyelitis scourge, that at its worst killed less 
than one-tenth of the number killed in vehicular 
accidents. 

What can be done? It seems that one of the 
major and well recognized causes that is ame¬ 
nable to correction should be attacked first and 
vigorously. This is the problem of the drinking 
driver. Year after year, we at the Medical Ex¬ 
aminer’s office find that half of the dead drivers 
were “under the influence” of alcohol, that is, 
their blood alcohol level was above 0.10%. Re¬ 
peatedly it has been shown conclusively that such 
a driver is a menace to himself and, worse, to the 
lives of others as well. Yet the present judicial 
attitude shows complete unwillingness to ade¬ 
quately punish such offenders, frequently for 
“lack of evidence.” 

*Shakespeare: Much Ado About Nothing, Act V, 
Scene 1. 


RUDIGER BREITENECKER, MD 
Chairman . Ad Hoc Committee of the 
Traffic Safety Subcommittee 

For many years efforts have been made to 
have Maryland legislators enact an implied con¬ 
sent law, which would allow temporary suspen¬ 
sion of the driver's license for refusing a breath- 
alcohol test ordered by a law enforcement officer. 
Under present conditions a driver knows from 
extensive news coverage that it is fairly easy to 
beat a drunken driving charge. 

Without such legislation, law enforcement and 
protection of the public against the menacing 
drinking driver are seriously jeopardized. This 
becomes evident by the increasing number of 
refusals to submit to the breath test, which had 
reached 40% in 1965. In the same year, 95% of 
the drivers tested had blood levels in excess of 
0.10%, which means that their driving ability was 
seriously impaired. 

One wonders about the motives that have pre¬ 
vented passage of this essential bill. The most 
common criticism is that this type of law is un¬ 
constitutional. However, this charge is unfound¬ 
ed, since 16 other states have such a law in effect, 
and many courts have held such legislation not 
to violate any constitutional rights. The Ameri¬ 
can Trial Lawyers Association favored such legis¬ 
lation, and the Medical and Chirurgical Faculty 
has strongly endorsed the efforts of the law en¬ 
forcement agencies to have such a bill passed; 
but it has been ignominiously defeated each 
time. 

As physicians, we are concerned with preven¬ 
tion of traumatic as well as pathologic illness. 
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To furnish a tool to the authorities that would 
help eliminate irresponsible drivers from the 
roads before they cause an accident would help 
to achieve just such a goal. 

For this reason the Traffic Safety Subcom¬ 
mittee of your society is working diligently to 
support passage of the necessary hills at the next 
legislative session. We will need all the support 
we can muster to influence the representatives 
of the people who want to survive the highway 
slaughter. Any suggestions of how to help 
achieve this goal will be welcome. 
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Heart Page 

Kenneth B. Lewis, MD —Editor 


HEART ASSOCIATION OF MARYLAND 


IDIOPATHIC MYOCARDIOPATHY 

Part II: Treatment and the Role of Long 
Term Bed Rest 


Heart failure from idiopathic myocardiopathy 
is a challenging therapeutic problem. While it 
may respond satisfactorily at first, relapses are 
frequent and cardiomegaly, gallop rhythm, and 
chronic cardiac decompensation may persist in 
spite of ideal management. Low cardiac output, 
arrhythmias, and pulmonary and systemic emboli 
compound the situation further. Although the 
treatment of heart failure and its complications in 
patients with idiopathic myocardiopathy is basic¬ 
ally the same as that for heart failure from other 
causes, certain aspects of this disease merit spe¬ 
cial therapeutic consideration. 

Diuretics 

Salt restriction and the judicious use of diure¬ 
tics are routine measures in heart failure. Use of 
mercurials presents no particular problems in 
patients with idiopathic myocardiopathy. It has 
been suggested that thiazides not be used because 
of the danger of producing hypokalemia in pa¬ 
tients who may be receiving digitalis and in whom 
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This investigation is supported by USPHS Research 
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Chief, Cardiovascular Service, and 
Assistant Chief of Medicine, 

Baltimore City Hospitals 

arrhythmias are common. 1 We believe that 
thiazides can be used safely as long as supple¬ 
mental potassium is given. Aldosterone antago¬ 
nists, (spironolactones) may be beneficial in some 
patients who have edema refractory to other 
agents, but these drugs may produce hyperkalemia 
even when administered with thiazides, particu¬ 
larly in the presence of renal insufficiency which 
often is present in patients with idiopathic myo¬ 
cardiopathy who have extraordinarily low cardiac 
output and decreased renal blood flow. 23 Ethacry- 
nic acid, a new and potent diuretic, is presently 
limited to investigational use. It should be given 
cautiously and only when more conventional meas¬ 
ures fail to promote diuresis. Patients with 
edema, low cardiac output, and diminished renal 
blood flow may not tolerate the acute decrease in 
blood volume which may accompany the sudden 
and copious diuresis produced by this agent. 4, 5 

Digitalis 

It has been suggested that patients with idio¬ 
pathic myocardiopathy are exceptionally sensi¬ 
tive to digitalis. 1, 6 Such observations are diffi- 
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cult to evaluate since arrhythmias are common 
in this disease even in the absence of digitalis. 
Our experience, and that of others, indicates that 
most of these patients can tolerate digitalis and 
that it should he used when indicated. 6,7 Shorter 
acting preparations, such as digoxin, are safer 
since the toxic effects are more readily reversed 
when the drug is stopped. Starting the patient on 
a maintenance dose rather than on the conven¬ 
tional loading dose may increase the margin of 
safety yet provide sufficient digitalis to improve 
myocardial function. 

Anti-Arrhythmic Agents 

The high incidence of arrhythmias, most com¬ 
monly premature ventricular contractions and 
atrial fibrillation, may prompt the use of an anti- 
arrhythmic agent, such as quinidine or procaine 
amide. These drugs depress myocardial con¬ 
tractility, and their use in patients with poor 
myocardial function and low cardiac output must 
be considered carefully. 8 We would reserve the 
use of such drugs for potentially life-threatening 
arrhythmias and not use them to suppress fre¬ 
quent premature ventricular contractions unless 
they occur in runs or are multifocal and the 
threat of ventricular tachycardia or fibrillation 
exists. 

Anticoagulants 

The role of anticoagulants in patients with 
heart disease is controversial. If the therapeutic 
aim is to decrease the likelihood of pulmonary 
embolism from pelvic and deep leg vein throm¬ 
bosis induced by shock, heart failure, or prolonged 
bed rest,* then the use of anticoagulants is prob¬ 
ably salutary. 9 There is evidence, however, that 
they will not prevent mural thrombosis in the 
heart, a common event in idiopathic myocardio- 
pathy and the source of systemic emboli. 10 Sys¬ 
temic emboli often occur in such patients who 
are adequately anticoagulated. 

Steroids 

Reversal of a deteriorating course concomitant 
with the administration of high doses of adreno- 
corticosteroids has been reported in patients with 
acute myocarditis. The use of steroids is justifiable 
and probably indicated in such patients who are 

*Burch reports that long-term bed rest does not seem 
to increase the incidence of pulmonary embolism in 
patients with idiopathic myocardiopathy. 


not responding to other measures. 11 ' 14 In idio¬ 
pathic myocardiopathy, however, the response to 
steroids has been generally disappointing. There 
is little evidence of any therapeutic benefit, and 
undesirable side effects and complications of 
steroid therapy interdict their administration in 
any routine fashion. In an occasional patient with 
idiopathic myocardiopathy the addition of steriods 
seems beneficial, so their trial use in the desper¬ 
ately ill patient may be justified. 6,12 

Long-Term Bed Rest 

Patients with idiopathic myocardiopathy often 
have persistent cardiac dilatation and are in a 
state of chronic uncompensated heart failure. 
Since the dilated heart is inefficient and operates 
at a tremendous mechanical disadvantage in its 
function as a pump, prolonged hed rest in a con¬ 
trolled hospital environment has been advocated 
as a means of reducing blood volume and cardiac 
size and improving mechanical efficiency. Burch 
has reported a significant reduction in heart size 
and improvement in heart failure in patients with 
idiopathic myocardiopathy after periods of bed 
rest of 18 months or more. 1 The early results of 
our experience with a program of long-term bed 
rest in such patients appear to confirm his studies. 
In order to properly evaluate these observations, 
however, and to establish the place of long-term 
bed rest in the treatment of idiopathic myocardio¬ 
pathy, we need to know the course of such patients 
after a period of hed rest. Because long-term bed 
rest imposes severe social and economic hardship 
on the patient and his family, it is important to 
learn whether the improvement brought about by 
such a program is maintained after he returns to 
the community and whether his ultimate prognosis 
is significantly altered. 
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BALTIMORE CITY MEDICAL SOCIETY, EDITOR 


Problems of Diagnosis in Chronic Diseases Pan n 


Hemiplegia 

Cerebrovascular occlusion or hemorrhage fol¬ 
lowed by infarction of the brain with hemiplegia 
is such a common occurrence in elderly people 
that the presence of rare curable causes of hemi¬ 
plegia is apt to be overlooked. It is possible that 
the recent interest in identifying stenosis of a 
carotid artery may result in prevention of a 
small number of cerebral infarctions. Patients 
with meningiomas, subdural hematomas, menin¬ 
gococcal meningitis, acute syphilitic meningitis, 
and tuberculous meningitis may present with 
hemiplegia of rather rapid onset. An early cor¬ 
rect diagnosis and appropriate therapy in such 
patients may result in complete recovery. 

A 16-year-old girl was transferred from an¬ 
other hospital, where she had been for two weeks 
with a hemiplegia and diagnosis of poliomyelitis. 
She was found at operation to have a subdural 
empyema and made a partial recovery after one 
year. 

A 52-year-old man was transferred from an¬ 
other hospital, where he had been for a week with 
a diagnosis of cerebrovascular accident and hemi¬ 
plegia. He was found to have a brain abscess, 
which was drained, but he did not regain com¬ 
plete function. 

A 75-year-old woman, eight days before ad¬ 
mission, was found to be unable to speak and be¬ 
came bedridden. The fundi were inadequately 
visualized. .She responded minimally to com¬ 
mands. There was definite weakness in the left 
leg. The eyes deviated to the left. There was 
bilateral hypereflexis, a fixed and dilated left 
pupil, and a left facial weakness. She suffered 


DOUGLAS G. CARROLL, MD 

Chief of Physical Medicine and Rehabilitation, 
Baltimore City Hospitals 

several right sided convulsions. The plantar re¬ 
sponses were extensor. 

A lumbar puncture performed on the day after 
admission showed an opening pressure of 230mm 
of saline, three cells, and no increase in protein. 
The blood serologic test for syphilis was positive. 
The fasting blood sugar was 392m g°/o and the 
glucose tolerance test was abnormally high. In¬ 
sulin, phenobarbitol, and a 1,500 calorie diet 
were started. The temperature rose to 103 on the 
eleventh hospital day, and penicillin and strep¬ 
tomycin were started with the presumptive diag¬ 
nosis of aspiration pneumonitis. The fever per¬ 
sisted. The leukocyte count rose to 24,500, and 
she died on the sixteenth hospital day. 

Postmortem examination showed a subdural 
hematoma covering the entire right hemisphere. 
There was atrophy and laminar necrosis under 
the hematoma. There were mild changes in the 
kidneys thought to be compatible with diabetes 
mellitus. There was syphilitic aortitis and slight 
enlargement of the heart with mild coronary 
artery thickening and myocardial fibrosis. 

The gradual development of the hemiplegia, 
the presence of convulsions, the elevated spinal 
fluid pressure, and the dilated pupil suggested 
retrospectively that this patient did not have an 
ordinary cerebrovascular occlusion. 

A 74-year-old Negro woman was admitted from 
a nursing home on July 14, 1961, because of a 
generalized convulsion. For several years there 
had been increasing mild disorientation, but the 
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patient never had experienced a previous convul¬ 
sion. 

Initial examination revealed a blood pressure 
of 175/110, a regular pulse with a rate of 92 per 
minute, and respirations at 16 per minute. The 
patient was somewhat disoriented, but except for 
evidence of moderate emphysema, the general 
physical examination was not remarkable. There 
was slight tenderness on percussion over the left 
side of the skull; no bruit was noted. Extra¬ 
ocular movements were normal, and there was no 
papilledema. There was a mild left hemiparesis 
and a moderate right hemiparesis with bilateral 
positive Babinski signs. Sensory examination was 
not entirely satisfactory, but there was no gross 
loss of position or vibratory sensation. Reflexes 
where hyperactive everywhere but slightly more 
in the right upper and lower extremities. There 
were no cerebellar signs. 

On admission, the urine, blood, and electrolytes 
were normal. An expanding intracranial lesion 
was suspected. A brain scan with arsenic 74, on 
August 13, was unremarkable. A lumbar punc¬ 
ture yielded clear fluid with an opening pressure 
of 120 and a closing pressure of 85. The pro¬ 
tein was 51 mg%, the chloride, 118mEq/l. There 
was no growth on culture. Electroencephalogram 
showed a diffusely abnormal record with a little 
more abnormal activity in the left hemisphere 
than in the right. Tt was felt that the tracing did 
not constitute good evidence for a space-occupy¬ 
ing lesion. X-rays of the skull revealed advanced 
hyperostosis frontalis interna. No displacement 
of the pineal gland was noted. 

On September 13, the jaw jerk was noted to 
be hyperactive and there was increased tone on 
both sides with greatly increased deep tendon 
reflexes but no clonus There was a well developed 
grasp reflex on the right. The patient’s disorien¬ 
tation had increased since initial diagnosis. 

Over the next few days the patient developed 
bronchopneumonia, refused to eat, developed 
severe hypernatremia, went into renal failure, and 
died on November 2. 

A complete postmortem examination revealed 
pneumonia of the right upper and right lower 
lobes and the left lower lobe with diffuse em¬ 
physema. There was moderate atherosclerosis, 
nephrosclerosis, and hyperostosis frontalis interna. 
When the brain was removed from the cran¬ 
ial cavity, a 2x3cm pale pink mass was noted 


4cm anterior to the optic nerves in the anterior 
fossa of the base of the cranium in the midline. 
This turned out to be a meningioma. 

Endocrine and Metabolic 

Methods of diagnosis of endocrine and meta¬ 
bolic disease have advanced as rapidly as our 
ability to treat them, and it is rare indeed for a 
patient with these diseases to die undiagnosed 
and untreated. To be sure, irreparable neural 
damage may occur before a diagnosis of perni¬ 
cious anemia is made; and patients die of myxe¬ 
dema and Addison’s disease, but generally not 
without a diagnosis. 

One patient presented a most confusing clinical 
picture of anorexia, nausea, vomiting, weakness, 
dyspnea, tarry stools, electrocardiographic 
changes, a rising serum urea nitrogen, and leth¬ 
argy—perfectly classical, in retrospect, of hyper¬ 
calcemia (17.8 mEq/1) and parathyroid adenoma. 
Unfortunately, a blood calcium was not obtained 
until the day of death. 

Summary 

In the management and rehabilitation of elder¬ 
ly patients with chronic diseases, the physi¬ 
cian must be alert to diseases which are treat¬ 
able or curable. Treatable diseases may be con¬ 
cealed by the presence of another more obvious 
incurable disease. Treatable diseases most fre¬ 
quently missed are infections (especially tuber¬ 
culosis), intra-abdominal abscesses, perforations 
and gangrene, various diseases presenting with a 
hemiplegia, and, more rarely, endocrinopathies. 
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Hyperplastic Cholecystoses 


In 1960, Jutras 1 described a group of nonma- 
lignant noninflammatory gallbladder conditions 
having related pathologic, physiologic, and radio- 
logic changes. He suggested the term hyperplas¬ 
tic cholecystoses to encompass these entities— 
cholecystoses, since they seem to be related to 
an inflammatory process only incidentally; hy¬ 
perplastic, since they appeared as a disordered 
result of overwork or as a premature manifesta¬ 
tion of senescence. 

The major entities included in the hyperplastic 
cholecystoses are cholesterolosis, adenomyomato- 
sis, and neuromatosis. All are, in a sense, degen¬ 
erative phenomena ; frequently they coexist. 

Radiographically, these conditions are mani¬ 
fest on contrast studies by filling defects or ab¬ 
normal configuration of the gallbladder in asso¬ 
ciation with hyperconcentration, hyperexcitability, 
and hypersecretion. 

CHOLESTEROLOSIS is characterized by 
multiple mucosal collections or excrescences of 
cholesterol deposits which may be either dififuse 
and granular or disseminated and multiple (Fig 
1). These cholesterol “polyps” are usually less 
than one centimeter in diameter and are best seen 
in the contracted gallbladder, either as notches if 
seen tangentially or as filling defects if seen en 
face (Fig 2). Ordinarily these polyps maintain a 
relatively fixed position on the gallbladder wall. 

Nonlithic filling defects of the gallbladder 
are differentiated from stones by virtue of their 
peripheral location and relative lack of mobility. 
In the differential diagnosis of the various non¬ 
lithic filling defects, one must consider cho¬ 
lesterol polyps, true adenomas (papillomas), and 
inflammatory polyps. Cholesterol polyps are the 

From the Department of Radiology, The Johns Hop¬ 
kins Hospital. This work was supported in part by 
USPHS Grant No. 5T1-GM-1328. 


S. I. MARGL’LIES, MD 
B. G. BROGDOIS, MD 

most common. They are usually multiple and 
vary from 2-6mm in greatest diameter. Adeno¬ 
mas are rare and are usually solitary, measuring 
3-8mm. Inflammatory polyps are even more rare 
and are associated usually with severe cholecys¬ 
titis, which virtually precludes radiographic vis¬ 
ualization of the gallbladder. Therefore, the vis¬ 
ualization of multiple, small peripheral, fixed fill¬ 
ing defects of varying size and uneven distribu¬ 
tion should lead to the almost certain diagnosis 
of cholesterolosis. Conversely, a single fixed fill¬ 
ing defect of less than one centimeter is still 
most often a cholesterol polyp but may represent 
a true adenoma. 1-3 

ADENOMYOMATOSIS is characterized mi¬ 
croscopically by mucosal and muscular hyper¬ 
plasia in which mucosal villi branch beneath the 
mucosa and pouch through the muscularis to 
form diverticula called Rokitansky-Aschoff si¬ 
nuses. With radiographic contrast studies, the 
gallbladder is well visualized; its walls are in¬ 
terrupted by multiple small diverticula seen in 
profile (Fig 3). Often there is narrowing or stric¬ 
ture of the gallbladder where the diverticula are 
most numerous. A careful evaluation of stricture 
or septum formation within the gallbladder will 
often allow the diagnosis of adenomyomatosis to 
be made. The adenomyomatous “septum” or 
stricture may be located anywhere in the gallblad¬ 
der and is usually more than 2mm in thickness, 
thus differentiating it from the Phrygian cap or 
the postural kink 4 (Fig 4). 

The Rokitansky-Aschoff sinuses associated 
with the hyperplastic cholecystoses may predis¬ 
pose to stone formation by stasis and hypercon- 
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Fig 1 

Cholesterolosis: Before (a) and after (b) fatty meal 
stimulus. Multiple fine, granular filling defects seen 
best after the fatty meal stimulus. 



Fig 2 

Cholesterolosis: Fixed filling defects (“polyps ")which 
maintain constant relationship to gallbladder wall in 
supine (a) and erect (b) positions and after stimulation (c). 


centration of bile with a secondary inflammatory 
response. The sinuses may not be appreciated ra¬ 
diographically until after contraction of the gall¬ 
bladder following fatty meal stimulus. 

A separate form of adenomyomatosis is the 
solitary adenomyoma, a fundal lesion with no neo¬ 
plastic potential. When the gallbladder is dis¬ 
tended, the mass is usually extraluminal and thus 


not evident. With contraction of the gallblad¬ 
der, the mass projects into the lumen as a 
rounded intraluminal or intramural filling defect, 
and diverticula may be seen at that time 1 ’ 5 (Fig 
5). 

NEUROMATOSIS is a non-neoplastic pro¬ 
liferation of the nerve fibers of the gallbladder. 
This lesion is quite common and is frequently 
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Fig 3 

Adenomyomatosis: Before stimulation (a) diverticula 
poorly visualized. After stimulation (b) diverticula fill 
with contrast media and are visible (arrow). 



Fig 4 

Hyperplastic cholecystoses (adenomyomatous septum) 
before (a) and after (b) fatty meal stimulus. Note thickness 
of septum and greater contraction of distal loculus than of 
proximal one after stimulation (arrow). 
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Fig 5 

Fundai adenomyoma: Before stimulation (a) defect is 
extraluminal and not seen. After stimulation (b) defect 
becomes intraluminal (arrow). Note also hyperconcentration 

and hyperevacuation. 


associated with other manifestations of the hy¬ 
perplastic cholecystoses. Radiographically, neu¬ 
romatosis is evidenced by hyperexcitability of the 
gallbladder, that is, by an unusually strong con¬ 
tractile response to stimulation. The presence of 
a superimposed neuromatosis probably explains 
the intense pain experienced by many patients 
with cholesterolosis or adenomyomatosis. 1 

RADIOGRAPHIC FINDINGS in the hy¬ 
perplastic cholecystoses are not limited to obser¬ 
vation of the filling defects or diverticula that 
correspond to the morphologic abnormalities. The 
functional radiographic findings due to the path¬ 
ologic physiology involved are similarly striking. 
The mucosal hyperplasia causes an increase in 
the speed and intensity of concentration of con¬ 
trast media: the neural hyperplasia produces an 
acceleration in response to stimuli; and the mus¬ 
cular hyperplasia initiates an exaggerated con¬ 


tractile response leading to rapid and excessive 
evacuation. 1 In more than 80% of patients with 
hyperplastic cholecystoses, the opacified gallblad¬ 
der will be as dense as, or more dense than, 
the adjacent skeletal structures. 1 Frequently the 
hepatic and common bile ducts are visualized 
after the fatty meal. 

Many patients with hyperplastic cholecystoses 
will have biliary calculi which will, to some ex¬ 
tent, confuse the radiographic diagnosis and clin¬ 
ical management of their basic disease. 

CLINICAL MANAGEMENT depends upon 
the presence or absence of biliary calculi and the 
severity of symptoms. The presence of stones 
usually is an indication for a cholecystectomy. 
Hyperplastic cholecystoses producing severe 
symptoms in the absence of stones probably is 
a valid indication for cholecystectomy; it fre¬ 
quently relieves symptoms. 6 Since the hyperplas- 
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tic cholecystoses have no increased malignant 
potential, surgery is not imperative for the mildly 
symptomatic or asymptomatic patient. Although 
the policy of careful observation is well ac¬ 
cepted/ 5 ’ 7 the occasional solitary cholesterol 
polyp may be operated upon since it cannot be 
differentiated with certainty from the true ade¬ 
noma, which may have some potential for malig¬ 
nant degeneration. 2, 8 

Summary 

The hyperplastic cholecystoses are a group of 
gallbladder conditions that are proliferative and 
degenerative rather than inflammatory or neo¬ 
plastic. They are a manifestation of overwork or 
premature senescence of gallbladder tissue. The 
hyperplastic cholecystoses most commonly en¬ 
countered are cholesterolosis, adenomyomatosis, 
and neuromatosis. 

Radiographically, they are characterized by 
fixed, small filling defects, diverticula formation, 
or fundal defects in association with the func¬ 


tional triad of hyperconcentration, hyperexcita- 
bilitv, and hyperevacuation. 

Clinical management depends upon the sever¬ 
ity of symptoms and the presence or absence of 
gallstones. The probability of malignant degen¬ 
eration is no higher than for that of a normal 
gallbladder. 
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PKU LAWS, A MODEL FOR THE FUTURE? 


SAMVEL P. BESSMAN, Ml) 

On November 21, 1965, as part of the 75th 
Anniversary Celebration of the Rosewood State 
Hospital, a panel of distinguished scientists con¬ 
sidered biochemical problems in mental retarda¬ 
tion. Dr. George Donnell reviewed studies in 
galactosemia, Dr. Alfred Knudson analyzed vari¬ 
ous genetic aspects of mental retardation, and 
Drs. George Jervis and Mary Efron discussed 
recent developments in diagnosis and treatment 
of phenylketonuria. 

Some questions were raised during the talks 
on phenylketonuria and the question period after¬ 
wards tended to emphasize the growing misgiv¬ 
ings of the medical community concerning this 
disease. 

1. What evidence do we have that excess 
phenylalanine causes the mental retardation in 
phenylketonuria ? 

2. What evidence do we have that a child born 
with a high content of phenylalanine in his blood 
will be mentally retarded if he is not treated? 

3. What are the blood test values to be desig¬ 
nated as positive or negative for potential mental 
retardation? Dr. Efron suggested 20 mg% of 
phenylalanine as the lower limit of positive diag¬ 
nosis, but Dr. Jervis and others mentioned lower 
and less exact standards, because there are no 
clear data. 

4. What are the social implications for a family 
which is told that its child is potentially mentally 
retarded ? 

5. How effective is the restrictive diet in pre¬ 
venting mental retardation ? 

There are at present no unequivocal, or even 
scientifically valid answers to any of these ques- 


Testing of children at, or shortly after, birth for 
mental retardation is a desirable objective if the 
test is reliable, and the therapy is not implied by 
law, and if we can be confident that no injury 
is done to children who are mistakenly diagnosed, 
tions, yet the public has been convinced that 
solid proof exists, and, on the basis of this im¬ 
pression, about 32 states have passed legislation, 
in most cases compelling evaluation of children 
by some chemical test. 

The testing of children at, or shortly after, birth 
for mental retardation is a desirable objective if 
the test is reliable, and the therapy is not implied 
by law, and if we can be confident that no injury 
is done to children who are mistakenly diagnosed. 

Unfortunately, at the present time it is not 
clear that any of these conditions are fulfilled. 
There is no assurance that a child who is born 
with a high blood phenylalanine will continue to 
have this high level throughout life. Both Dr. 
Efron and Dr. Jervis reported early variable and 
falling levels in a large number of children. The 
validity of the blood phenylalanine level as a 
gauge of the degree of mental retardation is very 
poor, and more and more children with normal 
mentality are being found who have had high 
blood phenylalanine levels throughout life. The 
numerical values obtained by different tests differ, 
the quality of the laboratories varies remarkably, 
and there is no consensus about what blood con¬ 
tent of phenylalanine is diagnostic bv any test. 
The only defensible statement which could be 
made at the present time would be: 

This child was found to have a large amount of 
phenylalanine in its blood by two different tests. 
Phenylalanine might cause mental retardation because 
it is found in excess in the blood of G of 1% of 
mentally retarded children. Animal experiments may or 
may not show that phenylalanine is toxic for they are 


Reprinted from Current Medical Digest, March, 1966. 
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not conclusive. If we deprive this child of phenylalanine 
to the extent that his blood content drops to a range 
which we have not yet determined or agreed upon, we 
hope we can get information that we have prevented 
the mental retardation which the child may or may not 
get if he is not treated. 

The most unusual aspect of the new laws is 
the legal assumption of the relation between a 
chemical test and the psychologic diagnosis of 
mental retardation. This would be serious if it 
were simply a problem of phenylketonuria, which 
is rare in itself, and only a minor cause of mental 
retardation. It becomes grave in its import when 
we note that the phenylketonuria programs are 
being offered as a model of legislation relating 
to many, if not all, forms of retardation “de¬ 
tectable” at birth. 

Proponents of the mass testing programs claim 
that they will lead to new knowledge. As they 
are now constituted, PKU testing and treatment 
programs are unlikely to yield data of scientfic 
value. If we deprive all children found with ex¬ 
cessive amounts of one amino acid or other then 
we shall have no knowledge of the course or 
natural history of disease. We shall claim “cures” 
for diseases which may never have occurred. 

Doctors do not dare to withhold deprivation 
therapy unless they see severe growth failure or 
other clear evidence of immediate danger. The 
recent judgment obtained against those who did 
not diagnose and “treat” phenylketonuria is a 
case in point. 

Surely, the poliovirus vaccines were far better 
documented and the prize far greater, but the 
approach has been more deliberate. Millions of 
children were tested and results were compared 
in many countries. There is still no law about 
polio. Much more is known about the biologic 
basis of heart disease and kidney disease in chil¬ 
dren than is known about the chemical mechan¬ 
ism of mental retardation, but no legislation has 
been proposed. 

There are two general types of medical legis¬ 
lation—one is the attack on the financial prob¬ 
lems of medicine, as exemplified by Medicare. 
The second is the crystallization into law of 
criteria for diagnosis and implication of therapy, 
such as the PKU laws. 

It is important in the months ahead, as the 
drive for federal legislation gains momentum, 
that we sit back for a moment to weigh the con¬ 
sequences of premature action, both to the child 
and to society. 


146 


Maryland State Medical Journal 






An eminent role in 
medical practice 

• Clinicians throughout the world con¬ 
sider meprobamate a therapeutic 
standard in the management of anxi¬ 
ety and tension. 

• The high safety-efficacy ratio of 
‘Miltown’ has been demonstrated by 
more than a decade of clinical use. 


Indications: Meprobamate is effective 
in relief of anxiety and tension states. 
Also as adjunctive therapy when anxi¬ 
ety may be a causative or otherwise 
disturbing factor. Although not a hyp¬ 
notic, meprobamate fosters normal 
sleep through both its anti-anxiety and 
muscle-relaxant properties. 
Contraindications: Previous allergic or 
idiosyncratic reactions to meprobamate 
or meprobamate-containing drugs. 
Precautions: Careful supervision of 
dose and amounts prescribed is advised. 
Consider possibility of dependence, 
particularly in patients with history of 
drug or alcohol addiction; withdraw 
gradually after use for weeks or months 
at excessive dosage. Abrupt withdrawal 
may precipitate recurrence of pre-exist¬ 
ing symptoms, or withdrawal reactions 
including, rarely, epileptiform seizures. 
Should meprobamate cause drowsiness 
or visual disturbances, the dose should 
be reduced and operation of motor ve¬ 
hicles or machinery or other activity re¬ 
quiring alertness should be avoided if 
these symptoms are present. Effects of 
excessive alcohol may possibly be in¬ 
creased by meprobamate. Grand mal 
seizures may be precipitated in persons 
suffering from both grand and petit 
mal. Prescribe cautiously and in small 
quantities to patients with suicidal tend¬ 
encies. 

Side effects: Drowsiness may occur 
and, rarely, ataxia, usually controlled 
by decreasing the dose. Allergic or idio¬ 
syncratic reactions are rare, generally 
developing after one to four doses. 


Mild reactions are characterized by an 
urticarial or erythematous, maculopap- 
ular rash. Acute nonthrombocytopenic 
purpura with peripheral edema and 
fever, transient leukopenia, and a single 
case of fatal bullous dermatitis after ad¬ 
ministration of meprobamate and pred¬ 
nisolone havebeenreported. More severe 
and very rare cases of hypersensitivity 
may produce fever, chills, fainting spells, 
angioneurotic edema, bronchial spasms, 
hypotensive crises (1 fatal case), anuria, 
anaphylaxis, stomatitis and proctitis. 
Treatment should be symptomatic in 
such cases, and the drug should not be 
reinstituted. Isolated cases of agran¬ 
ulocytosis, thrombocytopenic purpura, 
and a single fatal instance of aplastic 
anemia have been reported, but only 
when other drugs known to elicit these 
conditions were given concomitantly. 
Fast EEG activity has been reported, 
usually after excessive meprobamate 
dosage. Suicidal attempts may produce 
lethargy, stupor, ataxia, coma, shock, 
vasomotor and respiratory collapse. 
Usual adult dosage: One or two 400 
mg. tablets three times daily. Doses 
above 2400 mg. daily are not recom¬ 
mended. 

Supplied: ‘Miltown’ (meprobamate) is 
available in two strengths: 400 mg. 
scored tablets and 200 mg. coated tab¬ 
lets. ‘Meprotabs’ (meprobamate) is 
available as 400 mg. white, coated, un¬ 
marked tablets. Before prescribing, con¬ 
sult package circular. 

JW* WALLACE LABORATORIES 

\krvCranbury, N.J. CM-7814 


Miltown” 

(meprobamate) 








Prompt, professional service 24 hours 
a day, every day! A complete line of 
hospital beds, wheelchairs, traction 
equipment, oxygen, crutches, walkers, 
commodes, lamps, whirlpools —every¬ 
thing to help patients get well faster. 

359-3400 

6316 Reisterstown Road 
Baltimore 

J 



THE 

MOUNT VERNON 
MEDICAL BUILDING 

St. Paul St. at Mt. Vernon Place 

This will be Baltimore’s newest, most modern 
downtown medical building in 40 years . . . 
specifically planned and designed for the 
medical profession . . . featuring utility instal¬ 
lations and office layout to meet your in¬ 
dividual requirements. 

Occupancy This Winter 

Inquiries Cordially Invited 

Contact L. F. Bond 

GEISENDAFFER REALTY CO. 

2 E. Lexington St., Baltimore, Md. 21202 
LE 9-0368 MU 5-8161 


60 YEARS OF FRIENDLY SERVICE 



WHERE YOU SAVE DOES MAKE A DIFFERENCE 
DIRECT REDUCTION HOME LOANS 

Hours 9 A.M. to 2 P.M. Daily 
Tuesday Evenings 7 to 9 

355-9300 

PATAPSCO AVENUE & FOURTH STREET 

Baltimore, Maryland, 21225 


148 


Maryland State Medical Journal 
































Highlights 

Laboratory Accreditation 

The Bureau of Laboratories has been notified 
of the laboratory’s accreditation by the College 
of American Pathologists, a professional society 
which conducts the only nationwide program for 
inspecting and accrediting clinical laboratories. 
Evaluation is made only when a laboratory is 
headed by a physician. To date this recognition 
has been given to only one other state health de¬ 
partment laboratory. In order to receive accredi¬ 
tation, the laboratory submitted detailed informa¬ 
tion in response to a questionnaire; this was fol¬ 
lowed by an extensive review of all aspects of the 
laboratory’s operations by a pathologist from a 
large District of Columbia hospital. 

Dental Service for Handicapped 

Implementation of a federally financed dental 
service for inpatients and outpatients at Kernan 
Hospital soon will be effected. Two dentists 
have been employed for two half days weekly; 
both have had excellent experience in remedial 
dentistry for physically and mentally handicapped 
children. A clerical-dental assistant is being 
sought to work three days a week. 

Start of the project is pending the purchase of 
necessary specialized dental equipment and some 
structural changes in the hospital in which the 
dental facility is established. 

Health Referrals for Military Rejectees 

The Department is conducting a federally fi¬ 
nanced program to provide health referrals for 
young men who are medically disqualified for in¬ 


duction into the Armed Forces. A Health De¬ 
partment counselor informs the military rejectees 
of the examining physicians’ diagnoses and en¬ 
deavors to see that they are evaluated by their 
own private physicians, rather than through var¬ 
ious local health facilities, in order to maintain 
the continuity of doctor-patient relationships. If 
necessary, referral to local health resources is 
suggested for rejectees who do not have private 
physicians, who do not understand the nature of 
their health problems, or who do not realize the 
importance of seeking necessary treatment or 
medical advice. 

In a direct mailing and through the Maryland 
State Medical Journal, the Department is re¬ 
questing private physicians who are consulted by 
the military rejectees to relay information needed 
for the compilation of statistics and the evalua¬ 
tion of the program’s effectiveness. All informa¬ 
tion on individual cases will be considered confi¬ 
dential. 

Chronic Disease Hospitals 

Francis J. Borges, MD, a senior member of the 
University of Maryland Medical School faculty, 
has accepted the position of chief of medical and 
professional services at Montebello State Hospi¬ 
tal. He will be responsible for patient care, 
teaching programs for residents and medical stu¬ 
dents, and research activities. It is hoped that the 
residency program at Montebello can begin on 
September 1, 1966. 

A contract has been signed between Monte¬ 
bello State Hospital and the University of Mary¬ 
land School of Nursing, providing for use of fa¬ 
cilities at Montebello for teaching all aspects of 
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TONGUE, BROOKS & COMPANY 

FOR YOUR BEST ADVICE ON 

professional 
liability 


• BETTER SERVICE 


• THE ONE POLICY APPROVED BY 

THE MEDICAL AND CHIRURGICAL FACULTY 


• LESS RED TAPE 


TONGUE, BROOKS & COMPANY 

213 St. Paul Place • Baltimore, Maryland 2120 
SA. 7 7171 



Call or write 
for information 


Plan that DREAM VACATION nozc 

Dreaming of a trip to far-away places? or an interesting holiday nearer 
home? Do it the easy way ... let us assume the responsibility for your 
tickets, reservations, accommodations. 

* FALL & WINTER BOOKINGS NOW * 

TRAVEL SERVICES, Inc. 

306 North Charles St. Baltimore, Md. 

PL 2-2122 


chronic disease nursing to nursing personnel in 
training at the University. 

Industrial Health 

Personnel from the Division of Occupational 
Health cooperated with the Prince George’s 


County Health Department in the investigation 
of a case of poisoning by cadmium oxide fumes. 
Work was being done in a small, unventilated 
room in the back of a gun shop, and the expo¬ 
sure occurred while the sights were mounted on 
rifle barrels using cadmium bearing silver solder. 
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PENTID-SULFAS FOR SYRUP 

SQUIBB BUFFERED PENICILUN POWDER WITH 
SUIFADIAZIHE,SUIFAMETHA3NE, AND SUIFAMERAZINE 


the fruit punch 
that packs a wallop 


0 


Pentid-Sulfas for Syrup is a real knock-out when it 
comes to good taste. And, with a single prescrip¬ 
tion, you provide an anti-infective that combats 
both gram-positive and gram-negative bacteria. 
Notable for its economy, Pentid-Sulfas for Syrup is 
everybody’s choice, patient, parent and physician. 

Contraindications: Contraindicated in patients sensitive to 
sulfa or penicillin, pregnant females at term, premature in¬ 
fants, newborns during first week of life. Precautions: Watch 
for hypersensitivity reactions and overgrowth of nonsuscep- 
tible organisms. Observe usual precautions for sulfonamide 
therapy: adequate fluid intake; force fluids if urine volume is 
low; maintain urinary pH of 7 or higher; use only after critical 
appraisal in patients with liver or renal damage, urinary ob¬ 
struction, blood dyscrasias. Adverse Reactions: Anaphylactoid 


shock (rare), G.l. disturbances, hepatitis, pancreatitis, 
blood dyscrasias, neuropathy, drug fever, urticaria, pur¬ 
pura, hematuria, crystalluria, conjunctival and scleral 
varicula, petechiae may occur. Dosage: Daily pediatric dos¬ 
age should supply 65-100 mg. trisulfapyrimidines per 
pound body weight in divided doses q. 4 to 6 h. Supply: 
Pentid-Sulfas for Syrup when prepared, provides 80 cc. (16 
doses) or 150 cc. (30 doses) of fruit-flavored syrup provid¬ 
ing in each 5 cc. teaspoonful 125 mg. (200,000 u.) potas¬ 
sium penicillin G and 167 mg. each of sulfadiazine, sulfa¬ 
methazine, and sulfamerazine. 

Now . . . NEW PENTID® ‘400’-SULFAS FOR SYRUP (buffered 
penicillin powder with sulfadiazine, sulfamethazine, and sulfa¬ 
merazine each 5 cc. providing 250 mg. [400,000 units] potas¬ 
sium penicillin G and 167 mg. each of sulfadiazine, sulfa¬ 
methazine, and sulfamerazine). Available in 16-dose (80 cc.) 
and 30-dose (150 cc.) bottles. 

For full information, see Product Brief. 


Squibb 



Squibb Quality-the Priceless Ingredient 
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Cars 
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Service! 
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1028 YORK RD., T0WS0N 
OPEN NIGHTS, 828-0010 

(Just Oft Beltway Exit 26 South) 


Builders of 

NORTH CHARLES 
GENERAL HOSPITAL 


Frank F. Favazza 

and SUN, Inc. 

General Contractors 

BUILDERS OF FINE INSTITUTIONAL, 
COMMERCIAL AND INDUSTRIAL BUILDINGS 

"Builders with Integrity” 

BALTIMORE, MD. NO 7-7809 
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Open 9:00 to 6:00 Member of MAC 

and Charge-it 

914-916 Cathedral St. LE 9-0662 

Baltimore, Md. SA 7-9157 


152 


Maryland State Medical Journal 





































BALTIMORE CITY HEALTH DEPARTMENT 

ROBERT E. FARBER, M.D., M.P.H. 

COMMISSIONER 

American Building, Baltimore and South Streets 752-2000: Extension 307 

Baltimore, Maryland 21202 


Learn To Do Your Part In The Prevention Of Disease 


Rabies Control 


In the recent Vaccination Days for Dogs, con¬ 
ducted on May 15 and May 22, 20,479 canines 
received anti-rabies vaccine in the Baltimore met¬ 
ropolitan area. In Baltimore City, 6,009 animals 
were protected. 

The rabies control program was a coordinated 
project of the Maryland Veterinary Medical As¬ 
sociation, the Maryland State Department of 
Health, and the local health departments of Balti¬ 
more City, Anne Arundel, Baltimore, Carroll, 
Harford, and Howard counties. In view of peri¬ 
odic reports of rabid animals in Maryland, the 
possibility of having a human case is always pres¬ 
ent. Physicians are reminded that all cases of dog 
bite or other animal bites are to he reported to the 
Baltimore City Health Department, telephone 752- 
2000, extension 312. 

Mr. Sachs Promoted 

Mr. C. Edward Sachs has been promoted to 
director of the Bureau of Environmental Hygiene 
in the Baltimore City Health Department. He 
will supervise the activities of the Division of 
Community Sanitation and the Division of Rodent 
Control. This administrative position has been 
vacant since the death of Mr. George O. Motry 
on November 4, 1965. 

Mr. Sachs, a native of Baltimore, attended Bal¬ 
timore schools and graduated from the Johns 
Hopkins University, where he engaged in both 
pre-medical and civil engineering studies. In 1943 
he became a senior sanitary inspector in the Divi¬ 
sion of Housing, then a subdivision of the Bureau 
of Environmental Hygiene. After a year’s mili¬ 
tary service in 1945 and 1946 as an administrative 


specialist in the U.S. Army Air Force, he re¬ 
turned to the Bureau of Environmental Hygiene 
as sanitarian. 

In 1952 Mr. Sachs transferred to the Bureau 
of Industrial Hygiene and in 1956 was promoted 
to chief of the Division of Industrial Hygiene 
Investigations. Later, after successive advance¬ 
ments, he became principal public health engineer 
in the Division of Air Pollution Control, where 
he was responsible for supervising the air pollu¬ 
tion control work of the department. 

Mr. Sachs performed important work in air 
pollution surveys before the Harbor Tunnel was 
built and more recently has assisted in the plan¬ 
ning and conduct of the Metropolitan Air Quality 
Survey Program now in progress. He is a mem¬ 
ber of the National Association of Santitarians, 
the National Air Pollution Control Association, 
the American Association of Sanitarians, and the 
Maryland Public Health Association. 

Robert E. Farber, MD 
Commissioner of Health 
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Many 
anxious 
patients 
need more 
than just 
calming. 

Stelazine' 

brand of trifluoperazine 

offers 

tranquilization 


Sedative or muscle relaxant-type tranquilizers are often all that's 
needed for patients with temporary situational anxiety. But in 
the many patients whose anxiety presents a continuing problem 
these agents are limited by their generalized dulling effects. 
'Stelazine' can attack anxiety directly without producing 
annoying dulling effects. On 'Stelazine', patients can react 
more normally to day-to-day stress yet remain alert, able to 
carry on their normal activities. 

Contraindicated in comatose or greatly depressed states due to CNS depressants 
and in cases of existing blood dyscrasias, bone marrow depression and pre-existing 
liver damage. Principal side effects, usually dose related, may include mild skin 
reaction, dry mouth, insomnia, fatigue, drowsiness, dizziness and neuromuscular 
(extrapyramidal) reactions. Muscular weakness, anorexia, rash, lactation and 
blurred vision may also be observed. Blood dyscrasias and jaundice have been 
extremely rare. Use with caution in patients with impaired cardiovascular systems. 
Before prescribing, see SK&F product Prescribing Information. 


Smith Kline & French Laboratories. Philadelphia 
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A Report to the 15 Southern States 


The southern states* have made substantial 
progress in recent years in providing improved 
hospital services for their mentally ill; yet they 
still lag appreciably behind the rest of the United 
States, according to statistics published by the 
Office of Biometry of the National Institute of 
Mental Health. 

Total hospital maintenance expenditures by 


figure. However, since comparable changes have 
occurred in the other 35 states, the South’s rela¬ 
tive position has remained essentially unchanged. 
In fact, the South’s daily average in 1965 of 
$4.96 was exceeded by at least 10% by each of 
the other 35 states. Available statistics indicate 
similar variations in the facilities for the mentally 
retarded. 


Average Daily Per 

15 Southern 

Rest of 

Percent 

Patient Expenditure 

States 

United States 

Difference 

1956 

$2.37 

$3.53 

-32.7 

1959 

3.11 

4.66 

-33.3 

1962 

3.91 

5.91 

-33.8 

1965 

4.96 

7.30 

-32.1 

Number of Employees 




For Every 100 Patients 




1956 

23.6 

28.9 

-18.3 

1959 

26.9 

33.9 

-20.5 

1952 

31.4 

37.8 

-16.9 

1965 

37.1 

43.2 

-14.1 


the 15 states nearly doubled in this nine-year 
period (from $110,000,000 in 1956 to $215,000,- 
000 in 1965), and average daily per patient ex¬ 
penditures are now more than twice the 1956 

^Alabama, Arkansas, Florida, Georgia, Kentucky, 
Louisiana, Maryland, Mississippi, North Carolina, Okla¬ 
homa, South Carolina, Tennessee, Texas, Virginia, and 
West Virginia. 


This disparity does not reflect a lesser interest 
and support for mental hospital programs. Rather, 
it is related to the relatively lower economic level 
of most southern states. Latest figures released 
by the U.S. Department of Commerce indicate 
that per capita income in the South continues to 
be one-fourth lower than in the rest of the United 
States. This in turn has produced lower than 
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average per capita expenditures for all state 
services. 

The South has been characterized as an area 
in transition. Gradual economic and social de¬ 
velopment can he expected to produce in the 
mental health field a concomitant continuation of 
the progress experienced in recent years. How¬ 
ever, unless this is rapidly accelerated, much of 
the South will perpetually lag behind the rest of 
the United States. 

Kurt Gorwitz 
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Banquet Facilities for 
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Open Daily 11 a. m. to 9:30 p. m. 

Closed Saturday and Sunday 
Air-Conditioned Plaza 2-0027 




MANUEL SCHWARTZ 

HEARING REHABILITATION 

802 Medical Arts Bldg. Phone: 685-4898 

BALTIMORE, MARYLAND 21201 

DIAGNOSTIC AUDIOLOGY 
PRESCRIPTION PROSTHESIS 
HEARING AID EVALUATION 
AUDITORY COUNSELING 
CUSTOM EAR MOLDS AND 
AURAL RECONSTRUCTION 
Patients Accepted Upon Medical Referral 
Diagnostic Report Sent 
To Referring Doctor 


Baltimore's most unique dining place 

jfalstaff 
&oom 


-BELVEDERE HOTEL 


• Photo-Offset Printing 

• Letterpress Printing 

• Multigraphing 

• Monocast Letters 

• Multilithing 

• Mimeographing 

• Addressing & Mailing 

• Typing 

• Automatically Typewritten Letters 

Prompt Pick-up 
and Delivery 

MU 5-3232 

D. Stuart Webb 

Advertising Services, Inc. 

306 N. Gay Street 

Baltimore. Md. 21202 
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The accompanying photo was taken during the 
semiannual meeting of the Maryland Association 
of Medical Assistants, which was held at the 
Sheraton-Belvedere Hotel on April 30. 

Jose Martinez, MD, on the left, gave the wel¬ 
coming address. Dr. Martinez is instructor in 
medicine and lecturer in the Department of Pub¬ 
lic Health Administration, Johns Hopkins Uni¬ 
versity. He is also consultant in nuclear medi¬ 
cine for the Veterans Administration and asso¬ 
ciate director, Health and Welfare Fund, Amal¬ 
gamated Clothing Workers of America. Dr. Mar¬ 
tinez has given several talks on radioisotopes, 
before both the Maryland and the Washington 
Associations of Medical Assistants. His contri¬ 
butions have been most valuable. 


Raymond Atkins, MD, center, was master of 
ceremonies at the banquet which followed the 
educational seminar. Dr. Atkins is assistant di¬ 
rector of medical education at Church Home and 
Hospital, instructor in surgery and clinical anat¬ 
omy at the University of Maryland, and instruc¬ 
tor in the Outpatient Vascular Clinic, Johns Hop¬ 
kins Hospital. He taught a class in anatomy and 
physiology for the medical assistants last year, 
which added much to the educational background 
of those attending. This course was particularly 
helpful to those members who took the examina¬ 
tion for Certified Medical Assistant in June. 

Dr. Atkins was appointed advisor to the Mary¬ 
land Association of Medical Assistants for 1966 
and 1967 by the Medical and Chirurgical 
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Faculty of Maryland. His term of office began at 
the meeting on April 30. The entire membership 
appreciates his willingness to accept this re¬ 
sponsibility. 

Jack Zimmerman, MD, on the right, was a 
speaker during the afternoon seminar. His subject 
was “Cardiac Pacemakers.” Dr. Zimmerman is 
chief of surgery and director of medical education 
at Church Home and Hospital and associate pro¬ 
fessor of surgery at Johns Hopkins University. 
I)r. Zimmerman also has contributed to our meet¬ 
ings by acting as master of ceremonies at the ban¬ 
quet and installation ceremonies of the Balti¬ 
more City chapter of Medical Assistants on 
“Bosses’ Night” in January. His ready wit makes 
him an ever-welcome addition to our gatherings. 

Eleanor Scott, MD, chief of obstetrics at Church 
Home and Hospital, gave a most illuminating 
talk on “The Use of the Vacuum Extractor in 
Obstetrics.” This is a fairly new development, 
and Dr. Scott’s talk was particularly interesting to 
the many obstetric assistants in the audience. 

Mr. Jerome Wilkenfeld, of the Hooker Chemi¬ 
cal Corporation in Niagara Falls, NY, spoke on 
“Air Pollution,” a topic of timely interest. 

Captain Frank Voris, of the Medical Corps, 
U. S. Navy, gave a fascinating glimpse into the 
future of medicine through his work with space 
medicine and the medical programs connected with 
our astronauts and space explorations. He showed 
three memorable films, one of the “Walk in 
Space” and two official films of the NASA show¬ 
ing the Rendevouz in Space and the aborted 
Agena flight. 

After the banquet, an installation ceremony for 
new officers was held. Officers are: president. 
Miss Betty Fern, secretary for Dr. Harry Kel- 
menson ; president-elect, Mrs. Nell Chaney, secre¬ 
tary for Dr. Jack Zimmerman; secretary, Mrs. 
Lottie Wolfson, secretary to Dr. A. Cole; treas¬ 
urer, Mr. John Komber, laboratory technologist 
for Dr. Henry Wollenweber. 

Russell Fisher, MD, past advisor of the 
MAMA, initiated a standing ovation for the 
retiring president, Mrs. Katherine Kousouris, 
secretary for Dr. Charles Doeller. Under her 
leadership, many changes and gains in member¬ 
ship were accomplished. 


Bamadex" Sequels 

Contraindications: In hyperexcitability and in agi¬ 
tated prepsychotic states. Previous allergic or 
idiosyncratic reactions. 

Precautions: Use with caution in patients hyper¬ 
sensitive to sympathomimetic compounds, who 
have coronary or cardiovascular disease, or are 
severely hypertensive. 

Dextro-amphetamine sulfate: Use by unstable in¬ 
dividuals may result in psychological dependence. 

Meprobamate: Careful supervision of dose and 
amounts prescribed is advised; especially for pa¬ 
tients with known propensity for taking excessive 
quantities of drugs. Excessive and prolonged use 
in susceptible persons, e.g. alcoholics, former ad¬ 
dicts, and other severe psychoneurotics, has been 
reported to result in dependence. Where excessive 
dosage has continued for weeks or months, re¬ 
duce dosage gradually. Sudden withdrawal may 
precipitate recurrence of pre-existing symptoms 
such as anxiety, anorexia, or insomnia; or with¬ 
drawal reactions such as vomiting, ataxia, trem¬ 
ors, muscle twitching and, rarely, epileptiform 
seizures. Should meprobamate cause drowsiness 
or visual disturbances, reduce dose—operation of 
motor vehicles, machinery or other activity re¬ 
quiring alertness should be avoided. Effects of 
excessive alcohol consumption may be increased 
by meprobamate. Appropriate caution is recom¬ 
mended with patients prone to excessive drinking. 
In patients prone to both petit and grand mal 
epilepsy meprobamate may precipitate grand mal 
attacks. Prescribe cautiously and in small quanti¬ 
ties to patients with suicidal tendencies. * 

Side Effects: Overstimulation of the central nerv¬ 
ous system, jitteriness and insomnia or drowsiness. 

Dextro-amphetamine sulfate: Insomnia, excita¬ 
bility, and increased motor activity are common 
and ordinarily mild side effects. Confusion, anx¬ 
iety, aggressiveness, increased libido, and halluci¬ 
nations have also been observed, especially in 
mentally ill patients. Rebound fatigue and de¬ 
pression may follow central stimulation. Other 
effects may include dry mouth, anorexia, nausea, 
vomiting, diarrhea, and increased cardiovascular 
reactivity. 

Meprobamate: Drowsiness may occur and can be 
associated with ataxia, the symptom can usually 
be controlled by decreasing the dose, or by con¬ 
comitant administration of central stimulants. 
Allergic or idiosyncratic reactions: maculopapu- 
lar rash, acute nonthrombocytopenic purpura 
with petechiae, ecchymoses, peripheral edema 
and fever, transient leukopenia. A case of fatal 
bullous dermatitis, following administration of 
meprobamate and prednisolone, has been re¬ 
ported. Hypersensitivity has produced fever, 
fainting spells, angioneurotic edema, bronchial 
spasms, hypotensive crises (1 fatal case), anuria, 
stomatitis, proctitis (1 case), anaphylaxis, agranu¬ 
locytosis and thrombocytopenic purpura, and a 
fatal instance of aplastic anemia, but only when 
other drugs known to elicit these conditions were 
given concomitantly. Fast EEG activity, usually 
after excessive dosage. Impairment of visual ac¬ 
commodation. Massive overdosage may produce 
drowsiness, lethargy, stupor, ataxia, coma, shock, 
vasomotor, and respiratory collapse. 
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First aid for a Second aid for a 

button popper button popper 


Bamadex Sequels' 

d-amphetamine sulfate (15 mg.) Sustained Release Capsules 
and meprobamate (300 mg.) 


By providing combined anorexigenic-tranquilizing action, BAMADEX SEQUELS 
Capsules help your nonshrinking patients to establish new patterns of eating less. 
The amphetamine component suppresses the appetite, while the meprobamate 
helps allay nervousness and tension. And for most patients, the sustained release 
of the active ingredients makes possible convenient one-capsule-a-day dosage. 


LEDERLE LABORATORIES • A Division of American Cyanamid Company, Pearl River, New York 
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CLASSIFIED ADVERTISING 

Effective May 1, 1963 

$1.50 per line per insertion 

Count seven average words to each line. 
Add one line if box number is desired. 

MARYLAND STATE MEDICAL JOURNAL 

1211 Cathedral St., Baltimore, Md. 21201 


PRACTICES FOR SALE OR RENT 


RETIRING GENERAL PRACTITIONER wishes to turn over his 
practice to competent physician willing to work for a very 
competent return. Well established practice in Hagerstown, 
Maryland, a city of 50,000 people, prosperous, convenient, 
well-located in beautiful country. Approximately one hour 
from Baltimore, Washington, Harrisburg, Pa. Excellent hos¬ 
pital facilities with hospital privileges to qualified physi¬ 
cian. Wonderful atmosphere in which to work. Earn an 
excellent livelihood while you serve. Phone RE9-0626. 7 


PEDIATRIC PRACTICE—Excellent opportunity. Take over busy 
practice of physician recently deceased. Excellent location 
in college town convenient to Washington and Baltimore. 
Contact Mrs. T. A. Christensen, 6905 Baltimore Blvd, Col¬ 
lege Park, Md 20740. 7 


OFFICES FOR SALE OR RENT 


THE ANNAPOLIS PROFESSIONAL BUILDING—New profes¬ 
sional building to be completed in the middle of September. 
Brick colonial structure with parking facilities. Near stadium, 
only three minutes from the heart of Annapolis. Terrace 
level vacancy of 800 to 1,000 square feet. The address is 
1 07 Annapolis St. 

This beautiful air conditioned space will rent for $3.50 
per square foot per year. Will finish to your specification 
except where extraordinary needs are required. 

For further information call between 9 A.M. and 5 P.M. 
except Thursdays. Mrs. Joyce Ciampaglio, BEImont 5-8650. 


Let us put you behind the wheel 
of a dazzling , luxury-packed 

OLDSMOBILE 

TORONADO 

as low as $3600 

with $375 down 

"Where QUALITY is the key to SATISFACTION ” 

Stu Berger’s 

TOWSON OLDSMOBILE 

717 YORK RD. PHONE: 828-8800 

Just four blocks south of Beltway Exit 26 


MEDICAL 
OPPORTUNITIES 
with a growing 

PHARMACEUTICAL 
ORGANIZATION 

In addition to liberal 
company benefits these 
positions offer suburban 
living at its best in con¬ 
venient North Jersey, just 
30 miles from N. Y. C. 
served by fine schools 
and close to all recrea¬ 
tional and educational fa¬ 
cilities. 

Send resume and salary 
requirements in 
confidence, to 

Box #43, Maryland State 
Medical Journal 


Call us for 

• EXPERT EVALUATION of Medi¬ 
cal Equipment and Doctors’ 
Estates 

• WE BUY & SELL all types of 
used Medical Equipment 

Prices based on current 
market value 

• NIKON MICROSCOPES— 

Sales and Service 

INTERSTATE 

MEDICAL SUPPLY CO. 

1023 Cathedral St. 
BALTIMORE, MD. 21201 

SA 7-5594 


HOUSE HUNTING? 

A. S. K. Computer locates the 
house of your dreams in seconds! 

NO CHARGE NO OBLIGATION 

ubancUd £. Q'lemynU'i Realty, 9nc. 

305 E. Joppa Rd. VA 5-6400 

TOWSON, MD. 21204 





Immediate opportunities 
for MD’s now exist in the 1 
following areas 

■ MEDICAL 

SERVICE 

Involves liaison with phar¬ 
macology-clinical research, 
government agencies and 
the advertising-marketing de¬ 
partments involved in the 
preparation of medical lit¬ 
erature and review of adver¬ 
tising material. (Travel) lim¬ 
ited to U.S. 30% of the 
time. -g: 

■ CLINICAL 
RESEARCH 

Position of responsibility in¬ 
volves establishing and su¬ 
pervising the clinical trials of jig 
new drugs, analysis of re¬ 
sults and preparation of re¬ 
ports. (Travel) within the U.S. 
20% of the time. 
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The discomforts of 

DIARRHEA 
MUCOUS COLITIS 
DIVERTICULITIS 
SPASTIC URETERITIS 
BLADDER SPASM 

are relieved by 

direct musculotropic action 

with . 


■ .w . 

Irocinate 

BRAND THIPHENAMIL HC1 


Available in 100 milligram pink sugar- 
coated tablets. 

The high therapeutic index permits dos¬ 
age sufficient to relieve spasm promptly. 
The usual initial dose is 4 tablets. Main¬ 
tenance dosage is usually one or two 
tablets 4 times a day. 


Irocinate 


4hd THIPHENAMIL HC1 

BETA-DIETHYLAMlNOETHYL DIPHENYLTHIOACETATE HYDROCHLORIDE 

Directly relaxes smooth muscle spasm 
Combats hypermotility 
Non-mydriatic, may be used in glaucoma 

Trocinate (Thiphenamil HCI) has been found 
in three clinical studies. (J. Mo. Med. Assoc., 
48:685-6; Med. Rec. & Annals, 43:1104-6; J. 
Urol., 73:487-93), to be effective and to be vir¬ 
tually free of side-effects. Fifteen years of wide 
clinical usage has affirmed the safety and effec¬ 
tiveness of Trocinate. 


DISPENSED IN BOTTLES OF 

100, 250 AND 2000 TABLETS 
Literature and samples sent upon request 

WM. P. POYTHRESS & CO., INC. 
RICHMOND, VIRGINIA 

Manufacturers of ethical pharmaceuticals since 1856 



OFFICERS OF 

THE MEDICAL AND CHIRURGICAL FACULTY 

President: J. Morris Reese, MD 
President-elect: Richard D. Bauer, MD 
First Vice President: Everett S. Diggs, MD 
Second Vice President: Henry A. Briele, MD 
Third Vice President: John P. Haberlin, MD 
Secretary: William A. Pillsbury, MD 
Treasurer: Karl F. Mech, MD 

COUNCILORS: 

Western District 
Archie R. Cohen, MD—1969 
Henry V. Chase, MD—1969 

Centra! District 
John F. Schaefer, MD—1967 
William Carl Ebeling, MD—1967 
Fayne A. Kayser, MD—1967 
Richard Norment, III, MD—1967 
J. Arthur Weinberg, MD—1967 
J. Emmett Queen, MD—1968 
Donald Roop, MD—1968 
Harry M. Robinson, Jr., MD—1968 
Robert C. Kimberly, MD—1969 

Eastern District 
Robert W. Farr, MD—1967 
Raymond M. Yow, MD—1968 

Southern District 
Arthur Wooddy, MD—1968 
Manning W. Alden, MD—1969 

South Central District 
Henry P. Laughlin, MD—1967 
William B. Hagan, MD—1969 

Terms of office expire at conclusion 
of annual meeting 

DELEGATES TO THE 
AMERICAN MEDICAL ASSOCIATION 
Russell S. Fisher, MD—1966 
J. Sheldon Eastland, MD—1967 
Robert vL. Campbell, MD—1 968 

ALTERNATES: 

E. I. Baumgartner, MD—1966 
William B. Hagan, MD—1967 
Charles F. O'Donnell, MD—1968 

Terms of office expire at end of calendar year 
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The MISSING LINK in Weight Control 





and now finally 
• • . the neglected factor 


£x-CoMc Wg/w 


wafers 


Not marketed in combination 
with any anorexiant drug, 
since that would limit the 
dosage flexibility of both. 


SUBSTI 


TOTE 


FOR 


fOOO 







Designed for bulk hunger • • . not taxation ! 

EX-CALORIC WAFERS CONTAIN NO LAXATIVE HEMICELLULOSE 


ASCRIPTION: 

rtificially sweetened and flavored. Each wafer contains 453 mg. of these non-nutritive, synthetic hydrophilic colloid bulking 
gents: carboxymethylcellulose 181 mg. and methylcellulose (400 centipoise type) 272 mg. Safe for use by diabetic patients 
laced on a restricted reducing diet. Usual daily intake less than 3 calories per day. 

ACTION: 

x-Caloric Wafers produce such bulk in a part of the alimentary tract as to ordinarily impart a highly satisfactory sense of fullness 
3r those obese patients who complain of an empty feeling ("hollow hunger") when placed on a reducing diet and deprived 
f their between-meal snacks. 

ADMINISTRATION: 

or 4 wafers t.i.d., a.c. or p.c. or mid-morning, mid-afternoon and mid-evening. At least 1 large glass of wafer must be taken 
vith each dose. 

ONTRAINDICATIONS: 

x-Caloric Wafers are completely innocuous and may be administered with impunity in any necessary quantities to all obese 
Patients, including children and, the aged. The only contraindications are acute ulcerative colitis and organic intestinal obstruction. 


^ 'X'"' 



302 SOUTH CENTRAL AVENUE 
BALTIMORE, MARYLAND 21202 


EASTERN RESEARCH LABORATORIES, INC. 

PIONEERS IN MODERN THERAPY ADJUNCTIVE TO THE OBESITY DIETARY 
Samples To Physicians On Request *t. m. Prime. 
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Dilantin 

(diphenylhydantoin) 

PARKE-DAVIS 

27 years of clinical use... 
and still the most 
widely prescribed 
agent of its kind 


Complete information for usage available to 
physicians on request. suut 
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to help restore 
and stabilize th< 
intestinal flora 


Lactinex 





TABLETS & GRANULES 


for fever blisters 
and canker sores 
of herpetic origin 


■■■■■■■■■■■■■I 

LACTINEX contains a standardized viable 
mixed culture of Lactobacillus acidophilus 
and L. bulgaricus with the naturally 
occurring metabolic products produced 
by these organisms. 

LACTINEX was introduced to help 
restore the flora of the intestinal tract 
in infants and adults . 1,2,3,4 


4\ 

#1 


M 

s) 

efences: (1) Siver, R. H.: CMD, 21: 109, September 
?! (2) Frykman, H. H.: Minn. Med., 38: 19-27, 
mry 1955. (3) McGivney, J.: Tex. State Jour. Med., 
/J-18, January 1955. (4) Quehl, T. M.: Jour, of 
lola Acad. Gen. Prac., 15: 15-16, October 1965. (5) 
ftes, D. J.: N.Y, State Jour. Med., 55:2672-2673, 


LACTINEX has also been shown to be 
useful in the treatment of fever 
blisters and canker sores of 
herpetic origin . 5,6,7,8 

No untoward side effects have been 
reported to date. 

Literature on indications and dosage 
available on request. 


HYNSON,WESTCOTT 
& DUNNING, INC. 



(LX03) 


BALTIMORE, MARYLAND 21201 


August 1958. (6) Weekes, D. J.: EENT Digest, 
25:47-59, December 1963. (7) Abbott, P. L.: Jour. Oral 
Surg., Anes., & Hosp. Dental Serv., 310-312, July 1961. 
(8) Rapoport, L. and Levine, W. I.: Oral Surg., Oral 
Med. & Oral Path., 20:591-593, November 1965. 








Winthrop announces 
new 


For peptic ulcer, 
gastric hyperacidity, 
gastritis 

Each WinGel tablet or teaspoon (5 ml.) contains 
410 mg. of combined, highly reactive, short poly¬ 
mer, aluminum and magnesium hydroxides stabi¬ 
lized with hexitol. 

Neutralizes 300 times its active-ingredient weight 
in gastric acid for fast, long-lasting relief 

Gastric or duodenal ulcer, acute or chronic gas¬ 
tritis, gastric hyperacidity...wherever there is “acid 
overflow” new WinGel can provide faster, longer, 
more complete neutralization. 


In recent laboratory comparisons* with eight other 
leading antacids, new WinGel tablets not only 
neutralized more hydrochloric acid per active- 
ingredient weight, but neutralized it faster and 
longer than all other antacids tested. 

Pleasant pink in color, WinGel is delicately mint 
flavored with a smooth-as-cream texture —qualities 
sure to please the patient on long-term therapy. 
New WinGel is also specially formulated to avoid 
constipation or diarrhea. 


® 


ANTACID 
TABLETS 
AND LIQUID 








New WinGel neutralizes 300 times its active-ingredient weight in 0.1 N hydrochloric acid- 
neutralizes more acid faster than other leading antacids 


100 


Rate of 0.1 N hydrochloric acid 
neutralization at pH 3.5 and 
37° with WinGel and eight 
other leading antacid tablets- 
in vitro. Samples equaled the 
weight of tablet material con¬ 
taining 1.0 Gm. active ingre¬ 
dients.* 


♦Hinkel, E. T„ Jr. (New York): 
Data in the files of the Depart¬ 
ment of Medical Research, 
Winthrop Laboratories. 




Dosage: Peptic ulcer or gastritis —from 2 to 4 teaspoons 
of WinGel liquid or 2 to 4 tablets chewed or allowed to dis¬ 
solve in the mouth every two to four hours. Gastric hyper¬ 
acidity— 2 tablets or teaspoons about Vi to one hour after 
meals as needed; children from 7 to 14 years of age, 1 or 
2 tablets or 1 or 2 teaspoons of liquid as needed. 


How Supplied: Liquid in bottles of 8 fl. oz. and 1 pint. 
Tablets in cellophane strips, boxes of 50 and 100. (One tea¬ 
spoon of WinGel liquid is equivalent to one WinGel tablet 
in acid-combining capacity.) WinGel. trademark reg. U.S. Pat. Off. 

Winthrop Laboratories, New York, N.Y. 10016 1 M'/rt/j rop 


Finally — a taste your patients will trul y like 

(10SSM) 
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AN ULTRA-MODERN HOME IN THE SUBURBS 
ON 17 ACRES WITH COUNTRY ATMOSPHERE 


ALL THE COMFORTS OF HOME . . . FOR 


POST OPERATIVE 
DIABETIC 
INVALID 
AGED 

• Occupational and Physical Therapy 

• Beautifully Decorated 

• Large Porches 

• Supervised Diets 

• Reasonable Rates 


CHRONIC 
AMBULATORY 
PARALYTIC 
RETIRED GUESTS 

• Private and Semi-Private Rooms with 

Connecting Complete Bath Rooms 

• Television in Spacious Lounges 

• Beautician Service 

• Patients May Retain Their Own 

Physician 


MEMBER OF 

National Geriatrics Society 
American Nursing Home Assn. 
Maryland Nursing Home Assn. 



ACCREDITED BY THE 
NATIONAL COUNCIL FOR 
THE ACCREDITATION OF 
NURSING HOMES 



KENSINGTON GARDENS SANITARIUM 

A Medical Institution Under the Supervision of Registered Nurses 

ESTABLISHED 1947 LICENSED BY STATE AND COUNTY 

3000 McComas Avenue Kensington, Maryland 

Proprietors-Administrators — 

LILLIAN H. and GEORGE L. BRICKER 

For Further Information 
Phone 


933-0060 or 933-0872 
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So I said, “All right, Raymond, 
if you don’t take your cough medicine this minute, 
I’ll call Doctor Peabody.” 

Controlling the child is sometimes as big a problem as controlling his cough. But with 
most children and with most coughs, the job is usually much easier with one ot these 
effective Novahistine formulas. 

If it’s the useless, exhausting type of cough that often accompanies respiratory infection or 
allergy, you can provide prompt relief with Novahistine DH. Its decongestant-antitussive 
action controls frequency and intensity of cough spasms without abolishing cough reflex. 
And the fresh grape flavor of Novahistine DH appeals to children and adults alike. 

When your diagnosis is bronchitis, complicated by thick tenacious exudates, Novahistine 
Expectorant is particularly useful. It not only provides decongestive action and controls 
the cough, but also encourages expectoration, thus easing bronchial obstruction. 

Use with caution in patients with severe hypertension, diabetes mellitus, hyperthyroidism 
or urinary retention. Ambulatory patients should be advised that drowsiness may result. 
Continuous dosage over an extended period is contraindicated since codeine phosphate 
may cause addiction. 

Each 5 ml. teaspoonful of Novahistine DH contains codeine phosphate, 10 mg. (Warning: 
may be habit forming); phenylephrine hydrochloride, 10 mg.; chlorpheniramine maleate, 
2 mg.; chloroform (approx.), 13.5 mg.; l-menthol, 1 mg. (Alcohol 5%). Each 5 ml. of 
Novahistine Expectorant contains the above ingredients and, in addition, glyceryl 
guaiacolate, 100 mg. 


NOVAHISTINE DH 
NOVAHISTINE* EXPECTORANT 

PITIUAN-MOORE Division ol The Dow Chemical Company, Indianapolis 
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Dependability and Organized Responsibility 


Specializing in the 
fitting of shoes 
for proper foot function 
and comfort 

ACCURATE PRESCRIPTION WORK 

ZIMMERMANN’S 

COMFORTABLE SHOES 
227 W. Saratoga St. Baltimore, Md. 

STORE HOURS 

Monday, Tuesday, Wednesday, Friday 
and Saturday.. .9:30 A.M. to 5:15 P.M. 
Thursday . . . 9:30 A.M. to 8:30 P.M. 


mm FDB NIL!;! 


„ s > 



BUY NOW AND SAVE 

Featuring Styles 
by the 

World’s Famous 


Designer 


Qlecj 

Czassmi 


BALTIMORE, MD. 


225 N. HOWARD ST. 

MARYLAND’S OLDEST 
AND LARGEST FURRIER 

LE 9-4900 



Terrapin 

zA /pi /Maryland 


This charming pin is a faithful replica of the 
world-renowned Chesapeake Bay terrapin. 14K 
yellow gold. Designed and made in our jewelry 
workshop. 

$42.50 

Mail orders invited 




CAPLAN 




231 N. Howard St., Baltimore (MU 5-8800) 
Tidewater Inn, Easton, Md. (TA 2-1553) 



Proudly Announces The Showing 

Of the New 250 S & 250 SE 



MERCEDES-BENZ 


Baltimore 's only Authorized Dealer 
for Sales, Service and Parts 

R. & H. Motors, Inc. 

4810 Belair Rd. 426-9200 
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EXECUTIVE SECRETARY’S NEWSLETTER 
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IT'S NOT 

TOO LATE1 ! 


COMING 

EVENTS 


** TRAFFIC 

SAFETY 


** MEDICAL 

ETHICS 


PLEASE 

TAKE 

NOTE 


It's not too late to make your reservation for the 
Semiannual session on September 9, 1966. Fun 

for all at the Diplomat Motel, Ocean City. If the 
Diplomat can't accommodate you, arrangements 
have been made for your reservation to be sent 
to nearby motels. 

An all-day Seminar on the Medical Aspects of 
Traffic Safety is scheduled for Wednesday, 
October 12, 1966. Gubernatorial candidates, the 

Governor and others have already indicated their 
acceptances to appear on the program. Full 
details will be sent to all members shortly. 

An all-day session on Medical Ethics has also 
been scheduled for Saturday, October 15, at the 
Med-Chi Building. Primarily aimed at residents 
and interns who obtain very little of this during 
their student days, the sessions are open to all 
members . 

Topics will range from "The Ethical, Legal and 
Moral Responsibilities" of physicians to a panel 
which will discuss "On Entering Practice." 

Full details to all members shortly. 

It has been brought to the attention of the Faculty 
office that physicians throughout Maryland are 
being solicited for $58.00 for a "listing in a 
Classified Directory. " 

This company, based in California, operates 
within the confines of the law in all states 
throughout the country. A careful perusal of the 
"invoice" indicates that it is a "solicitation", and 
not a "bill, invoice or renewal". 

Physicians are cautioned against believing that 
this represents an organization officially 
recognized by medical groups. Physicians are 
also cautioned that the Medical Practice Act of 
Maryland prohibits advertising of any sort by 
physicians . 





NEW LABORATORY 
RULES AND 

REGULATIONS 


ANTITRUS T 

INVESTIGATION 


NEWS 

NOTES 


New rules and regulations for laboratories in 
Maryland have been published and are effective 
on October 1, 19 66. 

In essence, certain standards and educational 
qualifications will be required of personnel 
operating such establishments. 

Physicians are reminded of the ethical standards 
established by the Faculty in connection with 
services offered by laboratories. It is our 
understanding that a representative of the U. S. 
Senate Antitrust and Monopoly Committee is 
now conducting an investigation of laboratory 
operations in Maryland to ascertain: 

1. Which, if any, physicians bill for services 
not actually performed in their offices and 
by their own personnel. 

2. Which physicians, if any, have a "contract" 
arrangement with laboratories whereby they 
pay a flat rate per month to the laboratory 
for an unlimited amount of services and, in 
turn, bill the patients for these services. 

3. Physicians who are or have permitted their 
names to be used as a "front” for so-called 
lay lab o rato ries . 

Pediatricians whose names are not on the rolls of 
the Maryland Pediatric Society are urged to con- ; 
tact the current secretary, Clewell Howell, M. D .; 
102 Allegany Ave., Towson 21204. Members of 
this group who have recently moved are also 
asked to advise the Secretary of their new 
addresses. 

John C. Harvey, M.D. , was named Professor 
of Medicine in the Johns Hopkins University on 
July 1. 

New Diplomates of the American Board of Anes- \ 
thesiology include Yavuz V. Kent, M.D., Pikes- 
ville; and George H. Friskey, M.D., Baltimore. 






YOU CAN BE SURE 

DOCTOR 

Your System Also Needs 
Periodic Check-Ups . . . 
Improved routines and 
positive controls 


Accurate diagnosis, your 
full cooperation and our 
continuing supervision 
will assure effective 
control of ALL 
financial matters. 

❖ 

All change is not progress—but 
no progress is ever made 
without change. 

IS YOUR NET WORTH INCREASING EACH YEAR? 

FINANCIAL MANAGEMENT 
CAN HELP YOU 

DIAL 752-5920 


Sessional W/lanagement 

708 Aurora Federal Building 
Baltimore. Md. 21201 


V 

NOT A CURE ALL—BUT 
THE BEST AIDE KNOWN 


G* 


TO SERVE YOU BETTER 
WE ARE MOVING TO A MORE 
SPACIOUS LOCATION 


Opening the week of September 5th 
We invite you to visit us 



Ample free parking 



SURGICAL INSTRUMENT CO., INC. 

2501 Gwynns Falls Parkway at Warwick Ave. 
Phone: 669-9300 Baltimore, Md. 21216 
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Four Of The Nation’s Outstanding, Modern 
Nursing Homes Are Within Your Reach... 



BEL AIRE . . . 5837 Belair Road - CL 4-8800 



BELVEDERE . . . 2525 W. Belvedere Ave. • FO 7-9100 

Conveniently located 1 block from Sinai Hospital. 




Professional Care 
24 Hours A Day 

for the aged, chronically il 
and convalescent 
at Moderate Rates. 


HOUSE IN THE PINES 
NURSING HOMES 


CATONSVILLE ... 16 Fusting Avenue • Rl 7-1800 



EASTON, Md_Rt. 50 & Dutchman’s Lane • TA 2-4000 


Participating in the Maryland Blue Cross 
Senior Citizens Program. 

YOUR INQUIRIES AND 
INSPECTION INVITED 
FREE BROCHURE UPON REQUEST 

Accredited by the Joint Commission for 
the Accreditation of Hospitals 
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MARK THIS IMPORTANT DATE ON YOUR CALENDAR 


September 9—Semiannual meeting. Medical and Chirurgical 
City. 


Faculty of the State of Maryland, Ocean 


THE MARYLAND-DISTRICT OF COLUMBIA 
SOCIETY OF ANESTHESIOLOGISTS 
Annual meeting, Sunday, September 1 8 
U. S. Naval Medical Center, Bethesda 

PROGRAM 

1 :30 PM annual business meeting 

2 PM "PRACTICAL PULMONARY PHYSIOLOGY" 

Sol Katz, MD, chief. Medical Service, Veterans 
Administration Hospital, Washington, DC; pro¬ 
fessor of medicine, Georgetown University 
School of Medicine. 

Peter C. Luchsinger, MD, chief, Cardiopulmon¬ 
ary Physiology Research, Veterans Administra¬ 
tion Hospital, Washington, DC; associate pro¬ 
fessor of medicine, Georgetown University 
School of Medicine. 

Hall G. Canter, MD, assistant chief. Medical 
Service, Veterans Administration Hospital, 
Washington, DC; assistant professor of medi¬ 
cine, Georgetown University School of Medi¬ 
cine. 

Donald P. Schilder, MD, director, Emphysema 
Unit, Veterans Administration Hospital, Wash¬ 
ington, DC. 

4-5 PM cocktails 
5 PM buffet dinner 


MARYLAND STATE DENTAL ASSOCIATION 
September 18-21 
Lord Baltimore Hotel 

Four speakers (one half hour each) will 
talk on timely dental topics each day. In ad¬ 
dition 30 table clinics will be presented. On 
Sunday, September 18, the annual seafood 
dinner party will be held from 1 to 5 PM at 
the Oriole Gun Club. The President’s Recep¬ 
tion and Dance will be held at the Lord Balti¬ 
more Hotel on September 19 from 7:30 PM 
to 1 AM. 


AMERICAN COLLEGE OF PHYSICIANS 
Postgraduate Courses 1966 

The courses run from three to five days and are held 
in cooperation with medical schools and teaching insti¬ 
tutions throughout the United States. The concentrated 
courses are aimed at providing practicing physicians 
with formal instruction in new developments affecting 
the diagnosis and treatment of diseases. The courses 
are part of the College's continuing education program 
to help internists keep their medical knowledge and 
skills current. 

The courses are open to all physicians. However, in 
each case enrollment is limited, and priority is given 
to members of the American College of Physicians. 
September 28-October 1 Advances in Cutaneous Medi¬ 
cine, Mayo Graduate School of Medicine, University 
of Minnesota, Rochester. 

October 3-7 The Care of the Critically III Medical Pa¬ 
tient, State University of New York College of Medi¬ 
cine, Syracuse. 

November 7-11 Endocrine and Metabolic Disorders, The 
State University of New York, Downstate Medical Cen¬ 
ter, Brooklyn. 

November 14-18 Newer Aspects of Experimental and 
Clinical Allergy, Harvard University Medical School, 
Boston. 

November 28-December 2 Progress in Gastroenterology, 
University of Pennsylvania School of Medicine, Phila¬ 
delphia. 

December 5-9 What the Internist Should Know About 
Cancer, College of Physicians and Surgeons of Co¬ 
lumbia University, New York. 

December 14-17 Infectious Diseases, University of Pitts¬ 
burgh School of Medicine and Medical Center. 


SOUTHERN MEDICAL ASSOCIATION 
60th Annual Meeting 

November 14-17, Washington, DC 

Programs with outstanding speaker in each of 
the 22 medical specialties. 
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UNIVERSITY OF MARYLAND SCHOOL OF MEDICINE 

POSTGRADUATE COURSES—1966-67 


#1 BASIC ELECTROCARDIOGRAPHY 
November 10 

Designed with the general practitioner of medicine in mind. 

#2 EYE, EAR, NOSE & THROAT 
December 1 

Presenting the practical problems of these two specialties 
for the general practitioner of medicine. 

#3 NEUROPATHOLOGY FOR PATHOLOGISTS 
December 5-10 

Given at the practical level and including basic neuro¬ 
pathology, trauma, tumors, infections and degenerative 
diseases; surgical neuropathology; the neurological dini- 
copathological conference; and practical drill in cutting, 
blocking, staining, and microscopic study of provided 
specimens. 

#4 SURGICAL PHYSIOLOGY 
December 15 

Preoperative and postoperative physiology, functional de¬ 
rangements, and management of the clinical problems 
commonly presented by the surgical patient will be dis¬ 
cussed. 

#5 ADVANCES IN MEDICAL SCIENCE 
January 11-April 15 
(Wednesdays, 3-5 PM) 

Designed for physicians in practice who wish to keep 
abreast of the important advances in medical science. 
Emphasis is placed on a basic scientific approach to an 
understanding of the more common clinical problems and 
their management. 

#6 DERMATOLOGY 
January 19 

A clinical session in which many dermatologic disorders 
will be seen and examined by the attending physicians, 
followed by presentation and discussion of the problems 
of diagnosis and management of each entity. 


#7 CLINICAL ANATOMY 
February 1-May 24 
(3 hours/day; 2 days/week) 

Emphasizing the practical application of anatomy and 
anatomical principles in physical and x-ray diagnosis. 
Anatomical knowledge is related to the use of needling 
in performing diagnostic procedures and in treatment. The 
course is directed toward both the medical man and the 
surgeon. It is an aid in preparation for the American 
Board Examination. 

#8 GYNECOLOGY 
February 9 

Designed to be of interest to both general practitioners 
and specialists. 

#9 DIABETES 
March 2 

Presenting recent advances of great practical interest in 
this field. 

#10 HEMATOLOGY 
March 16 

A review of current trends and investigative efforts in 
selected areas of hematology and their implications, both 
practical and theoretical. 

#11 IN-SERVICE PROGRAM 

The enrollee spends a week in pre-selected department, 
accompanying members of the department on rounds, 
conferences, clinics, etc. Time is arranged upon applica¬ 
tion. This course will not be available during the months 
of May, June, July. 

Advance registration is requested on all courses. 

Category I Credit of Academy of General Practice is al¬ 
lowed on all courses. 

Committee on Postgraduate Education 
University of Maryland School of Medicine 
522 W Lombard Street 
Baltimore, Md 21 201 


HAHNEMANN MEDICAL COLLEGE 
AND HOSPITAL 

October 26-28—Theory and Application of 
Gas Chromatography in Industry and Medi¬ 
cine, Marriott Motor Hotel, Philadelphia 

December 12-14—17th Hahnemann Sympo¬ 
sium: “Renal Failure,” Marriott Motor Hotel, 
Philadelphia 


AMERICAN COLLEGE OF OBSTETRICS 
AND GYNECOLOGY 
DISTRICT IV 
October 17-19 

Annual meeting, Marriott Motor Hotel, Atlanta. 
Conference on Obstetric, Gynecologic, and 
Neonatal Nursing, Dinkier Plaza Hotel, Atlanta. 


AMERICAN HEART ASSOCIATION 
September 21-23 

Three days of cardiology, University of Iowa, 
Iowa City; cosponsored with Iowa Heart As¬ 
sociation. 

September 25-30 

Third International Congress of Nephrology, 
Washington Hilton Hotel, Washington, DC; 
cosponsored with District of Columbia Heart 
Association. 

October 21-27 

Annual meeting, New York City. Scientific 
sessions, October 21-23; assembly, October 
24-25; staff society, October 25-27. 
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THE TIGER 


SCORES AGAIN 


The success car of the year . . . 

TEST DRIVE ONE REAL SOON AT 


KELLY PONTIAC 

MARYLAND’S OLDEST AND LARGEST PONTIAC DEALER 

5801 BELAIR ROAD AT WHITE AVENUE 

CL 4-7777 


I'ONTIAC 1966 




August, 1966 


15 





















The MEDICAL and CHIRURGICAL FACULTY 

of the STATE OF MARYLAND 

invites your participation in its 



ONLY OFFICIALLY SPONSORED and ENDORSED 

the st. paul Insurance Programs of 


INSURANCE COMPANIES 



Serving you around the world., around the dock 


MALPRACTICE INSURANCE 


1. Broader Protection 

2. Top Rated Company 


COMPARE 

THESE 

LOWER 

COSTS 


Classifications *$100,000/$300,000 limits Annually 

I— PHYSICIANS—Performing no surgery other than incision of boils or skin suturing .$ 62.00 

II— PHYSICIANS—Performing minor surgery or Obstetrical procedures not constituting major surgery . 78.00 

III— PHYSICIANS—Performing major surgery and Proctologists, Anesthesiologists and Ophthalmologists; Surgeons performing 

Tonsillectomies, Adenoidectomies and/or Cardiac Catheterizations . 148.00 

IV— SPECIALISTS—Cardiac Surgeons, Urologists, Neurosurgeons, Obstetricians, Gynecologists, Orthopedists, Otolaryngologists, 

Plastic Surgeons, Thoracic Surgeons, Vascular Surgeons and General Surgeons . 198.00 

*(Limits to $5,000,000 available) 


GROUP HEALTH INSURANCE 



THE HARTFORD 
Insurance Group 


(Benefits are Tax Exempt) 

Lifetime benefits in case of accident. 
Seven-year benefits in case of sick¬ 
ness. 

Benefits begin on 15th day of any 200 

period of continuous total disability or 250 
on first day of hospital confinement, 300 

whichever occurs first. 400 


Under 

Age 

Age 

Age 

Age 40 

40-49 

50-59 

60-69 

$ 38.20 

$ 44.65 

$ 53.85 

$ 80.70 

70.35 

83.30 

101.65 

155.35 

102.55 

121.95 

149.50 

230.00 

134.70 

160.55 

197.30 

304.65 

166.90 

199.20 

245.15 

379.35 

199.05 

237.85 

292.95 


263.40 

315.10 

388.60 



ACCIDENT AND SICKNESS DISABILITY 

SEMI-ANNUAL COST 

Weekly 
Income 

$ 50 
100 
150 


MAJOR MEDICAL EXPENSE BENEFIT 


SEMI-ANNUAL PREMIUMS 



Official Faculty Agent 


Benefit—$15,000 each A qe 4o 

Member Only $10.95 

Member & 1 Dependent 24.60 

Member & 2 or More Dependents 35.55 


ium determined 

by member's age) 


Age 

Age 

Age 

40-49 

50-59 

60-69 

$18.25 

$31.90 

$ 50.15 

41.00 

71.80 

112.80 

51.95 

82.70 

123.70 


(This option cannot be purchased by itself, it must be purchased in conjunction with Accident and 
Sickness Total Disability) 


ACCIDENTAL DEATH AND DISMEMBERMENT BENEFIT 

Maximum Benefit—$10,000 SEMI-ANNUAL PREMIUM—$7.50 

(This benefit cannot be purchased by itself; it must be purchased in conjunction with Accident 

and Sickness Total Disability) 



The Faculty Representative 

B. DIXON EVANDER 


B. DIXON EVANDER & ASSOCIATES 
2326 N. CHARLES STREET 
BALTIMORE 18, MD. 

HOPKINS 7-2141 
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MEDICAL 


JOHN SARGEANT 


FACULTY 

eCt P 

EXECUTIVE SECRETARY 


COUNCIL, JUNE 9 

1. A portrait of the late Edgar B. Friedenwald, 
MD, presented by his son, was accepted on be¬ 
half of the Faculty by the Council Chairman. 

2. Henry P. Laughlin, MD, was elected 
to fill the unexpired term of Richard D. 
Bauer, MD, as councilor from the South 
Central District. 

3. Approval was given to charging to the Edu¬ 
cational Fund expenses in connection with the re¬ 
gional Medicare seminars. 

4. Physicians’ Defense was approved for 
members requesting it. 

5. The Council was advised of settlement of a 
case. 

6. The resignation of George H. Yeager, 
MD, as editor of the Journal was accepted 
with regret and expression of appreciation 
for his many years of service. 

7 . Approval was given to the proposed im¬ 
munization program of the State Health Depart¬ 
ment with the following stipulations: 1) that 

only the measles vaccine be provided free; 2) 
that the publicity program will encourage the 
public to obtain the immunizations from their 
family physician and not state that they are avail¬ 
able without charge from the State Health De¬ 
partment clinics. It is understood that the ap¬ 
proval is limited to measles, DPT, smallpox, and 
polio vaccines and that the Health Department 
will specify the exact type of measles vaccine 
to be used. 

8. A recommendation that funds be allo¬ 
cated to reimburse speakers for travel ex¬ 
penses to meetings in distant points of the 
state was denied. 

9. A recommendation asking Blue Cross to 
provide benefits for care of patients with chronic 


respiratory disease in approved specially equipped 
nursing homes was ratified. 

10. A recommendation that tuberculosis 
hospitals in the state institute treatment of 
alcoholism in their alcoholic patients was 
adopted. 

11. The recommendation that renegotiation of 
the Dependents Medical Care contract be made 
only on the basis of usual and customary fees 
was endorsed. 


ROWE PRICE 
GROWTH STOCK 
FUND, IRC. 



BALTIMORE, MARYLAND 

A stock portfolio carefully selected 
for possible growth of principal and income. 

NO SALES CHARGE 

NO REDEMPTION CHARGE 

Offered and Redeemed at New Asset Value 

Mail coupon below for a copy of the prospectus. 



T. Rowe Price 
Growth Stock Fund, Inc. 
Dept. I, One Charles Center 
Baltimore, Maryland 21201 

NAME_ 


I 

■ 


ADDRESS 
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DAVID^ [ — 

\\nemi 



Harundale Mall 

Glen Burnie, Md. 
SO 6-9365 

Longmeadow 

Hagerstown, Md. 
RE 1-1707 


UNIFORMS and SHOES 


100% Cotton 
(White Only) $3.99 

100% Dacron Polyester 
White—Blue—Green $6.99 

80% Dacron, 20% Cotton 

$8.99 

Stretch Knit Jersey $8.99 


Men’s & Ladies’ 
Lab Coats & Jackets 

Coordinating Color For 
Technicians and Secretaries 

Mondawmin Mall 

Baltimore 15, Md. 

LA 3-0077 

Pleasant Plains 

Towson, Md. 

VA 8-8558 


4 MODERN STORES IN MARYLAND TO SERVE YOU! 
___ Opening soon in Prince George Plaza _____ 


111111111111I■U111111II11 


timimiiiiiiiiiiiiiimii 


12. A recommendation condemning the 
practice of various state and local agencies 
to determine fees paid to physicians without 
consultation with the medical profession and 
notifying these agencies of the Faculty’s 
desire to participate in discussing such fees 
was adopted. 

13. A suggestion that the Council and the Ex¬ 
ecutive Committee call upon the Fee Schedule 
Committee for guidance in matters pertaining to 
fees in all areas, and particularly in matters deal¬ 
ing with Titles 18 and 19 of PL 89-97, was 
noted and will be complied with whenever pos¬ 
sible. 

14. The Council approved the sending of 
a letter to the State Departments of Health 
and Mental Hygiene urging that meetings 
of committees and councils on which Fac¬ 
ulty members serve be scheduled at more 
convenient times. 


15. Recommendations of the Program and Ar¬ 
rangements Committee were adopted: 1) that 
the 1967 scientific sessions be held April 19, 20, 
and 21 and the House of Delegates meetings on 
the morning of April 26 and the afternoon of 
April 29; 2) that a seven-day Caribbean cruise 
convention be held in conjunction with the 1968 
Annual Meeting. 

16. A representative from The Johns 
Hopkins Medical Institutions discussed the 
question of a branch or satellite hospital in 
Howard County. A motion was adopted that 
the President appoint a committee to confer 
further with Johns Hopkins and other in¬ 
terested parties concerning this; that this 
does not imply approval of the concept of a 
closed panel operation; that the Faculty re¬ 
iterate its policy of favoring free choice of 
physician over the closed panel plan; and 
that the desires and previous action of the 
Howard County Medical Society be con¬ 
sidered. 

17. A representative from the Eastpoint Medi¬ 
cal Center explained its operation and organiza¬ 
tion. In subsequent discussion, the matter was 
brought out that the Faculty should make clear 
at all times its position concerning free choice 
of physician versus closed panel practice. 

18. A resolution was approved asking the 
Board of Medical Examiners to check with 
the Faculty and with knowledgeable people 
in the community before restoring a physi¬ 
cian’s license or releasing him from proba¬ 
tion. 

19. A recommendation was approved that all 
physicians be reminded of the provisions of Fed¬ 
eral Trade Commission Rule #7 dealing with 
acceptance of kickbacks from opticians; also 
physicians should be aware of the illegality of 
physician-owned pharmacies. 

20. A request from the Med-Chi Insur¬ 
ance Trust to plan a retirement program for 
Faculty members, in lieu of the Medre pro¬ 
gram which was adopted but not imple¬ 
mented, was tabled. The Medre Fund is 
working out details of its own program; 
however, the Med-Chi Trust might work 
with the Medre Fund trustees and coordi¬ 
nate activities. 
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IDENTI-CODE' 

(formula identification code, Lilly) 

takes the guesswork 
out of product 
identification 


A special letter-number symbol will appear on each Lilly capsule 
or tablet. By checking this code against the Identi-Code ™ Index , 
you will be able to identify each unit quickly and accurately: 

In cases of overdosage 

As a safeguard against error or substitution 

When medication was prescribed by another physician 

When the prescription label is lost 

During telephone conversations with patients 

Shipments of products bearing Identi-Code symbols are now leav¬ 
ing Indianapolis. Of course, it will be some time before these drugs 
reach patients. Before they do, you will have received a complete 
Identi-Code Index. 


Representative Lilly Products Bearing Identi-Code 


Pulvule® 

Enseal® 

Capsule-Shaped 

Elliptical 

Round Tablet 


(enteric-release 
tablet, Lilly) 

Tablet 

Tablet 



S&fy 


4T 

uor 




ELI LILLY AND COMPANY, INDIANAPOLIS, INDIANA 46206 


601133 























new code 
could save 
your patient’s 

life 




(see previous page) 
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Maryland’s program of immunization of infants 
and preschool children has recently received a 
substantial grant from the Public Health Service 
under the Vaccination Assistance Act. This grant 
enables the State Department of Health to supply 
certain vaccines, personnel, and educational ma¬ 
terials for a project aimed at protecting all chil¬ 
dren against diphtheria, polio, whooping cough, 
tetanus, smallpox, and measles by the time they 
are ready to enter school and preferably during 
the first 15 months of life. 

Vaccines which are safe, effective in producing 
immunity, relatively cheap, easily administered, 
and which usually do not cause severe systemic 
reactions are now available for these six diseases. 
It is believed that when 85% or more of a popula¬ 
tion has been vaccinated against any one of these 
diseases, there is little danger of an outbreak. Ob¬ 
viously, high levels of immunity in the population 
can be reached and maintained only by a continu¬ 
ing program of vaccinations of: 1) the backlog of 
unvaccinated, especially children of preschool age ; 
2) children born in the area, beginning when at 
two months of age; 3) unvaccinated persons mov¬ 
ing into the community; 4) booster injections to 
vaccinated persons at recommended intervals. 

Since most of these diseases are more dangerous 
to children in the first years of life, it is important 
that the child be given adequate protection be¬ 
ginning as soon after he reaches the age of two 


months as is convenient and being completed as 
quickly as is compatible with the recommendations 
governing the administration of each type of vac¬ 
cine. 

The following schedule is up-to-date insofar as 
latest available recommendations from recognized 
authorities are concerned. 


Recommended Schedule of Primary Immunizations 



Interval 

between 



Approximate age 

doses 

Vaccines 


2 mos. 

Start 

DPT, OPV3 


3 mos. 

1 mo. 

DPT 


4 mos. 

1 mo. 

DPT, OPV3 


6 mos. 

2 mo. 

Smallpox • 


12 mos. 


Measles 


15 mos. 


DPT, OPV3" 


5 to 6 yrs. 
(Before entering 
school) 


DPT, OPV3 
Smallpox 

Boosters 

Observing 

minimum 

10 yrs. 


DT 

intervals 


Smallpox 

between 

15 yrs. 


DT 

Smallpox 

doses. 


ABBREVIATIONS: DPT — diphtheria, pertussis, and 
tetanus vaccine. OPV 8 — trivalent oral polio vaccine. DT — 
adult type diphtheria and tetanus vaccine. 

Only well children should be vaccinated. 

Oral polio vaccine (OPV) is preferably admin¬ 
istered in the fall, winter, or spring months; how¬ 
ever, should the child’s dose fall due in a summer 
month and difficulties arise for arranging a return 
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ORTHO CHIRO HEALTH MATTRESS 

WORLD’S FINEST MATTRESS AUTOMATICALLY 
ADJUSTS TO YOUR BODY FOR LEVEL POSTURE, 
PERFECT COMFORT AND HEALTHFUL SLEEP 



RIGHT WAY WRONG WAY 

YOUR BED MEASURED TO THE EXACT INCH. CHOICE OF FIRMNESS. 
CUSTOM MADE IN BEAUTIFUL FABRIC FOR CONVERTIBLES, HOSPITAL 
AND REGULAR BEDS. IN ALL SIZES, FROM $99.50 TO $155.00 


Box Springs Available at Same Prices 


CUSTOM SLEEP SHOPPES, INC. 

7234 Haverford Avenue 
PHILADELPHIA, PENNSYLVANIA 
GR 7-4637 


CUSTOM SLEEP SHOPPES 
OF MARYLAND, INC. 
417 E. 33rd Street 
BALTIMORE, MARYLAND 
243-5054 


CUSTOM SLEEP SHOPPES, LTD. 
7910 Georgia Avenue 
SILVER SPRING, MARYLAND 
587-1131 




visit to the physician or clinic, the dose should be 
given regardless of the season. 

The triple vaccine OPV 3 is preferable to the 
monovalent type. 

OPV should not be given to persons who have 
passed their nineteenth birthday. For these indi¬ 
viduals the Salk vaccine should be given in the 
usual series of three doses and a booster. This 
rule should be followed in vaccinating pregnant 
women against polio. 

Smallpox vaccine should not be given to chil¬ 
dren with eczema or any other type of dermatitis 
or to children whose siblings have a skin disease. 

Do not vaccinate children simultaneously with 
measles and smallpox vaccine, or measles and 
OPV, or OPV and smallpox. There should be an 
interval of eight weeks between each of these vac¬ 
cinations. 

Smallpox, measles, or OPV may be given simul¬ 
taneously with DPT. 

DPT is not given beyond the age of 6 years 
because of the reaction which may be produced 
by pertussis vaccine. The adult type DT should 
be used for persons 7 years and older. 

When a child begins the series of primary vac¬ 


cinations at an older age than two months, the 
above schedule may be shortened provided the 
minimum intervals of one month between doses of 
DPT and eight weeks between doses of OPV, 
measles, and smallpox are observed. 

If primary DPT series is interrupted for more 
than six months, the series should be begun again. 
If the primary OPV 3 series is interrupted for 
more than the scheduled interval, it is not neces¬ 
sary to begin the series again. Complete the three 
doses regardless of the time which has elapsed 
since the last dose, observing the minimum inter¬ 
val of eight weeks between doses. The objective 
in all vaccinations is to give the child the maxi¬ 
mum number of antigens in the shortest allowable 
time. 

The Maryland Immunization Project, with the 
endorsement of the Medical and Chirurgical Fac¬ 
ulty of Maryland, will emphasize particularly 
immunization against measles during the early 
months of operation. Special instructions regard¬ 
ing the administration of measles vaccine, issued 
June 1, 1966, may be obtained from the Division 
of Epidemiology of the State Health Department 
or your local health department. 
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A. J. BUCK & SON, inc. 

Surgical • Hospital • Medical Equipment 

MARYLAND'S MOST COMPLETE HOSPITAL 
AND SURGICAL SUPPLY FIRM 


For over a quarter of a century, A. J. BUCK & SON has sup¬ 
plied the equipment tor physicians in Baltimore, Washington 
and surrounding communities. This long experience has enabled 
us to analyze their needs and to know how best to serve them. 

Call us when you plan your expansion or remodeling. 

Complete Line of Equipment .... Including X-Ray 
Latest Professional Cabinetry and Furniture 
Complete Laboratory Equipment 
Animal Research Products 

FREE COUNSELING SERVICE. We will help you plan your 
layout and select your equipment for the greatest efficiency 
and to suit your special needs. Ask for advice—no obligation! 


Established 1937 

1515 E. NORTH AVE., BALTIMORE, MD. Phone SA 7-6640 
WASHINGTON, D. C. Phone ENterprise 1-1714 
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“I like Bronkometer... 

I breathe better... 
don’t get the jitters.” 


Patients feel relaxed with Bronkometer. Its 
bronchodilator-decongestant action has min¬ 
imal central nervous system stimulation. 1 
Isoetharine,* Breon’s exclusive bronchodila- 
tor, shows only 1/16 to 1/64 the cardiotonic 

effect of isoproterenol."’Dilabron®, brand of isoetharine 


® 

ASTHMA. CHRONIC BRONCHITIS. EMPHYSEMA 

isoetharine 0.6%; phenylephrine 0.125%; thenyldiamine 0.05%—Superior because it contains isoetharine 

COMPOSITION: Bronkometer delivers at the mouthpiece 200 metered doses of: 350 meg isoetharine methanesulfonate (0.6%); 70 
meg phenylephrine HCI (0.125%); and 30 meg thenyldiamine HCI (0.05%) with saccharin, menthol and fluorochlorohydrocarbons as inert 
propellants. Preserved with ascorbic acid 0.1% and alcohol 30%. 

RECOMMENDED DOSAGE: One or two inhalations with at least one minute between inhalations. Occasionally more may be required, 
however in most cases, inhalations need not be repeated more than every four hours. Dosage should be adjusted to the severity of the 
condition and to patient's response. 

PRECAUTIONS: Bronkometer is unusually free from cardiovascular and other side effects, but the usual precautions associated with 
sympathomimetic amines should be observed. Bronkometer should not be administered simultaneously with epinephrine or similar com¬ 
pounds because of the possibility of tachycardia, although it may be alternated with these agents. Dosage must be carefully adjusted 
in patients with hyperthyroidism, hypertension, acute coronary disease, cardiac asthma, limited cardiac reserve and in individuals sen¬ 
sitive to sympathomimetic amines. 

SUPPLIED: 10 ml pressurized aerosol vials complete with measured dose valve and oral nebulizer. 
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ACUTE THROMBOPHLEBITIS AND 

ITS COMPLICATIONS 


JOHN N. CLASSEN, MD 
Chief of Surgery, Union Memorial Hospital 

ALBERT C. W. MONTAGUE, MD 
Associate, Surgical Visiting Staff, Union Memorial 
Hospital 

Acute thrombophlebitis has plagued mankind 
persistently in the past centuries. In spite of con¬ 
tinuous interest in the pathophysiology and clin¬ 
ical manifestations of the disease, there is no evi¬ 
dence to indicate that it is on the decline. On the 
contrary, Ochsner’s 16 statistics show an actual 
increase of the disease in his clinic. Even more 
distressing is the fact that in a significant per¬ 
centage of cases the complication of a fatal pul¬ 
monary embolism is the first manifestation of the 
disease. 

Definition .—We shall define the term “acute 
thrombophlebitis” as any form of intravenous 
clotting in the deep venous system, with or with¬ 
out endothelial irritation or inflammation. We be¬ 
lieve that phlebothrombosis is but a different clin¬ 
ical manifestation of essentially the same path¬ 
ologic process and hence will not use this term. 

The term “acute superficial thrombophlebitis” 
will be used when referring to thrombosis of the 
superficial veins. 

Etiology .—Endothelial irritation, venous stasis, 
and hypercoagulability have been recognized since 
the days of Virchow as the major causes of throm- 

Delivered before The Maryland Chapter of The Amer¬ 
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Acute thrombophlebitis and its complica¬ 
tions are often fatal and always incapacitat¬ 
ing. Treatment should be directed at prophy¬ 
laxis. Measures to obviate trauma, overcome 
stasis, and provide anticoagulant therapy 
should he instituted in all bedridden cardiac, 
severely traumatized, and immobilized pa¬ 
tients, as well as in those who have had pre¬ 
vious attacks of thrombophlebitis. Prophy¬ 
laxis and therapy are achieved by essentially 
the same means, hut the indications for their 
use are different. Surgery plays a relatively 
minor role in the treatment of this disease 
and its complications. Femoral thrombec¬ 
tomy is indicated in cases of massive 
ileofemoral thrombophlebitis. Pulmonary 
thrombectomy may be indicated in cases of 
massive pulmonary embolism. The postphle- 
hitic syndrome, a distressing hut not lethal 
complication, is best treated by conservative 
measures. Phlegmasia cerulea dolens should 
be attacked surgically by thrombectomy fol¬ 
lowed by anticoagulant therapy. 
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bophlebitis. There is no evidence to suggest that 
one of these factors plays a more important role 
than the others. 

Experimentally, one can produce thrombophle¬ 
bitis by endothelial irritation, whether by mechani¬ 
cal, chemical, or bacterial insults. However, in 
most clinical cases, a history of such trauma is 
lacking. 

The importance of stasis is well appreciated. 
Sevitt 20 and Roberts 18 have found that length of 
hospital stay was a contributing factor to the 
venous stasis. Byrne 3 attracted the attention of 
the medical world to the element of heart disease 
as a common denominator in the production of 
stasis. Age is also an important factor, producing 
general debility and consequent prolonged inac¬ 
tivity. 

Blood hypercoagulability probably plays a sig¬ 
nificant role in causing this disease. Physiologic, 
pathologic, and pharmacologic factors have been 
incriminated, but the exact mechanism of their 
action has not been clarified. Ochsner 15 has found 
the thromboplastin generation test to be helpful 
in identifying patients predisposed to intravascular 
thrombosis. Because it is expensive and time 
consuming, this test is impractical for most hospi¬ 
tals and for most patients. 

Symptoms and Signs .—The classical signs and 
symptoms of acute thrombophlebitis are fever, 
swelling of the extremity, and pain. The tempera¬ 
ture elevation is usually slight and is caused by a 
pyrogenic response to the breakdown of white 
cells in the thrombus. Swelling is the most fre¬ 
quent finding and is caused primarily by the 
thrombus occluding the vein and the associated 
venospasm. The stasis produces anoxia, capillary 
permeability, and extravasation of fluid into the 
tissue spaces. The associated arterial spasm re¬ 
duces arterial flow, which in turn leads to lymph 
stasis and more edema. Pain may be severe or 
merely constant. It is caused by endothelial irri¬ 
tation, venous dilatation, and congestion. Anoxia 
secondary to capillary stasis and smooth muscle 
spasm are also contributing factors. 

Frequently the disease process is silent; the 
first indication of its presence may be the mani¬ 
festation of a complication. 

Diagnosis .—The diagnosis of thrombophlebitis 
is made clinically. Seldom does one receive any 
help from laboratory or ancillary studies. A classi¬ 
cal case of massive swelling of the extremities, 


calf pain, and low-grade fever is easy to diagnose, 
but this is the exception rather than the rule. 
Homan’s, 10 Lowenberg’s, 11 and Peabody’s 17 signs 
are of some aid, but they are often negative. We 
firmly believe that every case of unilateral swell¬ 
ing of the lower extremities or postoperative lung 
infiltrate, even in the absence of other signs, 
should be considered as evidence of thrombophle¬ 
bitis unless another cause can be found and 
treated. 

Prophylaxis .—A disease whose clinical course 
may be ushered in by death in a significant num¬ 
ber of cases can be treated effectively only by good 
prophylaxis. Prophylactic treatment must be di¬ 
rected toward the prevention of hypercoagulability, 
stasis, and endothelial irritation. 

It is not practical to prevent coagulation in all 
surgical patients, but it is practical to prevent sta¬ 
sis. Many methods have been suggested. Elastic 
support of the lower leg postoperatively has been 
popular in many institutions, but its benefit is ques¬ 
tionable. McLachlin’s 13 papers prove conclusively 
that elevating the foot of the bed 15 degrees is the 
best way to avoid stasis. We believe that all beds 
of surgical patients, even those in the recovery 
room, should be kept with a 15 degree foot eleva- 
vation unless the patient’s condition contraindi¬ 
cates this. For patients with a failing heart, a 15 
degree flexion of the hip is beneficial but not as 
effective as foot elevation. 

Anticoagulation for surgical patients may be in¬ 
dicated in the prophylaxis of thrombophlebitis, 
but we do not advocate doing this promiscuously 
or routinely. The indications for its use are: 1) 
a previous bout of thrombophlebitis, 2) confine¬ 
ment to bed for long periods of time with multiple 
fractures of the lower extremities or long leg 
casts, 3) obese patients undergoing major sur¬ 
gery, 4) known cardiovascular disease. Patients 
in the last group not only are more prone to de¬ 
velop thrombophlebitis but also tolerate emboli 
poorly. Contraindications to anticoagulant pro¬ 
phylaxis include surgery of the brain and opera¬ 
tions requiring extensive dissection. 

Treatment of Thrombophlebitis 

The aims of treatment are: 1) to bring about 
the subsidence of acute symptoms of pain and 
swelling as soon as possible, 2) to limit extension 
of the disease, 3) to prevent embolization, 4) to 
minimize the postphlebitic sequelae, and 5) to 
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avoid recurrence. The approach to treatment is 
threefold: 

1. Mechanical. —A regimen of rest, elevation, 
and support. The leg should be wrapped securely 
from the foot to the knee. The foot of the bed 
should be elevated 15 degrees according to Mc- 
Lachlin’s principles. If there is massive edema, 
the leg itself should be raised to 45 degrees by 
flexing the hip. Occasionally it is necessary to 
suspend the leg from an overhead frame. The 
patient should stay in bed with the foot elevated 
until the pain subsides or until adequate anticoagu¬ 
lation is achieved. He is then allowed to walk, but 
he should not sit with legs dependent. There is 
no merit in applying heat or cold to the extremi¬ 
ties. 

2. Drug therapy. —Once the diagnosis of throm¬ 
bophlebitis is made, anticoagulant therapy should 
be started. Heparin is the drug of choice because 
of quick initial therapeutic level, prompt clinical 
response, and safety of control. The recurrence 
rate of the disease and embolization is three times 
as great with antiprothrombin drugs as with 
heparin, and the antiprothrombin drugs are not 
as effective in protecting the injured endothelium. 

Although the dosage of heparin must be varied 
with the patient’s drug sensitivity, his size, and 
the extent of the disease, the following schedule 
is a useful guideline to therapy. The initial dose 
of lOOmgm is given intravenously in order to 
achieve a rapid therapeutic blood level. Thereafter 
it is administered by deep subcutaneous injections. 
The dose is adjusted to maintain clotting time 
between two and three times normal. The usual 
dose is 50-75mgm, given every six hours. After 
a steady level of anticoagulation is attained, the 
clotting time need be measured only once a day. 

Antibiotics or chemotherapeutic agents are 
used only if a septic process is present or if mas¬ 
sive edema has been present for a long time. In 
the latter situation, we use them to prevent cellu¬ 
litis, since edema fluid is a good medium for bac¬ 
terial growth. We don’t use enzymes, for they 
may be toxic, they are unpredictable in their 
effects, and are expensive. Undoubtedly, in the 
future, some enzymes will be isolated which will 
activate those within the thrombus itself and will 
be helpful in the resolution of the process. Phenyl¬ 
butazone (Butazolidin) and other anti-inflamma¬ 
tory agents are used only in superficial throm¬ 
bophlebitis. It has not been proved, to our knowl¬ 


edge, that phenylbutazone added to anticoagu¬ 
lant therapy has any greater benefit than anti¬ 
coagulant therapy alone. 

Recently, dextran became another therapeutic 
agent in the treatment of thrombophlebitis. Bern¬ 
stein 1 and coworkers have shown that in dogs 
dextran reduces venous thrombosis produced by 
chemical irritants. Both 45,000 molecular weight 
and 75,000 molecular weight Dextran have been 
used in the treatment of human thrombophlebitis 
with the best results in the early phlebitis. Cox 7 
and his group used it for three days, giving 500cc 
each day intravenously. They reported good re¬ 
sults in nearly 90% of the early cases. 

3. Surgery. —Surgery has a limited place in 
the treatment of acute thrombophlebitis. Lumbar 
sympathetic block in the early stages might reduce 
the pain and limit the swelling. Thrombectomy is 
indicated in massive ileofemoral thrombophlebitis 
if the patient is seen early in the course of his 
disease. 9 It will, undoubtedly, reduce morbidity 
and the ravages of postphlebitic syndrome. Other 
surgical procedures are warranted only for treat¬ 
ment of complications of the disease. 

Treatment of Acute Superficial Thrombophle¬ 
bitis. —This usually is a self-limiting disease which 
is best treated by conservative measures. Ice 
packs to the involved area will relieve the pain. 
Phenylbutazone will hasten resolution of the in¬ 
flammation, and elastic support will prevent ex¬ 
tension of the process. Occasionally, its course 
may be protracted. In this case, a proximal liga¬ 
tion and excision of the diseased segment of the 
vein is indicated. 

Complications of Thrombophlebitis 

The most dreaded complication of thrombophle¬ 
bitis is pulmonary embolism, which may appear 
early or late in the course of the disease. Any 
patient with pleuritic-like pain, bloody sputum, 
hypotension, or a lung infiltrate should be sus¬ 
pected of having an embolic episode. Diagnosis is 
often difficult, especially since the x-ray or ECG 
findings are not specific. Recently, radio-isotope 
scanning using albumin tagged with I 131 and Cr 51 
have shown great promise in the detection of 
emboli. Pulmonary angiography has also been 
used as a diagnostic test. The serum enzyme 
levels are usually not helpful in acute cases. 

The treatment of pulmonary embolism should 
be conservative. It is geared to supporting the 
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failing cardiopulmonary systems and includes 
oxygen, vasopressors, digitalis, atropine, and 
anticoagulants. In institutions where a trained 
cardiovascular team and a cardiopulmonary by¬ 
pass are available, pulmonary embolectomy has 
been successfully performed. This treatment 
should be reserved for patients who survived the 
initial massive pulmonary embolization long 
enough to institute cardiopulmonary bypass and 
who would not be expected to survive without 
pulmonary embolectomy. Here, also, treatment 
should be geared to preventing further emboliza¬ 
tion. It should include long-term anticoagulant 
therapy and partial or total interruption of vena 
cava in recurrent cases. 

The second major complication of thrombophle¬ 
bitis is the postphlebitic syndrome, referred to as 
the ball-and-chain, which remains as an aftermath 
of the disease. This is a common and a most in¬ 
capacitating complication. It is manifested by hy¬ 
perpigmentation, swelling, secondary varicosities, 
ulcerations, stasis dermatitis, and recurrent cellu¬ 
litis. A causalgia-like state of the involved limb 
may also be present. It is best treated by a conser¬ 
vative regimen. The patient must realize that the 
disease is never cured, only controlled. This philos¬ 
ophy must prevail until the day that one can 
replace the vein deprived of its competent valves 
by disease with venous grafts having competent 
valves. 

The regimen which we recommend consists of 
rest, elevation, and elastic support. Open ulcers, 
if not grossly infected, are best treated by Unna 
Paste Boots. These are changed weekly at first 
and, as healing progresses, at longer intervals up 
to one month. Cellulitis should be treated by ap¬ 
propriate antibiotics. Edema should be controlled 
by mechanical means; in stubborn cases, systemic 
diuretics may be helpful. Stasis dermatitis often 
responds to topical steroids. Systemic steroids 
should be reserved for extensive cases only. 
Causalgia, though seen infrequently, is a distress¬ 
ing manifestation and requires sympathectomy 
for cure. Economically, it is unsound to excise 
and graft all stasis ulcers. Furthermore, there is 
little evidence that grafts are superior to the 
epithelium that forms over the ulcer by centripetal 
regeneration. Ligation and stripping of secondary 
varicosities and subfascial ligation of the perforat¬ 
ing veins will lessen the chances of recurrence of 
ulceration. 


The third major complication is phlegmasia 
cerulea dolens. Fortunately, it is infrequent. It is 
caused by extensive thrombosis of the major 
venous channels of the limb, often extending up 
to the renal veins and leading to venous insuffici¬ 
ency. Major tissue loss is inevitable unless throm¬ 
bectomy is performed promptly. 

The Union Memorial Hospital 
33rd and Calvert Streets, 
Baltimore, Md. 21218 
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Dextran— Dextran, Gentran 
Phenylbutazone —Butazolidin 
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An eminent role in 
medical practice 

• Clinicians throughout the world con¬ 
sider meprobamate a therapeutic 
standard in the management of anxi¬ 
ety and tension. 

• The high safety-efficacy ratio of 
‘Miltown’ has been demonstrated by 
more than a decade of clinical use. 


Indications: Meprobamate is effective 
in relief of anxiety and tension states. 
Also as adjunctive therapy when anxi¬ 
ety may be a causative or otherwise 
disturbing factor. Although not a hyp¬ 
notic, meprobamate fosters normal 
sleep through both its anti-anxiety and 
muscle-relaxant properties. 
Contraindications: Previous allergic or 
idiosyncratic reactions to meprobamate 
or meprobamate-containing drugs. 
Precautions: Careful supervision of 
dose and amounts prescribed is advised. 
Consider possibility of dependence, 
particularly in patients with history of 
drug or alcohol addiction; withdraw 
gradually after use for weeks or months 
at excessive dosage. Abrupt withdrawal 
may precipitate recurrence of pre-exist¬ 
ing symptoms, or withdrawal reactions 
including, rarely, epileptiform seizures. 
Should meprobamate cause drowsiness 
or visual disturbances, the dose should 
be reduced and operation of motor ve¬ 
hicles or machinery or other activity re¬ 
quiring alertness should be avoided if 
these symptoms are present. Effects of 
excessive alcohol may possibly be in¬ 
creased by meprobamate. Grand mal 
seizures may be precipitated in persons 
suffering from both grand and petit 
mal. Prescribe cautiously and in small 
quantities to patients with suicidal tend¬ 
encies. 

Side effects: Drowsiness may occur 
and, rarely, ataxia, usually controlled 
by decreasing the dose. Allergic or idio¬ 
syncratic reactions are rare, generally 
developing after one to four doses. 


Mild reactions are characterized by an 
urticarial or erythematous, maculopap- 
ular rash. Acute nonthrombocytopenic 
purpura with peripheral edema and 
fever, transient leukopenia, and a single 
case of fatal bullous dermatitis after ad¬ 
ministration of meprobamate and pred- 
nisolonehavebeenreported.More severe 
and very rare cases of hypersensitivity 
may produce fever, chills, fainting spells, 
angioneurotic edema, bronchial spasms, 
hypotensive crises (1 fatal case), anuria, 
anaphylaxis, stomatitis and proctitis. 
Treatment should be symptomatic in 
such cases, and the drug should not be 
reinstituted. Isolated cases of agran¬ 
ulocytosis, thrombocytopenic purpura, 
and a single fatal instance of aplastic 
anemia have been reported, but only 
when other drugs known to elicit these 
conditions were given concomitantly. 
Fast EEG activity has been reported, 
usually after excessive meprobamate 
dosage. Suicidal attempts may produce 
lethargy, stupor, ataxia, coma, shock, 
vasomotor and respiratory collapse. 
Usual adult dosage: One or two 400 
mg. tablets three times daily. Doses 
above 2400 mg. daily are not recom¬ 
mended. 

Supplied: ‘Miltown’ (meprobamate) is 
available in two strengths: 400 mg. 
scored tablets and 200 mg. coated tab¬ 
lets. ‘Meprotabs’ (meprobamate) is 
available as 400 mg. white, coated, un¬ 
marked tablets. Before prescribing, con¬ 
sult package circular. 

WALLACE LABORATORIES 
WA Cranbury, N.J. 
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Now 

b.i.d. convenience 

plus 

even greater patient savings 
over q .i.d. tetracycline therapy 

( plus all the advantages of \ 
tetracycline phosphate complex J 


newTetrex bidCAPS 

(tetracycline phosphate complex) 


laximumpatientsavings.New 

dCAPS now enable you to pre- 
:ribe tetracycline in an even 
ore economical, more conve- 
ent form. Your patient’s prescrip- 
)n dollar gets maximum value: a 
jily bidCAPS dose is priced lower 
an any other leading brand of 
tracycline —b.i.d . or q.i.d . 

r ell tolerated. Tetrex (tetracy- 
ine phosphate complex) is well 
lerated. Side effects are few 
id, to date, no photodynamic 
actions have been reported. 


More of the active antibiotic in 
the blood. The basic tetracycline 
in Tetrex (tetracycline phosphate 
complex) is less bound to serum 
protein than is demethylchlortet- 
racycline. 1 Result: Tetrex (tetracy¬ 
cline phosphate complex) pro¬ 
vides a higher percentage of 
active antibiotic in the blood. 

Available in bottles of 16 and 50. 
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BRISTOL LABORATORIES 
Division of Bristol-Myers Company 
Syracuse, New York 


BRISTOL THERAPEUTIC SUMMARY: For complete infor¬ 
mation consult Official Package Circular. Indications! 
Infections of respiratory, gastrointestinal and genito¬ 
urinary tracts and skin and soft tissues due to tetra¬ 
cycline-sensitive organisms. Contraindications: The drug 
fs contraindicated in individuals hypersensitive to tetra¬ 
cycline. Warnings: Photodynamic reactions have been 
produced by tetracyclines. Natural and artificial sun¬ 
light should be avoided during therapy. Stop treatment 
if skin discomfort occurs. No cases of photosensitivity 
have been reported with tetracycline phosphate com¬ 
plex. With renal impairment, systemic accumulation and 
hepatotoxicity may occur. In this situation, lower doses 
should be used. Tooth staining and enamel hypoplasia 
may be induced during tooth development (last trimes¬ 
ter of pregnancy, neonatal period and childhood). Pre¬ 
cautions: Mycotic or bacterial superinfection may occur. 
Infants may develop increased intracranial pressure 
with bulging fontanels. In gonorrheal therapy, serologic 
tests for syphilis should be conducted initially and 
monthly for 3 months. Adverse Reactions: Glossitis, 
stomatitis, nausea, diarrhea, flatulence, proctitis, 
vaginitis, dermatitis and allergic reactions may occur. 
Usual Adult Dose.- 500 mg. b.i.d. Continue therapy for 
10 days in beta-hemolytic streptococcal infections. Ad¬ 
minister one hour before or two hours after meals. 

References: 1. Roberts, C. E., Jr.; Perry, D. M.; Kuharic, 
H. A., and Kirby, W. M. M.: A. M. A. Arch. Int. Med. 
107:204 (Feb.) 1961. 
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Behind continued high blood pressure readings 


lies the possibility of organic damage 


M ANY OF THE aspects of essential hypertension are 
unpredictable—either because there are a number 
of mechanisms involved or because individuals differ in 
their responses to these mechanisms. 1 

There is one aspect of hypertension, however, that 
seems, in many cases, predictable. “. . . when the blood 
pressure is elevated to a marked degree for an adequate 
period of time, this in itself leads to perpetuation of 
the syndrome with resulting vascular damage through¬ 
out the body.” 14 All too often the disease progresses 
until there is damage to one of three vital organs: the 
heart, the kidney, the brain. 



"Hypertension is certainly a major factor in the gene¬ 
sis of coronary heart disease, and it is even more 
important when compounded with obesity.” 4 

"[Vascular deterioration] can be clearly seen in the 
kidney with a degree of damage that can be measured 
by renal function studies.” 10 

. . most evidence suggests that reduction of blood 
pressure, when it is too high, not only relieves the heart 
of excess work but reduces vascular damage.” 1 

"In short, treatment is indicated .” 1 

Antihypertensive therapy will not restore the blood ves¬ 
sels to normal. Yet many of the vascular changes and 
symptoms caused by increased blood pressure may be 
arrested or alleviated when the blood pressure is re¬ 
duced to normotensive levels. 7 

Reducing the blood pressure helps curtail further vascu¬ 
lar damage and improves the prognosis — when damage 
is not too far advanced before therapy is started. 14 
Essential hypertension is an indication not only for 
treatment, but for early and adequate treatment of the 
patient in question. 

Reduce the blood pressure with Rautrax-N 

Rautrax-N combines the antihypertensive-tranquilizing 
action of whole root rauwolfia with the antihypertensive- 
diuretic action of bendroflumethiazide in one conven¬ 
ient medication. The two drugs complement each other 


so that smaller doses of both are possible. 

Rauwolfia combined with bendroflumethiazide is paij 
ticularly effective in long-term therapy, 15 ' 17 since bene 
ficial effects do not diminish with continuous dail 
administration. 

For most patients 1 or 2 Rautrax-N tablets daily ar 
sufficient for maintenance therapy. The simplicity, cor 
venience and economy of such a dosage schedule ar 
of particular benefit to older patients. 
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Hypoglycemia as a sequela of alcohol inges¬ 
tion is a potentially fatal condition which, until 
recently, has received little attention in medical 
literature. Since many students as well as prac¬ 
titioners may not be familiar with it, a discussion 
of this entity appears worthwhile. 

Physicians must consider a diagnosis of al¬ 


ALCOHOL 

INDUCED 

HYPOGLYCEMIAj 

is potentially fatal and can be classified 
as a medical emergency. Dextrostix 
determination of blood sugar can ex¬ 
pedite diagnosis in the emergency 
room. • The patient generally responds 
promptly to intravenous glucose, but 
prolonged severe hypoglycemia can 
seriously affect the nutritional status 
of the central nervous system, causing 
irreparable damage. • This condition 
is a consequence of heavy drinking 
without eating over a long period of 
time. It can occur in normal, well- 
nourished people, but clinically it is 
found as a repetitive phenomenon in 
“binge” drinkers who do not have 
overt signs of liver damage but, on 
testing, show reduced effectiveness of 
their carbohydrate regulating mech¬ 
anisms. • The metabolism of high con¬ 
centrations of alcohol rapidly depletes 
the liver of its glycogen and impairs 
glycogenesis and gluconeogenesis, re¬ 
sulting in a profound hypoglycemia. 

LEON W. BERUBE, MO 


cohol induced hypoglycemia in the unconscious 
or comatose patient. Typically, the patient is 
brought to the hospital emergency room in a 
stuporous or insensible state. Frequently he is 
having or has had generalized convulsions. The 
skin is usually cold and may or may not be wet. 
The pupils may be constricted or dilated; deep 
tendon reflexes may be brisk or absent. There is 
no nuchal rigidity between seizures. Blood pres¬ 
sure, pulse, and respiratory findings are incon¬ 
sistent. Lack of a history or failure to detect the 
odor of alcohol on the patient’s breath may make 
diagnosis difficult. Grand mal epilepsy, post¬ 
epileptic states, acute alcoholism, hepatic coma, 
insulinoma, hypertensive encephalopathy, strych¬ 
nine poisoning, cerebral embolus, internal head 
injury, and intracerebral disease have all been 
considered as the probable diagnosis after initial 
examination of the patient. 

The blood sugar determination is the key diag¬ 
nostic aid. Often blood sugar will be lower than 
15mg%. Intravenous glucose usually brings im¬ 
mediate gratifying and dramatic results. 

Since so many people drink often to excess, 
why is this condition not commonplace? Why 
does not each of us see 10 or 15 cases every New 
Years Day? Why is it that since 1941, when Har¬ 
vey and Brown described six cases of hypo¬ 
glycemia after alcohol ingestion, fewer than 100 
such cases have been reported? 1 It is safe to say 
that many cases go unrecognized and that many 
a DOA is signed out with an inaccurate diag¬ 
nosis. 

To better understand the phenomenon of hypo¬ 
glycemia, it is helpful to know the manner in 
which alcohol is metabolized. Although all the 
steps and possible side reactions of alcohol me¬ 
tabolism are not yet understood, it is generally 
agreed that alcohol (ethanol) is first oxidized to 
acetaldehyde. This process takes place mainly in 
the liver through the action of alcohol dehydro¬ 
genase. 2 This enzyme has a molecular weight of 
84,000. It contains two atoms of zinc and two 
molecules of nicotinamide adenine dinucleotide 
(NAD).* In the oxidation of alcohol to acetalde¬ 
hyde, NAD is reduced, becoming NADH. The 
equilibrium point for this reaction would result 
in metabolism of little alcohol if it were not for 


*This substance was formerly known as diphospho- 
pyridine nucleotide (DPN). 
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the fact that acetaldehyde and NADH do not 
accumulate. 

Acetaldehyde is rapidly metabolized in the liver 
by acetaldehyde dehydrogenase. Under the usual 
physiologic conditions it is transformed to Acetyl 
CoA and possibly to acetic acid, although the 
latter reaction is questioned by some investi¬ 
gators. 2 

The NADH is reoxidized to NAD through 
the flavo protein-cytochrome system in the hepat¬ 
ic cells. The NADH in the cytoplasm of the 
hepatic cell is oxidized by reacting with the cells 
mitochondria. When large amounts of hydrogen 
must be handled, other hydrogen acceptors are 
used. Pyruvate will then be reduced to lactate 
and acetoacetate reduced to /3-hydroxybutyrate. 8 
Fatty acid formation from Acetyl CoA also re¬ 
quires hydrogen, which can be supplied by 
NADH. The reoxidation of NADH is a com¬ 
plex affair and imperfectly understood. It may 
well be the rate limiting factor in alcohol metabo¬ 
lism. 

Acetyl CoA is oxidized via the citric acid cycle 
to carbon dioxide and water. Acetyl CoA, an im¬ 
portant intermediary in alcohol metabolism, is 
used in the synthesis of fatty acids and choles¬ 
terol by the body. 

Thus the generally accepted steps in alcohol 
metabolism might be shown in simplified form 
as follows: 


production of glucose. There are many known 
causes of hypoglycemia: 1) insulin overactivity, 
2) excessive tissue utilization, 3) increased me¬ 
tabolism by tumor or bacteria, 4) renal tubular 
poisons causing glucosuria, 5) starvation, 6) he¬ 
patic toxins, 7) hepatic disease, 8) hepatic enzyme 
defects, or 9) inadequate supplies of glucose 
precursors. 4 What is the role of alcohol in the 
production of hypoglycemia ? 

It was hypothesized that alcohol could stimulate 
insulin secretion and thereby lower blood sugar. 
Freinkel and coworkers 1 measured plasma in¬ 
sulin levels and found no increase after ethanol 
ingestion. In one patient, seen at the time of ad¬ 
mission with a blood sugar of 6mg%, they found 
an increase in plasma insulin after dextrose in¬ 
fusion. 

Glucosuria has not been found in patients with 
alcoholic hypoglycemia. 

Increased tissue utilization of glucose has also 
been considered as a cause of hypoglycemia. 
Available evidence indicates that there is no in¬ 
creased utilization after ethanol ingestion. Frein¬ 
kel et al 1 found alcoholic hypoglycemia associ¬ 
ated with rising levels of free fatty acids. 

Can ethanol induced hypoglycemia then be 
due to either or both inadequate carbohydrate in¬ 
gestion and inadequate endogenous glucose pro¬ 
duction? It is known that prolonged fasting for 
several days will produce only modest reductions 
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Disulfiram (Antabuse) has the oxidation of 
acetaldehyde as its site of action in this metabolic 
process. Although disulfiram does not complete¬ 
ly stop the oxidation of acetaldehyde, higher 
blood levels of acetaldehyde must be present. 
The effect of drinking on patients taking this 
drug is due to these elevated blood acetaldehyde 
levels. 

Hypoglycemia can ensue from inordinate loss 
of glucose from the body or from inadequate 


of blood sugar. Clinical experience has also made 
clear that the alcoholic who eats does not become 
hypoglycemic. Investigators have starved patients 
known to have had ethanol induced hypoglycemia 
for various intervals. Short fasts, 12-24 hours, 
did not result in hypoglycemia with the amount of 
alcohol given. 5 Longer fasts, 44-72 hours caused 
alcoholic hypoglycemia shortly after alcohol in¬ 
gestion. 1 - 5 However, if these patients fasted but 
were not given alcohol, they would respond with 


34 


Maryland State Medical Journal 





a prompt rise in blood glucose following lmg of 
glucagon,* suggesting that a fast of three days 
duration did not totally deplete the liver of the 
glycogen that was readily aATiilable for conversion 
to glucose. 

Field and coworkers 5 starved a patient with 
known alcoholic hypoglycemia for 68 hours, then 
gave him 40cc of alcohol. His blood sugar 
dropped in three hours to 35mg%, and lmg of 
glucagon had no effect in raising his blood su¬ 
gar. 5 This would indicate that ethanol induced 
hypoglycemia follows removal of all available 
glycogen from the liver cells. This observation 
concurs with the findings of Neame and Jou- 
bert. 6 In 1960 they performed liver biopsies at 
the time of admission and before treatment on 
three patients with alcohol induced hypoglycemia. 
They found no glycogen in the hepatic cells. 
Ninety minutes after the intravenous adminis¬ 
tration of dextrose, one patient had small amounts 
of hepatic glycogen present. 

Why does alcohol rapidly deplete hepatic gly¬ 
cogen, especially if there has been antecedent 
fasting? Although the last word on this mech¬ 
anism has not yet been written, a study of the 
literature suggests the following explanation. The 
oxidation of large quantities of alcohol results in 
large amounts of reduced NAD or NADH. Or¬ 
dinarily the NADH is oxidized via the cyto¬ 
chrome chain, but whenever the NADH load is 
great, other metabolites accept hydrogen. With 
the body trying to metabolize large quantities of 
alcohol at a maximum rate by reoxidizing the 
reduced NADH, liver glycogen must be used. 
Liver glycogen breaks down to pyruvate, supply¬ 
ing energy to the reaction. The pyruvate, in 
turn, is reduced to lactate, thereby oxidizing the 
NADH to NAD and permitting more alcohol to 
be oxidized to acetaldehyde. 

Seligson et al 3 measured lactate, pyruvate, /?- 
hydroxy butyrate, and acetoacetate levels in the 
hepatic vein of man 90 minutes after alcohol in¬ 
fusion. Their work showed a relative decrease 
in pyruvate and a corresponding increase in lac¬ 
tate; a relative decrease in acetoacetate and an in¬ 
crease in /3-hydroxybutyrate following alcohol 


*Glucagon, a pancreatic hormone with an epinephrine¬ 
like action, produces rapid hepatic glycogenolysis and 
elevation in blood sugar. It activates the enzyme phos- 
phorylase which converts glycogen to glucose-l-phos- 
phate. 


infusion. These results are compatible with this 
concept of glycogen utilization and explain why a 
non-fasting individual with abundant liver glyco¬ 
gen would not be as affected by alcohol as he 
would after a fast had reduced his store of gly¬ 
cogen. They are also consistent with the obser¬ 
vation that small quantities of alcohol, not suffi¬ 
cient to bring into play alternate routes for the 
reoxidation of NADH, do not reduce liver gly¬ 
cogen or produce hypoglycemia. They support 
Tennent’s 7 observation that food taken with mod¬ 
est amounts of alcohol after a short fast (17 
hours) brought about no significant change in 
blood sugar levels from the group who fasted 
then ingested the same 122cc of whiskey. They 
agree also with the findings of Forbes and 
Duncan, 8 who starved rats for 16 hours and then 
gave some of them large quantities of alcohol and 
glucose. All of the rats were then killed and the 
amount of liver glycogen determined. The liver 
glycogen was much higher in the alcohol-glucose 
fed rats than in those killed solely in the fasting 
state. 

Alcoholic hypoglycemia can be profound. Nu¬ 
merous investigators have reported levels below 
20mg%. 1 ’ 6 ’ 9 ’ 10 Freinkel et al reported patients 
with blood sugars of 5 and 6mg% on admission. 
In the first case to be discussed, the patient had 
a blood sugar of 13mg% on one admission. It 
would seem reasonable to propose that the ex¬ 
tremely low blood sugar levels found after ethanol 
ingestion could result only from almost total lack 
of glucose production. If alcohol actively pro¬ 
motes the removal of glycogen from the liver, a 
point will be reached when the original pre¬ 
drinking glycogen is gone. Any additional new- 
formed glycogen must come from food or en¬ 
dogenous sources via gluconeogenesis then gly- 
cogenesis. It has been shown that the type of 
patient to become hypoglycemic is the “binge” 
drinker who “ties one on,” having had little or 
no food 1,5,6 ’ 9,10 ’; it can thus be assumed that any 
new-formed glycogen must come through glu¬ 
coneogenesis. Glycogen synthesis may or may 
not be affected by alcohol. If gluconeogenesis 
does not proceed at a sufficiently rapid rate, blood 
sugar and liver glycogen levels will not return to 
normal for a considerable length of time, even in 
the absence of continued drinking. If alcohol in¬ 
terferes with gluconeogenesis, then prolonged 
drinking without food could result in profound 
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hypoglycemia even if alcohol has no effect on 
glycogen synthesis per se. 

It is extremely difficult to show in humans 
whether alcohol interferes with glycogen syn¬ 
thesis. Field and coworkers 5 showed that fruc¬ 
tose given during ethanol induced hypoglycemia 
resulted in higher blood sugar levels than when 
given without ethanol. Glucagon given one hour 
later, however, did not cause as great an increase 
in blood sugar in those patients who had pre¬ 
viously had alcohol as it did in those who had 
none. 5 This study shows that the conversion of 
fructose to glucose is not affected by alcohol and 
implies that the synthesis of glycogen is impaired 
by alcohol. 

Since it is not possible from this study to de¬ 
termine the rate of glycogen formation and 
breakdown, one could wonder whether the higher 
blood sugar levels in the alcoholic group might 
be due to increased glycogen synthesis and sub¬ 
sequent breakdown. Field’s experimental work 
on rat and rabbit livers tends to support his con¬ 
clusions that alcohol does in fact interfere with 
glycogen synthesis. In one experiment he per¬ 
fused isolated rat livers with ethanol, then added 
fructose to the perfusate. An increase in glucose 
concentration in the media was noted in both 
the ethanol perfused livers and the controls, but 
the glycogen content of the ethanol perfused 
livers was much less than in the controls. The 
conversion of fructose to glucose was not in¬ 
fluenced by ethanol at concentrations of 0.41%, 
indicating that the inhibitory effect of ethanol in 
glycogen synthesis occurs after glucose-6-phos- 
phatase is formed. In a second experiment, he 
found that liver slices from ethanol treated rab¬ 
bits metabolized less radioactive glucose into gly¬ 
cogen during a 90-minute incubation period than 
did liver slices from controls. 5 

How does alcohol interfere with gluconeogene- 
sis to produce the extremely low values of blood 
sugar encountered in alcoholic hypoglycemia ? 
Direct experimental evidence on humans on the 
site of alcohol inhibition of gluconeogenesis 
is not available. Field and coworkers 5 per¬ 
fused isolated rat livers and found amino acid 
production to be essentially the same in both 
controls and ethanol perfused livers. Urea pro¬ 
duction, however, was substantially decreased in 
the ethanol perfused group, suggesting the point 
of interference in gluconeogensis occurs in the 


deamination of the amino acids, and not before 
their formation. 

Only a small percentage of heavy drinkers 
become hypoglycemic, but most of those that do 
have a history of repeated episodes. Several ex¬ 
planations have been suggested. Brown and 
Harvey thought that hypoglycemia was due to a 
contaminant in the alcoholic mixture their pa¬ 
tients drank, not in the alcohol itself, giving rise 
to the term “smoke poisoning.” 11 As more case 
reports were published, it became apparent that 
there was no contaminant: ethyl alcohol itself 
was the hepatotoxic substance. Neame and Jou- 
bert, 6 among the first to reach this conclusion, 
thought that a poor diet over a long period was 
the essential factor that predisposed one to hypo¬ 
glycemia after alcohol ingestion. However, there 
have been cases of hypoglycemia in children who 
accidentally drank alcohol who had neither been 
chronic drinkers nor been on an inadequate 
diet. 12 - 13 

Chronic liver disease was thought to be neces¬ 
sary to development of hypoglycemia. Neame and 
Joubert 6 performed liver biopsies on 17 patients 
who developed alcoholic hypoglycemia and found 
evidence of cirrhosis in only three. The remain¬ 
ing 14 had normal hepatic architecture. Hed 14 
performed biopsies in 12 cases and found some 
degree of fatty liver in 11, but none had cirrhosis. 
Other investigators 1,10 also have found no evi¬ 
dence of chronic liver disease in their patients. 

The possibility of an underlying defect in car¬ 
bohydrate metabolism as the necessary factor in 
alcoholic hypoglycemia has been studied. Frein- 
kel 1 admitted nine patients with this condition 
during a 21-month period. After the acute episode 
was over, these patients were subjected to various 
“loads” to test how they handled exogenous 
glucose and utilized endogenous glucose. Re¬ 
sponses to glucose tolerance tests were equally 
divided among normal and diabetic type responses. 
Response to intravenous insulin was at a maxi¬ 
mum somewhat later (30 to 60 min.) than in 
normal patients (20 to 30 min.) and somewhat 
more pronounced with a blood sugar one-third 
of pretest value as compared to one-half in nor¬ 
mal patients. Maximal response to IV tolbutamide 
was generally delayed to 60 minutes rather than a 
normal 30 minutes, even in those patients who 
had a normal glucose tolerance curve. They con¬ 
cluded that patients developing clinical alcoholic 
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! hypoglycemia did not handle test loads as well as 
j a normal group, even though gross abnormalities 
f in maintaining glucose balance were not found. 
I The search for the cause or causes of alcoholic 
} hypoglycemia is not over. It has recently been 
J shown that acute sublethal alcohol intoxication 
| produced a substantial increase in urinary ex- 
I cretion of epinephrine and levarterenol in dogs 15 
I and that an intravenous infusion of alcohol 
j caused reduction of serotonin and norepinephrine 
| in the rabbit’s brain stem. 16 The significance of 
I these effects in producing hypoglycemia is a cur- 
| rent area of investigation. 

CASE REPORTS 

f Case 1. The patient was a 51-year-old Negro 
| man with a history of alcoholism of at least 15 
| years duration. He had not been gainfully em- 
f ployed for the past 10 years. He was divorced. 
| He was 62" tall and weighed 110 lbs, much 
| shorter and lighter than his brothers. His sisters 
| are tall and thin. They are heavy drinkers, but 
| there is no available history of their having al- 
| coholic hypoglycemic episodes. 

I Between January, 1964, and April, 1965, the 
1 patient was admitted to the local hospital eight 
1 times, in various degrees of unconsciousness. He 
j was hospitalized twice in Johns Hopkins Hos- 
1 pital, with one admission of six weeks duration. 
1 He was extensively studied at Johns Hopkins. 
| His liver function was normal, and a needle bi- 
I opsy of his liver showed only mild fatty changes. 
I He had two glucose tolerance tests, one with an 
| essentially normal response, the second with a 
I diabetic type response. He had a prompt hypogly- 
{ cemic reaction to intravenously administered al- 
I cohol, no response to glucagon, but a prompt re- 
f sponse to intravenous dextrose. Additional find- 
| ings were chronic renal disease, inactive pulmo- 
1 nary tuberculosis, and anemia, 
f Almost all of his admissions occurred between 
i 10 am and noon, because his cronies would miss 
[ seeing him in the neighborhood. As a rule he 
! would have generalized seizures either before or 
I at the time of admission. He usually responded 
[ well to intravenous dextrose, becoming alert and 
I symptom-free in two to four hours. On one ad- 
| mission, his blood sugar was 22mg% and blood 
| alcohol level, only 0.05%. This is consistent with 
| the finding that there is no correlation between 
1 the blood alcohol and the blood sugar levels. 14 
f His lowest blood sugar on admission was 13mg%. 
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Matters took a turn for the worse in December, 
1964. On December 16, be was seen in the 
emergency room with a blood sugar less than 
40mg%. He responded well to IV dextrose and 
was allowed to return home with friends. But 
he was returned to the hospital at 3 pm, comatose 
and in convulsions, which continued for 12 hours. 
His blood sugar on admission was 110mg%; at 
4:30, 150mg% ; at 9:55, 250mg%. He had neither 
food nor IV fluids until 10:20 pm. He was men¬ 
tally depressed on December 17. Not until the 
next day did he appear alert; he then complained 
of weakness in his right hand. 

His final admission was April 20, 1965. Blood 
sugar was 49m g°/o. He responded promptly to 
IV dextrose, but his mind was not clear. Five 
hours after admission he suddenly developed 
generalized seizures, became unconscious, and 
died 30 minutes later. We were unable to obtain 
an autopsy. 

This case illustrates many of the observations 
noted by other investigators. In some ways it is a 
composite of their findings. 

This case has its bittersweet side. Throughout 
Lent, March 3 to April 18, the patient gave up 
alcohol as a measure of self-denial. He started 
drinking heavily after attending midnight mass 
on Easter Sunday. He was found at home, un¬ 
conscious, on Tuesday, April 20. It might be 
that his abstinence from alcohol during Lent had 
permitted his central nervous system to lose its 
tolerance to alcohol, contributing to the effect of 
his heavy drinking Easter Sunday and Monday. 

Case 2. The patient, a 74-year-old Negro man, 
was brought to the emergency room at 8 am on 
April 18,1965. It was presumed that he had a 
cerebrovascular accident. He was in a deep coma. 
An airway was positioned with no response. A 
Dextrostix blood sugar determination showed a 
blood sugar of less than 40mg%, found later to 
be 35mg%. He responded promptly to IV dex¬ 
trose. The airway was removed by 9:30 am, and 
half an hour later, he was talking and moving 
about. We learned that the patient had not eaten 
while drinking his Old Crow. He was told in 
not uncertain terms that that was a “bad bird” 
for him, and he has not been in trouble since. 

These cases are mentioned to make two points 
and one conjecture. First, alcohol induced hy¬ 
poglycemia is probably more common than is 
generally considered. Second, prolonged hypo¬ 


glycemia can produce serious, irreversible changes 
in the central nervous system. The CN S dqiends 
on blood glucose for its nutrition. Other metabo¬ 
lites in the blood cannot replace the need for 
glucose, even for relatively short periods. 

One must remember that the biochemical and 
physiologic changes that take place in the body 
are not isolated occurrences in time and space but 
go on simultaneously in the various organs and 
blood stream. Glycogen, a source of readily avail¬ 
able high energy glucose is contained in the 
muscles. This glycogen is not affected by alcohol 
or fasting, but during convulsions, considerable 
quantities of it must be used in producing lactate. 
Since the glycogen-lactate reaction is reversible, 
one can conjecture that the convulsive seizures 
seen in alcoholic hypoglycemia are an attempt by 
the body to convert lactate to glycogen and glu¬ 
cose in order to provide nourishment for the 

CNS. Village Medical Center 

Mechanicsville, Md. 
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Frankly, most antihyper¬ 
tensives are pretty good if 
you give an adequate dose. 
I’m looking for one with a 
simple regimen so that mix- 
ups in doses and therefore 
the chance of side effects 
are minimized. 


Regroton® 

chlorthalidone 50 mg. reserpine 0.25 mg. 

1 tablet daily 
brings pressure down 

Advantage: Both components of Regroton 
are long-acting. 

Average dosage: One tablet daily with 
breakfast. 

Contraindications: History of mental 
depression, hypersensitivity, and most 
cases of severe renal or hepatic diseases. 
Warning: Discontinue 2 weeks before 
general anesthesia, 1 week before electro¬ 
shock therapy, and if depression or 
peptic ulcer occurs. With administration 
of enteric-coated potassium supplements, 
the possibility of small bowel lesions 
should be kept in mind. 

Precautions: Reduce dosage of con¬ 
comitant antihypertensive agents by one- 
half. Discontinue if the BUN rises or 
liver dysfunction is aggravated. Electro¬ 
lyte imbalance and potassium depletion 
may occur; take particular care in 
cirrhosis or severe ischemic heart disease, 
and in patients receiving corticosteroids, 
ACTH, or digitalis. Sait restriction is not 
recommended. Use with caution in 
patients with ulcerative colitis, gall¬ 
stones, or bronchial asthma. 

Side effects: Nausea, vomiting, diarrhea, 
muscle cramps, headaches and dizziness. 
Potential side effects include angina pecto¬ 
ris, anxiety, depression, drowsiness, 
hyperglycemia, hyperuricemia, lassitude, 
leukopenia, nasal stuffiness, nightmare, 
ourpura, urticaria, and weakness. 

For full details, see the complete prescrib- 
ng information. 

Availability: Bottles of 100 and 1000 tablets. 
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dextroamphetamine 
sulfate and amobarbital 

she can say "No thank you" 
to the crepes suzette. 



'Dexamyl' does more than most anorectics. Be¬ 
cause it curbs appetite and lifts mood, 'Dexamyl' 
can encourage the discouraged dieter to stay 
on her diet. 

The mood lift with 'Dexamyl' can make the dif¬ 
ference between the success or failure of her 
diet plan. 

Formulas: Each 'Dexamyl' Spansule® Capsule (brand of sustained 
release capsule) No. 1 contains 10 mg. of Dexedrine® (brand of 
dextroamphetamine sulfate) and 1 gr. of amobarbital, derivative of 
barbituric acid [Warning, may be habit formingl. Each 'Dexamyl' 
Spansule capsule No. 2 contains 15 mg. of Dexedrine (brand of 
dextroamphetamine sulfate) and IV 2 gr. of amobarbital [Warning, 
may be habit formingl. 

Principal cautions and side effects: Use with caution in patients 
hypersensitive to sympathomimetics or barbiturates and in coronary 
or cardiovascular disease or severe hypertension. Insomnia, excit¬ 
ability and increased motor activity are infrequent and ordinarily 
mild. 

Before prescribing, see SK&F product Prescribing Information. 

Smith Kline & French Laboratories Stl- 
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MEDICAL HYPNOSIS 


Whether treatment by hypnosis is here to stay 
or whether it will be disparaged, ridiculed, and 
again disappear from the medical scene will de¬ 
pend upon its use in carefully selected cases by 
informed practitioners. The history of hypnosis 
repeatedly has demonstrated that hypnosis has 
been destroyed not by the excessive criticism of 
its skeptical opponents but by the extravagant 
claims of its overly enthusiastic proponents. The 
members of this Academy and physicians belong¬ 
ing to other practitioner groups are the future 
hope of medical hypnosis. I have spoken at na¬ 
tional meetings to doctors from all parts of the 
country who have become interested in hypnosis. 
To them, the practice of hypnosis represents a 
way of getting closer to their patients and helps 
them to feel more like doctors practicing an art 
and less like technicians carrying out routine 
studies. 11 

The use of hypnosis is a natural consequence of 
what the doctor is doing in everyday practice. 14 
The physician makes direct and indirect sugges¬ 
tions to every patient. When he tells a patient 
that a laboratory test is non-contributory or that 
the physical findings are negative, he is in effect 
suggesting to the patient, “You can stop worry¬ 
ing.” When an injection is given, the doctor is 

Presented before the Maryland Academy of Medicine 
and Surgery, Baltimore, October 20, 1964. 


JACOB H. CONIS, MB 

suggesting, “You are being cured.” Thus, the in¬ 
jection of a saline placebo reportedly has been 
effective in significantly reducing the systolic pres¬ 
sure over a period of 59 weeks (and the diastolic 
pressure for 123 weeks) in a series of patients 
with essential hypertension, while an oral placebo 
yielded no such response. 19 The writing of a pre¬ 
scription suggests to the patient that his condition 
can be helped without probing into psychological 
issues and that he can ignore or forget (repress) 
the underlying conflicts. 22 

Medical hypnosis organizes these suggestive in¬ 
fluences which are based upon the sick person’s 
need for someone to relieve his distress and, there¬ 
fore, to endow his physician with the power to 
help and to heal. Hypnosis is not a state of mind 
but the end result of various psychologic proc¬ 
esses. The ideal patient is intelligent and coopera¬ 
tive. The best hypnotist in the world cannot walk 
up to a stranger in a hotel lobby, announce, “I am 
going to hypnotize you,” and succeed. The patient 
must be willing and able to concentrate on what 
is being said and to believe that whatever the 
doctor says will happen can and does happen. In 
brief, if the patient will look where you tell him to 
look and will pay attention only to what you say 
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to him; if he will follow your instructions and let 
things happen and implicitly believe that you have 
the power to predict what will occur, then he can 
be hypnotized effectively. 4 ' 6 

The doctor, in turn, must be convinced of his 
ability to succeed. He must learn to overcome the 
feeling of self-consciousness during the phase of 
induction when he is instructing the patient how 
to act and what to expect. 

Hypnosis has been used to relieve intractable 
pain in patients with terminal cancer. 2 The relief 
of pain may last up to several hours or longer, 
and the patient is taught how to hypnotize him¬ 
self whenever he requires relief from pain. One 
comprehensive report concludes that the use of 
hypnosis substantially reduces the amount of nar¬ 
cotics and helps to keq) the terminal cancer pa¬ 
tient comfortable and free from anxiety. 3 

I am convinced that excruciating pain—pain 
that is refractory to narcotics and resistant to all 
types of analgesic drugs—always includes a major 
psychologic component. Last year I was asked to 
see a woman who accidentally had severed the 
radial and ulnar nerve and most of the tendons 
of one hand. Her pain was excruciating and did 
not respond to any type of medication. I hypno¬ 
tized her, and in about five minutes she reported 
that her pain was 90% better! Now, a moment’s 
serious reflection is enough to conclude that mere¬ 
ly staring and concentrating upon a spot could not 
have produced this effect unless the patient had 
an intense conscious need and an unconscious 
wish to develop this type of interpersonal rela¬ 
tionship, which is characterized by selective in¬ 
attention and passive detachment. 

This need on the part of the patient is illus¬ 
trated by Crasilneck’s observation that the sicker 
the severely burned patient is the better he is as 
a hypnotic subject. The burned patient not only 
obtains relief from pain but can be made to exer¬ 
cise the burned limb and can be influenced to eat 
larger quantities of required foods so that healing 
occurs more rapidly. 18 

The value of hypnosis in reducing pain and 
anxiety has been reported in cases of urethral and 
rectal instrumentation, minor surgery, changing 
of dressings, and the manipulation of painful 
joints. 23 In the accident room, hypnosis has been 
found to be useful when a patient has eaten re¬ 
cently and a general anesthetic cannot be given 
immediately. Many reports have cited the value 


of hypnosis in gynecology and obstetrics. The pain 
of causalgia, phantom limb, and post-herpetic neu¬ 
ralgia has been relieved in selected cases. It can¬ 
not be emphasized too often that if the patient is 
to be helped he must be cooperative and be able 
to live without his symptoms, which may be of 
use to him as a neurotic defense and represent a 
secondary gain. The patient may have become the 
center of attention, may need to punish himself, or 
is being supported financially and is receiving the 
sympathy which he requires and now demands as 
his right. He may thus be unwilling, hence un¬ 
able, to surrender his symptoms even under hyp¬ 
nosis. 10, 14 ' 15 

Chronic skin disorders have been alleviated; 
warts respond well to hypnotic treatment. In se¬ 
lected cases, persistent hiccups, migraine, thumb¬ 
sucking, enuresis, nail biting, excessive cigarette 
smoking, alcoholism, and obesity 24 can be treated 
effectively. Frigidity, dyspareunia, premature 
ejaculation, and impotence usually are associated 
with severe personality disturbances and therefore 
require psychotherapy as well as hypnotherapy. 20 
I have reported the beneficial effects of the hyp¬ 
notic treatment of war neuroses, sex offenders, 
and severe hysterical depressions. 6-8, 12 

The treatment of stuttering is not as easy or as 
successful as some reports would suggest. The 
lifelong stutterer has developed severe neurotic 
defenses and is resistant to hypnotic treatment. 
The onset of stammering in adolescence is usually 
an hysterical disorder which is amenable to hypno¬ 
therapy. There are the amnesias of acute onset 
and fugue states for which hypnosis is a specific 
form of treatment. 

The recall, under hypnosis, of a single trau¬ 
matic event or series of traumatic experiences 
(which often are spurious) is not invariably asso¬ 
ciated with cure. Therefore, it is wrong in prin¬ 
ciple and misleading in practice to inform the 
patient directly or indirectly that he will recover 
as soon as he can recall certain “buried” memo¬ 
ries. What usually happens is that the patient 
feels compelled to fabricate traumatic events in 
order to please the hypnotist. Hull has shown 
that patients fabricate more readily under hyp¬ 
nosis than in the waking state. 20 Each hypnotist 
obtains those psychological contents, which he in¬ 
dicated to his patient as being the ones that inter¬ 
est him. 

The practitioner must remember that the value 
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of emotional release (abreaction) lies not in itself 
but in the fact that the patient is ready (set), able 
(mature enough), and willing (unconsciously 
wishes) to get well and to stay well (that is, he 
can maintain realistic goals). Only then can the 
patient endow the therapist of his choice (the 
transference object) with the power to cure him. 

Hypnosis, like penicillin, should be used dis- 
criminately and always with the full consent of 
the patient. 

The general practitioner should always begin 
by using waking suggestion. Certain patients are 
more suggestible when fully awake. The doctor 
who tells a patient: “You are beginning to look 
better. You are one of my best patients, and I 
expect you to improve even more during the next 
two weeks,” is bringing new life to his patient. A 
recent study of glaucomatous patients 1 demon¬ 
strated that intraocular tension was reduced more 
effectively when the doctor directly told the pa¬ 
tient, in a sincere manner, that the headaches 
would disappear and that the eye condition had 
improved than when suggestions were given while 
the patient was under hypnosis or posthypnotically. 

Some patients are most suggestible w hen asleep; 
others respond best to suggestions in the light 
stage of hypnosis. A patient may develop a som¬ 
nambulistic state and still may not respond to sug¬ 
gestion if he is not properly motivated. Dr. Wol- 
berg tells of a doctor who asked to be hypnotized 
to prepare himself better for the New York State 
Board examination. He was an excellent subject 
and all went well. On the day of the examination 
he called Dr. Wolberg and sheepishly confessed 
that he had not taken the examinations because 
he had overslept. His father had insisted that the 
patient take the examinations in New York, but 
the young man had a sweetheart in another state 
and preferred to take his boards in that state. He 
had solved the problem by oversleeping, after hav¬ 
ing consented to take them in New York to please 
his father. 

Many patients are passive and remain silent as 
soon as they develop the specific interpersonal re¬ 
lationship which is the trance state. These indi¬ 
viduals should be told, “Enjoy being relaxed. You 
have nothing on your mind. That is good. Don’t 
say anything until it comes to you naturally and 
without effort. What you say is not as important 
as how you act in keeping with your natural, real 
feelings. You can say nothing and get well, if 


that is what you want to do.” In this manner the 
patient is free to find his own way of expressing 
himself while in the trance state. 10 

One of the recurrent problems is the patient 
wdio insists that he has not been asleep; hence he 
has not been hypnotized. Hypnosis is not sleep, 
it is “imitation” sleep. I tell my patient that hyp¬ 
nosis is not sleep and that if he wants to sleep to 
do it at home. “You came here,” I say, “not to 
sleep but to learn how to relax and bow to live 
more effectively, fully, and without your present 
neurotic complaints.” The patient in the hypnotic 
trance is not passive; he is an active agent who 
uses the doctor as the means of restoring the pa¬ 
tient’s feeling of mastery and control. 9 

The patient will not do anything contrary to his 
moral code if it is directly suggested; but if his 
perceptions and conceptions are altered, he may 
steal or attack any person who is pointed out as 
being a danger to himself or to his loved ones. 11 

The patient awakens when he is told to do so 
with very few exceptions. It takes much more 
skill to induce the trance state than to arouse the 
patient, who, if left alone, will “sleep it off.” Fail¬ 
ure to awaken (dehypnotize) usually occurs either 
because the patient is hostile to the hypnotist and 
wants to remain longer in the trance so as to 
“even things up” or because he enjoys being in 
the relaxed trance state and does not care, for the 
time being, to return to his troubled life situation. 
The effective handling of such resistance and hos¬ 
tility should be part of the training of any hypno¬ 
therapist. 12 

Neither amnesia nor the “deep state of hypno¬ 
sis” is necessary for therapeutic success, since in 
many cases “cures” can be achieved with sugges¬ 
tion in the light stages of hypnosis. It is not 
necessary for the patient to talk while in the 
trance state. Excellent results can be obtained 
without probing for psychological contents. The 
hypnotist only sets the stage; it is the patient 
who induces the trance by doing what is expected 
of him. 

In 1941, a young married woman whom I had 
interviewed several times asked: “Why don’t you 
do something else besides talking to me? Why 
don’t you hypnotize me?” I was willing to do so, 
but as I had never hypnotized anyone previously, 
I hesitated until the patient added the additional 
stimulus which I needed by saying, “I know that 
you can hypnotize me because my husband can do 
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it, and he is not even a doctor.” As my profes¬ 
sional self-esteem was at stake, I held up my hand 
with an assumed self-assurance, and before I had 
a chance to speak, the patient entered into the 
trance state; she had hypnotized herself. 15 This 
experience taught me humility. All I had done 
was to set the stage; it was the patient who had 
satisfied a particular psychological need by estab¬ 
lishing a specific type of interpersonal relatedness 
which was characterized by passive compliance and 
selective attention. Thus, at the very beginning 
of my interest in hypnosis, I learned that anyone, 
even someone who was ignorant of the theoretical 
and technical implications of hypnosis, can hyp¬ 
notize a patient. 

Even when the patient is skeptical and says that 
he has no faith in hypnosis, it is how he behaves 
rather than what he says which indicates the de¬ 
gree of his unconscious need for a regressive, 
compliant relationship. 

The psychodynamics involved in the hypnotic 
relationship can be summarized as a need to domi¬ 
nate or to be dominated, a conviction on the part 
of the subject that he will fail in the task of hyp¬ 
nosis, a fear of losing his will power, a need for 
dependency, expiation, or the feeling of guilt and 
a terror of intimate interpersonal relations. To 
some patients, hypnosis may mean death, a homo¬ 
sexual or heterosexual relationship, or a rebirth 
fantasy. 9 

The hypnotist also must know himself. He must 
not derive too much vicarious satisfaction or 
power from the treatment of the patient in the 
trance state. He must be aware of the dangers of 
becoming involved in the patient’s paranoid pro¬ 
jections, of arousing repressed conflicts which may 
overwhelm the patient, of becoming the object of 
the patient’s sexual fantasies, or of removing 
symptoms in disturbed, unstable individuals who 
require their symptoms as defensive maneuvers. 

The dangers of hypnosis are those which accom¬ 
pany every psychotherapeutic relationship. Any¬ 
one who hypnotizes a prepsychotic patient with¬ 
out knowing what he is getting into is like the fool 
who ventures where angels fear to tread. Psychi¬ 
atric training is an absolute prerequisite for diag¬ 
nosis as well as for intensive hypnotherapy , 13 The 
average practitioner should confine his hypnotic 
efforts to the preparation of the patient for surgi¬ 
cal procedures, and the alleviation of pain (anal¬ 
gesia and anesthesia) and postoperative comfort. 


Every medical procedure includes the same 
fundamental ingredient: the personal worth of the 
doctor. Hypnosis is nothing more than suggestive 
influence of the doctor upon whom the patient 
depends for both care and emotional support, pre¬ 
sented in a specific interpersonal setting. It is not 
a panacea for all the ills of mankind. If it is used 
discriminately for those who can endure living 
without their neurotic defenses, then in these care¬ 
fully selected cases hypnosis can help to remove 
the functional overlay of organic disease, to re¬ 
lieve pain, to alleviate anxiety, and to facilitate 
the recall of significant traumatic events. 

812 Medical Arts Bldg 
Baltimore Md 21201 
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Diagnosis: 

cystitis? 

pyelonephritis? 

pyelitis? 

urethritis? 

prostatitis? 

in any case, 
usually gram-negative* 


Therapy: 

two 500 mg. Caplets® q.i.d. 

(initial adult dose) 


cations: Urinary tract infections caused by gram-negative and some gram- 
tive organisms. 

i effects: Mainly mild, transient gastrointestinal disturbances; in 
isional instances, drowsiness, fatigue, pruritus, rash, urticaria, mild 
nophilia, reversible subjective visual disturbances (overbrightness of 
s, change in visual color perception, difficulty in focusing, decrease in 
al acuity and double vision), and reversible photosensitivity reactions, 
ced overdosage, coupled with certain predisposing factors, has produced 
convulsions in a few patients. 

autlons: As with all new drugs, blood and liver function tests are advis- 
during prolonged treatment. Pending further experience, like most 
lotherapeutic agents, this drug should not be given in the first trimester 
egnancy. It must be used cautiously in patients with liver disease or 
re impairment of kidney function. Because photosensitivity reactions have 
rred in a small number of cases, patients should be cautioned to avoid 
cessary exposure to direct sunlight while receiving NegGram, and if a 
ion occurs, therapy should be discontinued. The dosage recommended 
Jults and children should not arbitrarily be doubled unless under the 
ul supervision of a physician. Bacterial resistance may develop. 

i testing the urine for glucose in patients receiving NegGram, Clinistix® 
ent Strips or Tes-Tape® should be used since other reagents give a 
positive reaction. 

ge: Adults: Four Gm. dally by mouth (2 Caplets® of 500 mg. four times 
for one to two weeks. Thereafter, If prolonged treatment Is indicated, 
osage may be reduced to two Gm. dally. Children may be given 
•xlmately 25 mg. per pound of body weight per day, administered in 
ed doses. The dosage recommended above for adults and children 
d not arbitrarily be doubled unless under the careful supervision of a 
cian. Until further experience is gained, infants under 1 month 
d not be treated with the drug. 

supplied: Buff-colored, scored Caplets® of 500 mg. for adults, conve- 
ly available in bottles of 56 (sufficient for one full week of therapy) and in 
>s of 1000. 250 mg. for children, available in bottles of 56 and 1000. 

ences: (1) Based on 23 clinical papers, 1512 cases. Bibliography on 
1st. (2) Bush, I. M. t Orkin, L. A., and Winter, J. W., in Sylvester, J. C.: 
Microbial Agents and Chemotherapy— 1964, Ann Arbor, American 
nty for Microbiology, 1965, p. 722. 
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NegGram 

Brand of 

nalidixic acid 

a specific anti-gram-negative 

eradicates most urinary 
tract infections... 

• Low incidence of untoward effects; no fungal 
overgrowth, crystalluria, ototoxic or nephrotoxic 
effects have been observed. 

• “Excellent” or “good” response reported in 
more than 2 out of 3 patients with either chronic 
or acute gram-negative infections. 1 

*As many as 9 out of 10 urinary tract infections are now caused 
by gram-negative organisms: E. coli, Klebsiella, Aerobacter, 

Proteus, Paracolon or Pseudomonas 2 ... However, infections of the 
urethra and prostate caused by non-gonococcal gram-negative 
organisms are believed to be less prevalent. 








Eczema of many years... 
controlled in two weeks 



Before treatment After treatment — 

with ARISTOCORT Topical 
Ointment 0.1% for two weeks 


ARISTOCORT® Triamcinolone Acetonide Top- 
icals have proved exceptionally effective in the 
control of various forms of eczema: allergic, 
atopic, nummular, psoriatic, and mycotic. 

In most cases responsive to topical 
ARISTOCORT, the 0.1% concentration is suffi¬ 
ciently potent. The0.5% concentration provides 
enhanced topical activity for patients requiring 
additional potency for proper relief. 

Administration and Dosage: Apply sparingly to the 
affected area 3 or 4 times daily. Some cases of psoriasis 
may be more effectively treated if the 0.1% Cream or 
Ointment is applied under an occlusive dressing. 

Contraindications: Tuberculosis of the skin, herpes 
simplex, chicken pox and vaccinia. 

Precautions and Side Effects: Do not use in the eyes 
or in the ear (if drum is perforated). A few individuals 
react unfavorably under certain conditions. If side 

Aristocort’ Topical 

Triamcinolone Acetonide 


effects are encountered, the drug should be discon¬ 
tinued and appropriate measures taken. Use on infected 
areas should be attended with caution and observation, 
bearing in mind the potential spreading of infection 
and the advisability of discontinuing therapy and/or 
initiating antibacterial measures. Generalized derma¬ 
tological conditions may require systemic corticoster¬ 
oid therapy. Steroid therapy, although responsible for 
remissions of dermatoses, especially of allergic origin 
cannot be expected to prevent recurrence. The use over 
extensive body areas, with or without occlusive non- 
permeable dressings, may result in systemic absorption. 
Appropriate precautions should be taken. When occlu¬ 
sive nonpermeable dressings are used, miliaria, follic¬ 
ulitis and pyodermas will sometimes develop. Localized 
atrophy and striae have been reported with the use of 
steroids by the occlusive technique. When occlusive 
nonpermeable dressings are used, the physician should 
be aware of the hazards of suffocation and flamma¬ 
bility. The safety of use on pregnant patients has not 
been firmly established.Thus,do notuse in large amounts 
or for long periods of time on pregnant patients. 

Available in 5 Gm. and 15 Gm. tubes and V 2 lb. jars. 


Ointment 0.1% and Cream 0.1%, 0.5% 

Also available in foam form. 
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THE BONUS YEARS 

Suggestions for mature people approaching retirement 


It is important for men to plan for their retire¬ 
ment or bonus years—more people are living 
longer. At the beginning of the Christian era, the 
average life span was only a little more than 22 
years. Records in England and Wales during the 
1850-1860 decade show that the average length of 
life in those countries was approximately 40 years. 
In 1900, the average American could expect to 
live 47 years. In 1960, in the United States, the 
average life expectancy for men was 69 years and 
for women 73 years. An article in January, 1965, 
indicated that the age for women has advanced to 
75 years. During the past several decades, the 
life expectancy for women has been lengthened 
because of a significant reduction in deaths asso¬ 
ciated with childbirth. 

The exact reason why women live longer than 
men is not entirely clear. Some have suggested 
that nature places a higher value on the female 
of the species; others have suggested that women 
have a more rugged and durable constitution. We 
know that the high level of the female hormone is 
significant in reducing the incidence of coronary 
artery heart disease during the childbearing period. 
There are exceptions, however, as evidenced by 
the occurrence recently, in Baltimore, of coronary 
thrombosis in a woman 22 years of age. It is gen¬ 
erally believed that women do not experience as 
much stress and that, for the most part, they do 
not work as hard or as intensively as men. In 
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the past it was thought that women worried more 
than men, but recent observations indicate that 
husbands are worrying equally as much as their 
wives. 

At the present rate of increase, it appears that 
the average life span will have reached 80 years 
in 1980. The life expectancy increases with ad¬ 
vance in age; when one has attained the age of 
65 years, there is every reason to believe that he 
will live to be almost 80 years of age. At age 85, 
an average of 90 years may be anticipated. 

In many undeveloped areas of the world where 
modern methods of sanitation, health facilities, and 
disease control are essentially unknown, the aver¬ 
age life span is not much greater than it was dur¬ 
ing the early Christian era. When the limited 
life expectancy in such areas is compared with 
the present figures for longer life in North Amer¬ 
ica, it is interpreted as evidence of the part sci¬ 
ence is playing, and will continue to play, in pro¬ 
longing life. 1 

How long then can a person live with the best 
possible heredity, the most healthful living condi¬ 
tions, the ultimate in medical attention, and, in 
addition, good luck? In the fifth chapter of 
Genesis, one reads that Methuselah lived 969 
years and that Lamech lived 777 years; and in 
the ninth chapter of Genesis, we find that Noah 
is said to have lived 950 years. Most interpreters 
explain the high figures given for these ages as 
a manifestation of the enthusiasm of the chronicler 
for his ancestors and believe that the writing is 
basically symbolic. Methuselah was 187 years 
old when his son, Lamech, was born; Lamech 
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was 182 years old when his son, Noah, was horn. 
Noah was 600 at the time of the flood. If one adds 
187, 182, and 600, the total is 969 years, which 
is the age at which Methuselah died. One well 
might ask, “Did Methuselah drown at the time 
of the flood and die prematurely?” 

The Ninetieth Psalm tells us that we may ex¬ 
pect to live three score years and ten and, hy 
reason of strength, four score years. The average 
life expectancy in the United States has passed the 
three score years and ten mark and is now on 
the way to four score years, which will probably 
be attained in approximately 1980. The sixth 
chapter of Genesis states, “Man’s days shall be 
an hundred and twenty years,” this concept hav¬ 
ing been obtained from the Egyptians by the 
Jewish people. It is not at all unusual, when one 
orthodox Jew takes leave from another, to hear 
him say, “I will see you in Jerusalem and may 
you live to be an hundred and twenty years.” A 
doctor here in Baltimore who has many orthodox 
Jews as patients reports that when they leave his 
office they will frequently say to him, “May you 
live to be an hundred and twenty years.” 

An Eighteenth Century French anatomist, 
Georges Buffon, observed that the average dura¬ 
tion of life of an animal was approximately five 
or six times the period required for the maturing 
of his bones. 1 He observed that the average dog’s 
bones matured in two to three years and that 
the dog lived to an average of between 12 and 18 
years. One of my anatomy professors reports that 
chimpanzee bones mature in five to six years and 
that, in captivity, it is not at all unusual for a 
chimpanzee to live to be 30 to 35 years in age. 
Man’s skeleton matures in about 25 years. If we 
multiply 25 by 5 or 6, the product is 125 to 150 
years. To be scientifically honest, however, I 
must say that my former anatomy professor re¬ 
ports that in some rodents a few of their bones do 
not mature until the animal has reached old age. 
These facts, then, with respect to the Bufifon 
formula are reported simply as a matter of interest 
and speculation. 

How close has anyone ever come to attaining 
such an age? There have been reports from time 
to time of a person’s having lived to a fabulous 
age; but these reports have not been adequately 
documented. The oldest Civil War veteran lived 
to be 117 years old, and more than 40 others 
lived more than 100 years. There are now several 


thousand centenarians in the United States. The 
University of Kharkov, in Russia, has several 
thousand centenarians under observation and 
study, and numerous other centers on the Con¬ 
tinent are making similar observations. 1 

Recurring reports during the past score or 
more years have described the Hunzas as people 
of extraordinary good health and exceptional 
longevity. It is said not to he unusual for the 
men to attain ages of 120 to 140 years. Hunza is 
an isolated country about the size of New Jersey, 
situated high in the Himalaya Mountains, just 
north of the Pakistan border and approximately 
15 miles from Russia. From 1948 to 1951, a 
vertebrate paleontologist, now on the staff of the 
Chicago Natural History Museum, lived among 
and worked with the Hunzas. In addition to 
showing them how they could make the best use of 
their natural resources, he established a medical 
dispensary, to which the people made 5,680 visits 
for treatment during the three-year period. There 
were few with diseases common to civilization. 
Nutritional disorders, such as scurvy and rickets, 
were common, as were marked dental caries, skin 
infections, and epidemics of severe dysentery. 
Many of the Hunzas had malaria and intestinal 
worms, and 5% of the population had trachoma. 
Direct questioning of the teenage boys revealed 
that in many instances one or two members of 
their families had died relatively young and that 
there were no written records to document ages 
of the Hunzas. The author’s prolonged period 
of living among the Hunzas led him to contradict 
the impressions reported by other travelers based, 
he believes, on too brief a period of observation. 
The Hunzas do develop certain types of disease, 
and the author concluded their average life ex¬ 
pectancy is not significantly greater than that in 
other parts of Asia. 2 

The answer, then, as to how long a person can 
live cannot he given at the present time. However, 
the conquering of one disease after another and 
the attacking of the congenital disorders and the 
deteriorations have led some students to predict 
that within the next 50 years, the average life 
expectancy of persons having the benefits of 
scientific investigation and treatment will exceed 
100 years. It would appear that the most difficult 
hurdle to he taken is that of finding a way to 
properly balance the human body chemistry and 
prevent the deposition of “rust in the pipes”— 
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atheromatous plaques—elevated areas in the lin¬ 
ing of arteries that appear to begin as deposits 
of fat molecules and cholesterol. 

Gerontology, a word derived from the Greek 
words for old man and treatise, is the science or 
the study of aging. It includes: 1) aging of the 
individual as a unit, 2) biologic changes affecting 
the different tissues, 3) sociologic aspects of aging. 
The discussion which follows will concern itself 
primarily with the first and, to a lesser extent, with 
the third. 

Geriatrics, derived from the Greek words for 
old age and “relating to the physician,” is that 
department of medicine concerned with problems 
peculiar to old age and aging. Geriatrics is not a 
specialty in the usual sense of the word because 
the services of many different types of physicians 
are required. The general health and illnesses of 
older people require services of the general prac¬ 
titioner, the internist, the orthopedist, the derma¬ 
tologist, the general surgeon, and so on. It is pref¬ 
erable to speak not of geriatrics but of geriatric 
medicine. Geriatric medicine is concerned not 
only with the sick but also with those who are 
well; not only with persons 65 years and more 
but especially with those in the 40-60 age group. 
It is frequently possible during this period to 
detect physical, psychological, and emotional de¬ 
viations from the normal and take steps to cor¬ 
rect, or at least modify, these deviations before 
they have reached an advanced stage and thus 
help people have better health when they reach 
the mature and older years. 

Persons in this middle age group are encour¬ 
aged to develop intellectually, sometimes spiritu¬ 
ally, to maintain social contacts, to participate in 
some community effort, and to try to develop 
hobbies. It is best that the hobby be an active 
type hobby, one in which the individual takes the 
leading role and in which he creates something, 
such that an end product is the result. Several 
months ago, a letter carrier was asked if he had 
made any plans for retirement. He promptly re¬ 
ported that he had; that during recent years he 
had been doing the painting and wallpapering in 
his own home and for several others in his neigh¬ 
borhood. He was confident that upon retirement 
from the postal department, he would find plenty 
of work not only to keep him busy but also to 
provide an income to supplement the pension he 
would receive. Another man, who is already re¬ 


tired, has had carpentry and woodwork as his 
hobby through the years. When he observed that 
there were many boys in his neighborhood who 
seemed to have nothing to do, he used a portion of 
his basement to set up a school in carpentry and 
cabinetmaking and provided the tools so that boys 
could come and learn a new skill and spend at 
least a portion of the time off of the streets of the 
community. This man has realized much happi¬ 
ness and satisfaction from this work, being con¬ 
fident that he has done much to reduce the juve- 
nile delinquency in the area where he lives. 

At the Keswick (Home for Incurables), in the 
Occupational Therapy and Arts and Crafts De¬ 
partments, the concept of creating something so 
that one will have an end product is emphasized 
among the patients. The patients paint pictures 
and trays, weave, sew, knit, work in ceramics and 
woodwork and leatherwork, and have entered 
many of their products in a local county fair. The 
ribbons that they win and the objects that they 
create are a great source of happiness to them and 
do much to help them psychologically, in addi¬ 
tion to helping to keep their minds and their hands 
active. On one of my visits an older woman, who 
was sitting in a wheelchair, said to me, “Doctor, 
look at this little doll that I have made. These old 
legs of mine are no good, but my hands are all 
right, and this little doll is going to make some 
child happy at Christmastime.” 

It is better not to confine oneself to passive 
hobbies such as reading, watching television, play¬ 
ing bridge, or going to the theater. It helps much 
to see something accomplished and to have an end 
product. Many people obtain this same satisfac¬ 
tion by visiting the members of their church who 
are ill, or homes for the handicapped, the blind, 
the mentally disturbed 

Sixty-five is not old. Men are not necessarily 
“as old as their arteries,” as you have heard 
stated from time to time. Men in their 20’s and 
30’s frequently have tortuous, thickened temporal 
arteries, and many laymen have thought that this 
represents serious arterial disease. In reality, the 
changes do constitute an aging process of the 
artery, but it is the middle coat of the artery that 
has undergone degeneration and loss of muscle 
and elastic tissue. The canal in these arteries 
does not become obstructed, and such arteries 
almost never rupture. Contrast this process with 
the development of the atheromatous plaques, in 
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arteries such as the coronary arteries of the heart. 
This is a serious degenerative change in the artery 
because it is the inner layer of the artery that is 
affected and its location in the coronary artery is 
a life-threatening process which may very well 
lead to coronary thrombosis. The important con¬ 
sideration, then, is not just simply the aging pro¬ 
cess in the artery but the nature of that aging 
process and the particular artery in which it takes 
place. Men are as old as their skin, scalp, cerebral 
cortex, arteries, bones, and all their other tissues. 
The calendar is not necessarily a good yardstick, 
much depends on the individual’s attitude and his 
spirit. The most important item is the way one 
selects his parents. 

Aging includes all of the acquired changes 
through the years plus the involutional changes 
common to man. Involutional changes include 
graying of the hair, loss of hair, loss of teeth, 
thinning and loss of elasticity of the skin, far¬ 
sightedness (presbyopia), loss of muscle mass and 
agility, fragility of the bones, arteriosclerosis, cer¬ 
tain types of arthritis, and enlargement of the 
prostate. 

At this point, attention is called to an article 
in a recent issue of one of the popular magazines. 
The author of this article indicated that a one- 
minute rectal examination every six months will 
enable the doctor to find hard areas in the pros¬ 
tate, indicative that a cancer has developed. 3 
This cancer can be removed if the abnormal tissue 
has not extended beyond the prostate. In the 
event the latter has occurred, the female hormone 
can be given in moderately large doses and, in 
addition, the male gonads removed. The removal 
of the male gonads eliminates the organ that pro¬ 
duces the major portion of the male hormone 
which tends to promote the further growth of 
prostatic cancer and the administration of the 
female hormone tends to cause dissolution of the 
prostatic cancer wherever it happens to be located. 
As a result, the life of the individual may be pro¬ 
longed many years. 

The ability to learn continues into advanced 
years, providing the person has had the capacity 
to learn during his younger years. The reason 
that older people do not do well in intelligence 
tests is thought to be a result of diminished speed 
rather than of diminished knowledge. Judgment 
tends to increase with the years if the individual 
has had good judgment when he was younger. It 


is surprising how often intelligent men come to 
the doctor’s office greatly upset because of a re¬ 
duction in the sex urge. This is something that 
comes to everyone sooner or later and should be 
accepted with tranquility and one’s interests di¬ 
rected into other channels. 

The acquired changes include significant in¬ 
juries, infections involving the lungs, kidneys, and 
bladder, and the effects of stress and tension. The 
incidence of cancer of the lung is much greater 
in persons who smoke, especially those who smoke 
excessively; and cirrhosis of the liver may de¬ 
velop in those who drink alcohol excessively and 
do not have a good general diet. At any one time, 
a person’s health may be said to represent the 
sum of these involutional and acquired changes. 

It is impossible to discuss all of the complaints 
people in their mature and older years present to 
the doctor. Pain in the chest is a symptom that 
nearly everyone experiences at one time or an¬ 
other, and we will speak briefly about this. Most 
people who have pain in the left side of the chest 
do not have heart disease, although many think 
they do. Often a member of the family may have 
had a heart attack, or they know' some other per¬ 
son who has. Furthermore, heart disease is being 
given a lot of publicity in the various news media. 
There is, too, the fact that the heart is the organ 
of sudden death. The heart has always been a 
focus of interest, giving rise to familiar expressions 
such as warm-hearted, heavy-hearted, heartfelt, 
faint-hearted, chicken-hearted, loving wdth all my 
heart, hard-hearted, heartless, and heart fluttering 
or trembling. Little wonder that discomfort in 
the chest gives rise to anxiety. If a person has 
discomfort in the chest that he suspects might be 
related to the heart, he should consult his doctor 
and allow the doctor to make whatever examina¬ 
tions are indicated. If no evidence of heart dis¬ 
ease is found, he should have confidence in the in¬ 
formation given by the doctor but should report 
the occurrence of any new symptoms. 

If some disorder of the heart is found, the 
physician should take time to explain to the patient 
the extent of the abnormality and try to allay his 
anxiety, thereby helping to reduce the likelihood 
of early recurrence. The physician should outline 
a program of management, which includes an 
effort to reduce stress in whatever way possible. 
This relates to problems at the individual’s place 
of employment as well as in his home. The total 
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calorie intake should be such as to maintain the 
person’s weight at normal or slightly below nor¬ 
mal for his height and age. This ordinarily re¬ 
quires reduction of both starchy foods and fat. 

The relative importance of reducing fat in the 
diet, especially saturated fat, is not completely 
settled. Studies are being carried on in various 
centers in the country, and the answer may be 
forthcoming within the next few years. For the 
present, it seems desirable to limit to some extent 
the foods that are high in saturated fatty acids. A 
well known cardiologist says, “In our society, 
the worst form of malnutrition is over-nutrition.” 

Salt intake should be restricted. 

Recent observations appear to indicate that 
persons who smoke cigarettes, especially those 
who smoke more than 20 cigarettes a day, have 
an incidence of coronary thrombosis between two 
and three times as high as those persons who do 
not smoke cigarettes. There is reason to believe 
that if a person discontinues smoking cigarettes, 
the likelihood of his suffering coronary thrombosis 
will be essentially the same as if he had never 
smoked. 

Regular exercise within the capabilities of the 
person is important, approximately one-half hour 
each day being set aside for this. The amount of 
exercise taken should be less than that which 
gives rise to any heart symptoms or to undue 
fatigue. 

All normal people want to live long, but longev¬ 
ity is not the primary object. The quality of the 
life during the mature and older years is much 
more important. The additional years should be 
characterized by the best possible health and eco¬ 
nomic security, self-reliance, self-sufficiency, main¬ 
tenance of social contacts, participation in some 
community activity, and continuance of intel¬ 
lectual pursuits as long as one is able. The best 
possible health can be maintained by selecting a 
physician, if one has not already done so, and by 
allowing him to take a complete history and make 
a thorough physical examination and do what¬ 
ever x-rays and other tests that are indicated. 
Every aspect of one’s health—physical and psy¬ 
chological—should be discussed with the physi¬ 
cian, and periodic examinations should be made, 
perhaps once a year. If new symptoms develop in 
the course of the year, these should be reported 
promptly to the physician. 

Self-sufficiency, economic security, and the mak¬ 


ing of a contribution to the community could, in 
most instances, best be accomplished if the person 
is able to continue his regular occupation. How¬ 
ever, the trend seems to be toward setting a 
younger rather than an older age of retirement, 
possibly moving toward age 60. A recent study' 1 
projecting labor availability to the 1970-1975 pe¬ 
riod and, at the same time, estimating the econ¬ 
omy’s needs at that time, indicates that the supply 
will be significantly greater than the demand, and 
there is every reason to believe that the older 
worker will be the one primarily affected. The con¬ 
cept of “flexible retirement,” whereby a person 
may retire several years in advance of his com¬ 
pulsory retirement age, has been suggested as a 
means of reducing the total labor force and making 
available positions for younger workers as well as 
for some of the older ones who might wish to 
work longer than their specified retirement age. 
It is not generally believed that this will do much 
in the way of providing work for the older person. 

One of my friends retired from the Baltimore 
Gas and Electric Company two years ago, when 
he was 55, and has been helping his wife in a 
post office in Baltimore County. He is also an 
organist and is frequently asked to play in 
churches and elsewhere. When he was asked 
whether he had been as happy during these past 
two years as when he was working regularly, he 
said that he was happier and more content, that 
he was so busy that he could not find time to do 
many things that he wanted to do. Contrast this 
with the results of a survey several years ago of 
a large number of men who were approaching com¬ 
pulsory retirement at age 65 years. Only 10% of 
those questioned desired to retire. Apparently, for 
financial and psychological reasons, the majority 
wished to continue their usual way of life. How¬ 
ever, recently, among my patients who have been 
approaching retirement, at least half report that 
they are looking forward to it, apparently having 
made plans for the things they wish to do and 
believing that they will be able to make the finan¬ 
cial adjustments that will be necessary. This is 
not to say, of course, that many people whose 
interests have centered solely about their work 
do not tend to deteriorate more rapidly once they 
have left it. 

It does seem unfortunate that business and in¬ 
dustry should not continue to make use of the 
wisdom and knowledge and experience as well as 
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the skills of the older workers. Once retired, 
their opportunities for useful and rewarding em¬ 
ployment are limited. It is the loss of society as 
well as of the individual. I have a patient who is 
a chemist, age 63, now employed in industry, who 
has done some teaching in high school and junior 
college during his career. Two years hence, at 
the time of his retirement from industry, he 
hopes to teach chemistry in high school or junior 
college. Many of the smaller colleges are employ¬ 
ing capable teachers who have been retired from 
the larger universities and find that both their 
faculties and their students benefit. 

Some students of the problem point to the pos¬ 
sibilities for employment of older persons in 
service-type occupations and the need for more 
efifort in the field of social improvement. There 
are those who suggest that greater employment 
of older people would increase their buying power, 
which would increase the gross national product; 
this, in turn, would provide more employment 
opportunities. Such an increase in the gross 
national product could occur only if employment 
of these older persons constituted a net addition 
to the total work force. Only time and the econo¬ 
mists can supply the answer. 

Whenever I have talked with groups of people 
approaching the retirement age, I have encouraged 
them to try to find a different type of work to do, 
full-time or part-time, with pay or voluntary. 
Most people find such new work serves as a stimu¬ 
lus and a challenge and that it can bring them 
many years of happiness and satisfaction. The son 
of one of my patients retired from a position as 
vice-president of a bank two years ago. During the 
past 21 months, he has been the director of the 
Over Sixty Employment Counseling Service. He 
reports that during this period, 1,100 people over 
60 years of age have registered for employment 
and that more than 400 have been provided posi¬ 
tions, either full-time or part-time. The leaders 
of the larger businesses and industries in the Bal¬ 
timore area have manifested great interest in this 
project and have made generous financial contri¬ 
butions toward supporting it, but they have not 
employed these older people because of the exist- 
ing policies of compulsory retirement and the 
pension plans that all of them have. The direc¬ 
tor of this Employment Counseling Service re¬ 
ports much happiness and contentment in this new 
work. He is convinced that it is helping him just 


as much as it is helping those for whom he is able 
to obtain work. 

As one tries to maintain the best possible phys¬ 
ical, mental, and emotional health and the greatest 
degree of security possible, he should cultivate 
the spiritual, too. As we increase in years, we 
tend to spend more time contemplating the here¬ 
after, examining our convictions and endeavoring 
to strengthen our religious faiths. I have ob¬ 
served that many of my older patients read the 
Bible regularly. I find them reading it early in 
the morning, before turning to the daily paper 
with all of the disturbing headlines on both the 
front and the back pages. It seems to give them 
a better start for the day. I have also observed 
that the happiest, most contented older people 
are those who have succeeded in developing a 
satisfying religious faith. 

Finally, I would say that the person who keeps 
body and mind active and interested and curious 
for knowledge, who avoids becoming self-centered, 
but takes an interest in social and community ac¬ 
tivity, who finds some type of new work to do, 
who does not neglect the spiritual, and who makes 
up his mind to be optimistic, and avoids being 
irritable with his family and friends has the best 
chance of enjoying the bonus years. Physical 
changes do occur in all of us, but sooner or later 
we discover that with modification of pace and 
cultivation of a cheerful and healthful state of 
mind, the reduction in physical vigor can be suffi¬ 
ciently compensated for by a mature philosophy, 
the product of the experiences and accumulated 
knowledge and, hopefully, wisdom, as the years 
come and go. The retirement or bonus years con¬ 
stitute another stage of life and can be happy 
years toward which many people look forward. 

Robert Browning wrote in “Rabbi Ben Ezra”: 

Grow old along with me! 

The best is yet to be, 

The last of life, for which the first was made 

Our times are in his hand 

Who saith, “A whole I planned, 

Youth shows but half; trust God: see all, nor be 
afraid!” 

214-217 Medical Arts Bldg 
Baltimore, Md 21201 
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When emergency anesthesia is 
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Medical facilities are often 
presented with unfamiliar 
patients who have un¬ 
known health histories. 
This is particularly true in 
emergency situations that 
arise due to accidents or 
acute illnesses. These cases 
may need prompt care re¬ 
quiring anesthesia, and if they involve colds, nasal 
allergies or other upper respiratory infections, can 
account for many complications which make up a 
major hazard during emergency anesthesia. 


Administration of general anesthesia to a patient 
with a cold or upper respiratory infection is a haz¬ 
ardous undertaking. It should be avoided if at all 
possible. Indeed, the presence of U.R.I. is good rea¬ 
son for postponement of elective surgery. 1 In emer¬ 
gency surgery, regional or local block should be 
considered, but if general anesthesia is mandatory, 
it should be approached with utmost caution. 

Since the attitude of "emergency surgery — hurry” 
has been replaced by "emergency surgery — watch 
out’’ 2 a knowledge of the complications is a great 
help in preventing them. Here is a brief outline of 
the problems involved and their treatment. Preven¬ 
tion of the complications is discussed later. 

Complications during the induction of anes¬ 
thesia Most of the complications are a direct re¬ 
sult of secretions and some a result of accompanying 
secondary infection. For example, airway obstruc¬ 
tion due to excessive secretions occurs very com¬ 
monly and is the direct effect of the cold. Respiratory 
exchange may be obstructed at any time during 
anesthesia because of excessive secretions, but is 
most likely to occur during induction. Suction ap¬ 
paratus must be available to overcome this. 3 

Excess secretions which stimulate and irritate the 
epiglottis and vocal chords can cause laryngeal 
stridor and obstruction. This can lead to complete 
laryngeal closure with resultant anoxia and death. 


Bronchospasm and laryngospasm can result froi 
secretions penetrating the bronchi and bronchiole 
In laryngospasm, there are both inspiratory and t- 
piratory stridor and difficulty in inflating the ches 
in bronchospasm there is an expiratory wheeze, bi 
not as much difficulty in inflation, although son 
resistance may be felt. Stridor is due to partial < 
complete closure of the vocal cords in spasm and tl 
"crowing” sound is almost pathognomonic. 

Secretions obstruct the nasal airways. This produo j 
difficulty in ventilation through the mouth until tl 
patient is deep enough to place an oral airway. A 
intravenous agent can be given to facilitate the I 
duction of anesthesia. 

Difficulties can arise if intubation is performed 
ventilate the patient. For example, teeth can 1 
broken by too vigorous attempts at intubation, » 
the intubation itself may be technically difficult di 
to secretions obstructing the view of the glottis. Tl 
postoperative sequelae of intubation ranges fro 
mild laryngitis to pneumonia with atelectasis, ar 
are seen far more commonly in patients sufferir 
from colds than in normal patients. 



Successive stages of laryngospasm which produce the c\ 
acteristic stridor or "crowing” sound. 








Complications during the maintenance of 

anesthesia Bronchospasm can occur in an un¬ 
intubated patient due to secretions entering the bron¬ 
chial tree from above, and acting as an irritant to 
the bronchi and bronchioles. Secretions accumulate 
quickly and the patient has to be suctioned continu¬ 
ally. The whole cycle of coughing, bucking, laryngo- 
spasm and bronchospasm may ensue. The difficult 
decision here is whether it is better to suction the 
patient continually or to use an endotracheal tube 
which protects the cords and bronchi but introduces 
the risk of attendant complications. 


Postoperative complications Postoperatively, 

complications can be more serious than even the intra¬ 
anesthesia complications, and occur much more fre¬ 
quently in a patient who has been intubated. 4 

Sore throat and pharyngitis can result both from the 
preoperative upper respiratory infection and from 
the drying of the mucous membranes which occurs 
during anesthesia. 


Tracheitis and bronchitis often result from secre¬ 
tions trickling down the tracheobronchial tree. 

Laryngitis is frequently seen in patients with upper 
respiratory infections who have been intubated. 
There is a significant increase in the incidence of 
laryngitis compared to that in patients without up¬ 
per respiratory infections. 

Subglottic edema is a condition which occurs mainly 
in children who have been intubated. This pathol¬ 
ogy results from an exudate developing in the areo¬ 
lar tissue just below the cords. Because of the small 
size of the child’s trachea, even a 1 mm increase in 


size of the mucous membrane can severely impair 
the air passage. Children exhibit this by severe ex¬ 
piratory stridor and may even become cyanotic. This 
may so severely embarrass the child’s breathing that 
it must be treated vigorously. Most authorities agree 
on the treatment 5,6,7,8 consisting of a high oxygen 
concentration in the inspired air (60%), plus high 
humidity (close to 100%). Adequate parenteral 
fluid intake and slight cooling of the body tempera¬ 
ture (by a cooled oxygen tent) also help in mild cases. 
In severe cases, there may be hypoxia which in¬ 
creases the restlessness and the oxygen demand rises. 
Sedation is often necessary, although concomitant 
depression of the respiratory center is undesirable. 
An antihistaminic accomplishes this purpose well, 
and adds sedation. Since there is always a possibility 
that an allergic response plays a role in edema, some 
relief of the respiratory distress may occur. Steroids 
should be used to control inflammatory and allergic 
phenomena and swelling. If all this fails, and the 
patient is still restless and hypoxic, a tracheostomy 
should be performed immediately. 
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Cross section of trachea showing subglottic edema and 
lumen reduction due to mucous membrane congestion. 

Pneumonia may also follow anesthesia administered 
to a patient with a cold. This can be caused by accu¬ 
mulated secretions becoming secondarily infected 
and causing consolidation of the lung. Atelectasis 
of the lung can result if one of the bronchioles be¬ 
comes plugged by secretions, preventing aeration of 
the distal part of that lung. This is seen more fre¬ 
quently following upper respiratory infection be¬ 
cause dry anesthetic gases aggravate the infection, 
causing secretions to change from watery to thick 
and viscid, and consequently difficult to suction. 

Prevention of complications The first rule to 

prevent complications, of course, is to use a regional 
or local anesthesia whenever possible. But when 
emergency surgery is a must, in spite of the presence 
of a cold, allergy, or upper respiratory infection, 
here are some ways to prevent complications. 

Give nose drops preoperatively. This can help shrink 
the congested nasal mucous membranes and reduce 
secretions for better air passage. (Results of this 
method are sometimes unsatisfactory because of the 
short duration of effect or rebound congestion.) For 
longer effect, oral antihistamines with nasal decon¬ 
gestants are often given to provide and maintain a 
drying effect on secretions. 

To clear the tracheobronchial tree, instruct the pa¬ 
tient to cough preoperatively. Cold steam or water 
nebulizers effectively humidify the nasal, pharyn¬ 
geal and bronchial passages and often make the 
patient more comfortable. Tenacious secretions be¬ 



come more watery under humidification, clear more 
thoroughly preoperatively and are more easily suc¬ 
tioned from the airway during anesthesia. 

Give intravenous fluids to those patients who appear 
dehydrated due to a cold. In a well hydrated patient 
the respiratory tract secretions are less viscid and 
more watery. This is particularly true in asthmatics. 

Summary: Administration of emergency anesthe¬ 
sia to a patient with a cold or upper respiratory in¬ 
fection can lead to a chain of events that may result 
in increased postoperative morbidity and even death. 
This is because of the excess secretions formed in 
these conditions. Preoperative measures to prevent 
or reduce these secretions should be undertaken and 
will result in smoother and safer anesthesia. 
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There is a saying, “All that wheezes is not 
asthma.” It can also be said, “All that sneezes is 
not a cold.” 

Allergies may present as a cold. The classical 
ragweed hay fever, characterized by nasal rhinor- 
rhea, nasal congestion, and frequent sneezing, 
which occurs from mid-August to early Octo¬ 
ber, is easily recognized. Allergic rhinitis, sub- 
clinical hay fever, or dust allergies may simulate 
the common cold. Chronic sinusitis often is the 
result of undiagnosed allergies. 

Allergy is a condition of altered reactivity in 
response to a specific stimulant. It is an altered 
reactivity because it is a hypersensitivity to a 
substance which does not normally affect non- 
allergic persons. Fifteen to 20% of the popula¬ 
tion suffer major allergies; 1-2 another 20-30% 


have less severe allergies. 3 Thus, while about 
half the population have some form of allergy 
which warrants treatment, less than one-fifth of 
the patients who enter a physician’s office re¬ 
ceive such treatment. 

Possible allergic conditions seen in the office 
include hay fever, perennial rhinitis and sinus¬ 
itis, asthma, irritable bowel syndromes, and der- 
matitides, such as poison ivy, eczema, and hives. 

Many over-the-counter cold remedies owe their 
effectiveness to the antihistaminic ingredient con¬ 
trolling the symptoms of an allergy rather than 
effectively treating a cold. Their failure after 
prolonged use usually is due to increased toler¬ 
ance to the antihistaminic preparation. Often it 
is when these preparations fail that the patient 
comes to the physician for treatment of his 
“cold.” 

After a cursory examination of the chest, a 
brief look at the throat, and the observation of 
swollen, grayish-red turbinates in conjunction 


Allergy in Private Practice/ 

A.llergy can be treated. Without treatment the allergic pa¬ 
tient may develop unnecessary complications and possibly 
die. The physician has a responsibility to prevent complica¬ 
tions by instituting an effective therapeutic program to allevi¬ 
ate and control the allergic symptoms. 


E arly diagnosis is important to effective treatment. Detailed 
history, physical examination, laboratory studies, x-rays, and 
skin tests should be used to aid in identifying the responsible 
stimulant. The physician should then begin therapy promptly, 
keeping in mind the purpose of the treatment and the possible 
reactions. 

'I he physician s own experience should determine his selec¬ 
tion of the hyposensitive technique. In a two-year study of 
32 patients, the author found pyridine alum-precipitated ex¬ 
tracts superior to aqueous extracts. 
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with a clear or slightly yellowish mucous dis¬ 
charge, the physician makes a diagnosis of upper 
respiratory infection and prescribes antibiotics 
and nasal decongestant. The patient’s subsequent 
improvement is not necessarily because of the 
antibiotic but possibly because the disease itself 
is self-limiting or the nasal decongestant has re¬ 
lieved his symptoms. The relief is not long-last¬ 
ing, however, and the patient may again be inca¬ 
pacitated a few weeks later by another “cold.” 

Such patients should be evaluated for possible 
allergies. 

Allergy can be treated. It should not be 
scoffed at or be passed over in the belief that 
there is no effective treatment. Untreated asthma 
can result in emphysema and severely limit the 
patient’s activity. Untreated perennial rhinitis 
can progress to formation of nasal polyps, caus¬ 
ing difficulty in breathing and possibly recurrent 
sinusitis. Untreated gastrointestinal allergies fre¬ 
quently create irritable bowel conditions and pos¬ 
sibly colitis. 

Treatment of allergy depends upon the early 
recognition of symptoms, the prompt diagnosis 
of the precipitating agent, and the institution of 
effective therapy. 

Early recognition of symptoms depends upon 
the physician’s interest in the patient’s condition, 
his curiosity about the cause of the patient’s 
symptoms, and his awareness of allergic condi¬ 
tions. Chronic sinusitis does not occur without a 
reason, just as no other disease occurs without a 
reason. 

If the patient reports that his sinus difficulty 
begins as soon as the heat is turned on in the fall 
and is relieved when the heat is turned off in the 
spring, the physician should consider the possibil¬ 
ity of an allergy to house dust. If a child has a 
running nose all winter, is irritable, and does not 
eat adequately, allergic nasal rhinitis should he 
suspected. Allergic bronchitis should be consid¬ 
ered in the child with eczema, recurrent bronchi¬ 
tis, and pneumonia. Nasal congestion, watery 
eyes, and sneezing during May and June signal 
grass allergy or grass hay fever; the same symp¬ 
toms occurring in March and April suggest tree 
pollen hay fever. The patient who has asthma 
attacks only during wintertime should be evalu¬ 
ated for allergy to house dust. Sneezing brought 
on by being in a damp basement might be caused 
by a hypersensitivity to molds. 


The symptoms described by the allergic patient 
depend upon several factors. They include the 
particular antigen which stimulates the allergy; 
the concentration of that antigen to which the 
patient is sensitive and exposed; the shock organ 
or organs of the patient in which the antigen- 
antibody reaction will take place; the route by 
which an antigen enters the patient’s system; and 
the response of that shock organ to the antigen- 
antibody reaction. House dust, for example, may 
precipitate sinusitis or nasal allergy in one pa¬ 
tient yet cause rashes, asthma, or gastrointestinal 
disturbances in other patients. Ragweed not only 
causes hay fever but also may precipitate asthma. 
Grass may cause hay fever or it can be the cause 
of skin rashes. Food may cause eczema in one 
person, hives in another, asthma in a third per¬ 
son, and gastrointestinal disturbances in a fourth 
person. The nature of the allergic symptoms does 
not point to the responsible agent; further inves¬ 
tigation must be made. 

A careful history is necessary to determine the 
frequency of attacks, whether they occur season¬ 
ally or the year around, and whether they occur 
in a particular environment or under particular 
circumstances. Emotional conditions may pre¬ 
cipitate an allergic reaction, but they do not cause 
the allergy. The patient is born with the ten¬ 
dency toward allergy. The development of an al¬ 
lergic reaction depends upon whether he is ex¬ 
posed to the particular stimulant to which he is 
sensitive. A patient’s allergic condition may 
change during life. The child with eczema may 
develop hay fever in his teens and asthma in his 
middle age. The child with colic later may de¬ 
velop asthma. The child with recurrent bronchi¬ 
tis or frequent episodes of pneumonitis may have 
an allergy which is only diagnosed several years 
later when he develops an acute asthmatic attack. 

No one outgrows his allergy. It may remain 
dormant for years, only to reappear when the pa¬ 
tient enters a new environment or is exposed to 
high concentrations of the antigen to which he 
is allergic. 

The diagnosis of allergy extends beyond the 
listing of symptoms. The ultimate diagnosis lies 
in identification of the offending substance based 
on history, physical examination, and skin tests. 
None of these alone is sufficient to firmly diag¬ 
nose the agent responsible for a patient’s allergy. 
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History 

When an allergy is suspected, the history 
should he extensive and directed toward those 
factors which might precipitate the allergy. It 
should include the chief complaints, the age at 
onset of the allergy, whether it is seasonal or 
non-seasonal, paroxysmal or continuous, environ¬ 
mental or non-environmental. The physician 
should ask about other associated complaints, 
such as other allergies in the past or present, the 
age at onset, and the age at which they ceased 
to bother the patient. He should ask about the 
frequency of respiratory tract infections and par¬ 
ticularly about operations on the respiratory 
tract. He should inquire into the family history 
for allergic conditions in both antecedents and 
children. 

A description of the patient’s attacks, includ¬ 
ing frequency, duration, and severity, should be 
obtained. It should be ascertained whether there 
are some particular disturbing factors, such as 
environment, seasons, diet, drugs, upper respira¬ 
tory tract infections, or menstrual relationships. 
It is worthwhile to ask the patient what he thinks 
is the cause of the allergy. It is useful to know 
what drugs the patient has used in the past and 
which have provided relief. 

The history should include an extensive review 
of the patient’s general condition: whether he 
has gained or lost weight; whether he suffers 
from fatigue or digestive attacks. The diet 
should be reviewed in detail. Particular note 
should be made of those foods which might precip¬ 
itate attacks in the patient, which foods the patient 
avoids because of consequent discomfort and the 
type of discomfort. 

Questions pertaining to the patient’s environ¬ 
ment should disclose whether the attacks occur 
in different environments or whether they occur 
just at night when sleeping, or when houseclean¬ 
ing, or while at work, or at the zoo, or near 
horses, dogs, or cats, or whether they are precipi¬ 
tated hy insecticides. In women it is important 
to learn whether the attacks occur when putting 
on makeup, since some of the base ingredients of 
cosmetics contain allergenic substances. 

Such a detailed history provides important 
clues to the possible causes of the allergy. 

Physical Examination 

A careful and complete physical examination 


with an evaluation of all systems should be per¬ 
formed. Particular attention should be given to 
the nose: look for changes in the mucous mem¬ 
branes, for polyp formation, or for other evi¬ 
dence of chronic nasal rhinitis. Translumination 
of the frontal sinuses is particularly useful for 
screening sinus conditions. 

Examination of the ears should include an 
evaluation of air and bone conduction. Look for 
evidence of hearing loss due to recurrent nose 
or ear infections. 

A careful examination of the heart should be 
performed, since wheezing due to heart condi¬ 
tions is not easily distinguished from allergic 
asthma. Respiratory wheezing and hyper-reso¬ 
nance to percussion suggest long-standing asth¬ 
ma. Measurements of the circumference of the 
chest, both in deep inspiration and in expiration, 
should be made to see if any limitation of the 
chest wall exists. The skin should be thoroughly 
examined for rashes or other lesions. A careful 
psychological evaluation should also be made. 

Laboratory studies should include more than a 
routine complete blood count and urinalysis. A 
serum protein determination sometimes points to 
hypo- or agammaglobulinemia as the source of 
recurrent nose and throat infections. A smear of 
the nasal mucosa for eosinophiles aids in the di¬ 
agnosis of perennial nasal rhinitis. Eosinophilia 
in the peripheral blood, in the absence of parasite 
infections and other possible causes, would sug¬ 
gest allergies. 

A chest x-ray is mandatory to evaluate the 
pulmonary status in the asthmatic patient. All 
patients over 30 with asthma and all patients 
over 35, regardless of their condition, should 
have a routine electrocardiogram. If asthma is 
suspected, the patient should undergo pulmonary 
functions studies to determine his maximum 
breathing capacity and changes in the residual 
lung volume and one-second respiratory volume. 
This should be done before and after the use of 
a bronchial dilator. 

Skin Testing 

Extensive skin testing is seldom necessary if a 
careful history has been taken. A thorough re¬ 
view of the patient’s dietary habits aids in deter¬ 
mining which foods precipitate allergic symptoms 
obviating the need for skin testing to foods. 

Skin testing to foods often is unreliable, 
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since many patients with known allergies to cer¬ 
tain foods produce negative skin reactions. 
Other patients with positive skin reaction to cer¬ 
tain foods may have no symptoms even when 
devouring large quantities of that food. An elim¬ 
ination diet often is more effective in the identi¬ 
fying food allergies. 

Several hundred substances are available for 
skin testing. These include pollens, inhalants, 
and contactants. Usually a logical selection of 
suspected antigens can significantly reduce the 
number of skin tests. Testing a Maryland resi¬ 
dent to substances that are prevalent only in the 
far West is unnecessary, as is testing patients to 
substances with which they are in frequent con¬ 
tact which produce no symptoms. The most 
common substances to which patients in this area 
are allergic are listed in the box. This selection 
of antigens has been used successfully for sev¬ 
eral years at the New York University Allergy 
Clinic. Rarely do they have to expand this list 
to other substances. 

i INHALANTS | 

as used in Allergy Clinic, 

New York University 
Bellevue Medical Center 


T & O 

Horse Epithelium 

Plantain 

Cat 

Ragweed 

Horse Serum 

Dust 

Pyrethrum 

Rabbit 

Kapok 

Feathers 

Flaxseed 

Orris 

Atternia 

Cottonseed 

Aspergillus 

Tobacco 

Penicillium 

Dog 

Hormodendrum 

Silk 


The manner of testing depends upon the physi¬ 
cian’s attitude and his experience in the type of 
skin testing. For several years I have used only 
the intradermal skin testing technique with excel¬ 
lent results. I find this technique more accurate 
and dependable than the scratch test. When done 
properly, it is no more painful than the scratch 
test, and it is as effective in children as in adults. 

Sufficient caution should be taken to prevent 
anaphylactic reactions or severe local reactions. 


When a contact allergy is suspected, suitable kits 
are available to diagnose them by means of patch 
tests. These are useful only in determining 
what substance causes a particular type of con¬ 
tact dermatitis. 

Some extracts may be eliminated from testing 
when the patient’s symptoms suggest a particu¬ 
lar substance. For example, the patient who has 
symptoms only between August 15 and the be¬ 
ginning of October does not need a whole series 
of skin tests to determine allergy to ragweed; nor 
does a patient who has symptoms only during 
April, May, or June warrant a whole series of 
skin tests. If the physician suspects that other 
substances might potentiate a pre-existing allergy, 
then it is helpful to determine what other sub¬ 
stances might precipitate or aggravate the allergy 
during that particular season. Therefore, depend¬ 
ing on the patients’ history, it might be necessary 
to test for only one or for 20 substances. Beyond 
that, the results show diminishing returns. 

The severity of a patient’s allergy can be classi¬ 
fied according to the degree of allergic response 
to a particular antigen. A suitable testing level is 
100 protein nitrogen units (PNU). This pro¬ 
vides a base line at which it is necessary to be¬ 
gin. If the patient has a severe reaction at this 
level, then a lesser dosage should he used to de¬ 
termine the lowest concentration which will pro¬ 
vide the most reaction. The patient can then be 
placed into Class A, B, or C (as shown on Table 
6). The treatment will be provided on the basis 
of this classification. 

Therapy 

If the symptoms are minimal and easily con¬ 
trolled with antihistamines, hyposensitization is 
often unnecessary. This is particularly true with 
seasonal allergies. But when the allergy is per¬ 
ennial, increased tolerance to the antihistamine 
and the frequent changing of antihistamine prep¬ 
arations often necessitates hyposensitization of 
the patient. In some instances of seasonal allergy, 
changing of antihistamine preparations may be 
necessary to find that preparation which will pro¬ 
vide greatest relief for the patient. Different pa¬ 
tients have different responses to the same anti¬ 
histamine preparation. 

The inherent dangers of corticosteroids, de¬ 
spite their refinement and varied programs, re¬ 
strict their use to extreme emergencies. Long- 
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term corticosteroid therapy should be avoided. It 
should be used only as a last resort and then 
reluctantly. 

One program of corticosteroid therapy which 
is highly effective in controlling acute episodes of 
allergy, particularly seasonal allergy, is the use of 
decreasing doses of prednisone, beginning with 
30mg and reducing the dose at the rate 
of 5mg a day. This often controls symptoms 
throughout the season, despite the fact that the 
therapy is instituted for only a week. This should 
not be used routinely each year at the onset of 
the patient’s allergic season, however, since it im¬ 
mediately creates a dependence upon the drug 
and gives the patient a false sense of security. 
Even at this low dosage some patients have de¬ 
veloped hyperglycemia and glycosuria or hyper¬ 
acidity. 

Steroids should not be used in patients with 
known ulcers or history of ulcers. They should 
be avoided in cardiac patients, since most prepa¬ 
rations cause sodium retention. 

The patient receiving steroid therapy should 
be encouraged to undergo hyposensitization treat¬ 
ment. In some patients it may be necessary to 
anticipate long-term corticosteroid therapy. They 
should be given the lowest possible dose to con¬ 
trol symptoms, and during the periods of steroid 
therapy, they should be given ACTH. Recent 
evidence indicates that providing the total for 
two days at one time, every other day, reduces 
the frequency of side effects but maintains equal 
effectiveness. It does not, however, reduce the 
need for the amount of steroids. Its effectiveness 
lies in its reduction of certain side effects, such 
as incidence of peptic ulcers, osteoporosis, and 
Cushingoid symptoms. A careful follow-up of 
cardiac, renal, adrenal, and bone status should 
be maintained in patients on long-term steroid 
therapy. 

Hyposensitization 

There are three basic forms of hyposensitiza¬ 
tion. The oldest type is multiple injections, re¬ 
quiring twice weekly injections of an aqueous an¬ 
tigen in gradually increasing doses. This tech¬ 
nique has not been universally effective, possibly 
because of the low dosage given the patient, or 
failure of the patients to maintain regular ap¬ 
pointments for their therapy, or for other reasons 
to be mentioned later. 

In the 1940’s Loveless introduced a repository 


one-shot therapy for controlling allergic symp¬ 
toms. The program was further expanded and 
given greater impetus by Dr. Ethan Allen Brown 
in the 1950’s; but this technique is still under 
investigation and is not available for general 
use, nor will it be unless certain practical prob¬ 
lems concerning the preparation of the material 
and local and systemic reactions are resolved. 

Initially the repository form of treatment was 
based on giving a high dose of a slow-releasing 
emulsified antigen, and this gradual release 
would provide increasing protection to the pa¬ 
tient. Some investigators have altered this pro¬ 
gram by giving up to four injections during the 
year. 

Another difficulty is that the emulsified prepa¬ 
ration is not stable for long periods of time and 
it must be mixed with a particular machine to 
provide a precise emulsion. This is inconvenient 
for the average physician. Some pharmaceutical 
houses are investigating emulsions which have 
been stable for long periods of time, but their 
effectiveness has not been clearly defined. 

Complications in the emulsion therapy include 
marked systemic reaction, due to the sudden re¬ 
lease of high doses of the antigen. Several pa¬ 
tients have developed sterile abscesses at the site 
of the injection. 5 

More recently, Strauss and Fuchs 6 introduced 
a pyridine-extracted, alum-precipitated aqueous 
suspension of the antigen. In 1959 they pre¬ 
sented studies on the effectiveness of this prepa¬ 
ration in the treatment of hay fever, particularly 
in patients highly sensitive to ragweed pollen. 
Their patients tolerated higher doses of the ex¬ 
tract and required less injections. Subsequent 
studies have shown this preparation to be more 
effective than the previous aqueous preparation 
and to have fewer systemic reactions or unto¬ 
ward side effects. Interestingly, the eye symp¬ 
toms of hay fever were greatly reduced, while 
the nasal complaints were only moderately re¬ 
duced in some patients. 

The practice of having patients receive hypo¬ 
sensitization injections from office nurses with¬ 
out ever seeing the physician, except during the 
initial examination and diagnosis, should be con¬ 
demned. The antigen used is potent enough to 
precipitate sudden anaphylactic reactions and, in 
some cases, immediate death. If in error a dose 
larger than that recommended is given to an al- 


August, 1966 


63 


lergic patient, a severe systemic reaction might 
occur. 

Proper treatment of the allergic patient calls 
for careful consideration of the whole patient. 
Simple administration of hyposensitization shots 
is not enough ; the physician must know of possi¬ 
ble local or mild systemic reactions occurring 
after the patient left his office. He should in¬ 
quire about symptoms the patient might have had 
during the period between injections, and he 
should adjust the dosage accordingly. 

The physician himself should be completely 
familiar with the nature of the substance which 
he is injecting, the concentration, and the fre¬ 
quency of injections. This work cannot be ac¬ 
complished by the nurses. Furthermore, a pa¬ 
tient may have questions about his illness or the 
therapy which the nurse is not prepared to an¬ 
swer. 

The physician who does not understand the pur¬ 
pose of the therapy, the expected results, and the 
treatment of reactions as they occur should not 
treat the allergic patient with hyposensitization 
shots, no more than a physician should perform 
major surgery without ever having held a scalpel 
in his hand. Any physician who is providing hy¬ 
posensitization therapy to a patient should be pre¬ 
pared to treat any emergency which arises. He 
should have available in his office oxygen, adrena¬ 
lin, cortisone, an intravenous setup of glucose 
and water or saline, a tourniquet, and an airway. 
These are necessary for the acute anaphylactic 
reactions which may follow injections and for 
possible resuscitation. Without such equipment 
the physician not only endangers the life of his 
patient but also exposes himself to lawsuits. 

Evaluation of Alum-precipitated Extracts 

Over a two-year period, I found that the alum- 
precipitated extracts had many advantages over 
the aqueous extracts. During that period I 
treated 32 patients with allergic disorders. Eight¬ 
een had first received treatment with aqueous ex¬ 
tracts for one year and then were changed to 
pyridine alum-precipitated extracts. In 14 pa¬ 
tients, pyridine alum-precipitated extracts were 
given initially. 

The degree of improvement was classified on the 
basis of decrease or cessation of symptoms or 
prolongation of intervals between symptoms. Pa¬ 
tients who showed moderate decrease in the se¬ 
verity of symptoms or had more than 50% reduc- 


Table 1 

RESULTS WITH PYRIDINE EXTRACTS 
IN 32 PATIENTS 


Degree of Improvement 


Condition 

Good 

Excellent 

Allergic rhinitis 

4 

6 

Asthma 

3 

5 

Hay fever 

— 

10 

Multiple allergies 

1 

3 

Totals 

8 

24 

tion in number of allergic attacks 

were classified 


as good. Patients who had complete cessation of 
symptoms or who showed 80% or more reduc¬ 
tion in allergic reactions were classified as ex¬ 
cellent. Table 1 shows the response to treatment. 
There were no patients who failed to respond to 
treatment. 

Table 2 

RESULTS WITH AQUEOUS EXTRACTS 
IN 18 PATIENTS 


Degree of Improvement 


Condition 

None 

Fair 

Good 

Excellent 

Allergic rhinitis 

2 

2 

1 

1 

Asthma 

1 

2 

1 

1 

Hay fever 

1 

1 

3 

1 

Multiple allergies 

0 

0 

1 

0 

Totals 

4 

5 

6 

3 


Table 2 shows the results with aqueous extracts 
used initially in 18 of the patients. A compari¬ 
son of improvement from the use of pyridine ex¬ 
tracts with that from aqueous extracts is given 
in Table 3. 

Therapy was provided according to the sched¬ 
ule shown in Table 4. A basic series of 8-10 in- 

Table 3 

COMPARISON OF IMPROVEMENT USING 
AQUEOUS AND PYRIDINE EXTRACTS 


Degree of 

Improvement Aqueous Pyridine 

None 4 0 

Fair 5 0 

Good 6 8 

Excellent 3 24 

Totals 78 12 
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Table 4 


PRESEASONAL 

TREATMENT 

SCHEDULE 

WITH 

PYRIDINE EXTRACTS 

(in PNU) 


Injection 

Class A Class B 

Class C 

1 

10 

20 

50 

2 

20 

50 

100 

3 

40 

100 

300 

4 

80 

200 

700 

5 

150 

400 

1,500 

6 

300 

800 

3,000 

7 

600 

1,500 

5,000 

8 

1,200 

2,500 

10,000 

9 

2,400 

4,000 



Class A—Marked skin test reaction to 10 PNU/cc 
Class B—Marked skin test reaction to 100 PNU/cc 
Class C—Marked skin test reaction to 1,000 PNU/cc 


jections was required to reach a top dose for the 
class. Three patients were able to tolerate 15,- 
000 units without appreciable side effects. All 
patients were able to reach the maximum sug¬ 
gested dosage for their classification and to be 

Table 5 

IMPROVEMENT ACCORDING TO SEVERITY 


Aqueous Pyridine 

Class A 0 4 

Class B 4 6 

Class C 6 8 

Totals 10 18 


maintained at this level with monthly injections. 
In only one patient did the dosage have to be re¬ 
duced during the season of his allergy. 

Of the 18 patients first treated with aqueous 
extracts, only 10 showed improvement. When 
transferred to the pyridine extract, all showed 
improvement (Table 5). 

Table 6 shows the reactions to the injections. 
The delayed systemic reaction which occurred 
in one patient with pyridine was in the form of a 
mild asthma attack approximately three days af¬ 
ter injection. 

I found the pyridine alum-precipitated ex¬ 
tracts advantageous because they improved con¬ 
ditions previously refractory to aqueous extracts; 
all patients receiving it showed some degree of 
improvement. The frequency of side effects was 
minimal. Three children formerly receiving 
aqueous extracts preferred the pyridine extracts 
because of the absence of pain at the site of in¬ 
jection. 

4115 Colie Drive 
Silver Spring, Md. 
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Table 6 

REACTIONS TO EXTRACT 


Acute systemic (less than 24 hours) 
Delayed systemic (over 24 hours) 
Mild local (local erythema) 

Moderate local (small hives) 

Severe local (large hives) 

Total 


Aqueous 

1 

0 

10 

1 

2 

TT 


Pyridine 

0 

1 

6 

2 

0 

~9 
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In Diverticulitis... 


Increased pressure 
from straining 
aggravates 
diverticulitis 


METAMUCIL 

brand of psyllium hydrophilic mucilloid 

Metamucil Powder: 4, 8 and 16-ounce 
containers. 

Instant Mix Metamucil: cartons of 16 
and 30 single-dose packets. 
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Metamucil 

to counteract the 
constipation which 
is etiologically 
important and 

to protect the 
mucosal surface 
against physical 
irritants. 


Average Adult Dosage: 

One rounded teaspoonful of Metamucil (or one 
packet of Instant Mix Metamucil) in a glass of 
cool liquid one to three times daily. 


SEARLE 


Research in the Service of Medicine 
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in G.U. infections 


greater potency 

lower mg intake per day 

600 mg versus 1,000 mg 



Day* 1 1 2 1 3 

* 

5 

6 

1 . j 

duration of f wirapy, 




duration of activity. lattacyCPoa 












1-2 days’ “extra” activity 

after the last dose to protect against relapse 


broad-spectrum performance 
above and beyond the activity 
of ordinary tetracyclines 



DEMETHYLCHLORTETRACYCLINE 

Effective in a wide range of everyday infections —respiratory, urinary tract and 
others —in the young and aged —the acutely or chronically ill—when the 
offending organisms are tetracycline-sensitive. 

Contraindication — History of hypersensitivity to demethylchlortetracycline. 
Warning— In renal impairment, usual doses may lead to excessive systemic 
accumulation and liver toxicity. Under such conditions, lower than usual doses 
are indicated and, if therapy is prolonged, serum level determinations may be 
advisable. A photodynamic reaction to natural or artificial sunlight has been 
observed. Small amounts of drug and short exposure may produce an exagger¬ 
ated sunburn reaction which may range from erythema to severe skin manifes¬ 
tations. In a smaller proportion, photoallergic reactions have been reported. 
Patients should avoid direct exposure to sunlight and discontinue drug at the 
first evidence of skin discomfort. 

Precautions and Side Effects —Overgrowth of nonsusceptible organisms may 
occur. Constant observation is essential. If new infections appear, appropriate 
measures should be taken. Use of demethylchlortetracycline during tooth devel¬ 
opment (last trimester of pregnancy, neonatal period and early childhood) may 
cause discoloration of the teeth (yellow-grey-brownish). This effect occurs 
mostly during long-term use but has also been observed in short treatment 
courses. In infants, increased intracranial pressure with bulging fontanels has 
been observed. All signs and symptoms have disappeared rapidly upon cessa¬ 
tion of treatment. Side reactions include glossitis, stomatitis, proctitis, nausea, 
diarrhea, vaginitis and dermatitis. If adverse reaction or idiosyncrasy occurs, 
discontinue medication and institute appropriate therapy. Anaphylactoid reac¬ 
tions have been reported. 



~\ 


4 - 


12 hours 
between 
doses 



Average Adult Daily Dosage: 150 mg q.i.d. or 300 mg b.i.d. Should be given 1 
hour before or 2 hours after meals, since absorption is impaired by the con¬ 
comitant administration of high calcium content drugs, foods and some dairy 
products. 

Capsules: 150 mg; Tablets: film coated, 300 mg, 150 mg, and 75 mg of de¬ 
methylchlortetracycline HCI. 







g Tablet 


one 300 mo Tablet 


It’s made for b.i.d. 






























Chapter 8.—The Bayview Asylum: 

Clinical Medicine (1911-1934) 


For the first time in human history, a random 
patient with a random disease consulting a doctor 
chosen at random stood better than a 50-50 chance 
of benefiting from the encounter. (Lawrence Hen¬ 
derson referring to the years 1910-1912.) 

Beginning of Modern Medical Era 

Late in 1905, Dr. William Osier was making 
his last ward rounds at the Johns Hopkins Hos¬ 
pital before departing to become Regius Profes¬ 
sor of Medicine at Oxford University. After 
he had seen and discussed the last patient, he 
turned to a young resident, handed him his steth¬ 
oscope, and said, “Now carry on my work.” 
The young man was Dr. Thomas Boggs who, 
in 1910, 10 years after his graduation from The 


Johns Hopkins Medical School, was appointed 
by the Johns Hopkins School of Medicine to 
become chief of medicine at the Bayview Asylum 
on the eve of completion of its new hospital.. 1 

A second and equally important appointment 
was that of Dr. Arthur Shipley. A brilliant 
student, he went on to become resident in surgery 
and finally superintendent of the University Hos¬ 
pital. He reorganized the surgical service there 
and helped modernize the medical school. In the 
year that he was president of the Baltimore Medi¬ 
cal Society (1910), he was appointed surgeon- 
in-chief at the Bayview Asylum and went about 
reorganizing the surgical service. 

The influence of the Medical School of the 



Fig 1 

Plan of the New Acute Hos¬ 
pital (B Building) 1910. 
This acute hospital building 
resulted from the recom¬ 
mendations of a Board ap¬ 
pointed by Mayor Barry Ma- 
hool in 1908. It contained 
four floors. The building was 
to be the first of four iden¬ 
tical buildings, radiating from 
a central administration 
building which was to con¬ 
nect at the foot of the Y. 
This (present B Building) 
was the only unit completed. 


WAP,D &VILDMG FOILbAY VIEW 

PAA.KJ5IL THOMAS «• MCE AAXHITECTS 
AAt-TIMOH-E. MAE.YLA/ID SCAl.t 


HOSPITAL CITY OF &ALT1MOJLE 

EDWAU5 0 H.&STOH IASPECTO*. OP SVltOIAOS 
EAAEMRAT PL<B>JL PI. A A 


August, 1966 


69 














































Fig 2 

Dr. William Osier’s Visit to 
Bay View Asylum in 1913. 
Left to right: Drs. Thomas 
Boggs, William Osier, Palmer 
H. Futcher, Arthur Shipley. 


University of Maryland on the Almshouse goes 
back to at least 1810. Other appointments were 
Dr. Milton Winternitz as pathologist-in-chief, Dr. 
Gordon Wilson as chief of the Tuberculosis 
Sanitarium, and Dr. Esther Richards as psychia- 
trist-in-chief. 

On July 1, 1911, the new medical and surgical 
wards were opened in what is now the south 
wing of the B Building. Architecturally, the 
hospital was in the very forefront of hospital 
construction for the time. On the first floor, a 
surgical suite occupied the southwest wing, while 
clinical laboratories took up the southeast wing 
(Fig 1). 

The following years were productive of good 
medical care and house stafif teaching. Dr. Boggs 
was particularly interested in the house stafif and 
the students. His book plate showed an old and a 
young ox pulling a plow together with the legend 
A BOVE MAJORE DISCIT ARRARE MI¬ 
NOR (The young ox learns to plough a straight 
furrow by working beside an old ox) (Fig 3). 

Dr. Boggs was a capable botanist, an outstand¬ 
ing clinician, and a stimulating teacher. During 
the First World War, he served as chief medical 
officer in Base Hospital 18. In 1937, he became 
president of the Association of American Physi¬ 
cians. 2, 3 

It was sometime after the First World War 
that the better hospitals became accepted as places 
to regain health rather than places to die. Im¬ 
proved methods of diagnosis, such as x-ray pho¬ 
tography, basal metabolic rate determination, and 
operating rooms made it essential that the pa¬ 
tients come to the hospital for serious illnesses. 


In a previous age, medical practice consisted of 
the physician’s interview and examination at the 
bedside. His only resources were carried in a 
small bag, and cheap high quality care could be 
rendered in the patient’s home. With the devel¬ 
opment of complicated diagnostic measures, it be¬ 
came necessary for the seriously ill patient to 
come to the hospital. 

Another influence changing the attitude toward 
the hospitals was the understanding, development, 
and control of infections. Introduction of anti¬ 
septic and, later, aseptic techniques made hospi¬ 
tals increasingly safe places for treatment. At 
first, the private hospitals were largely filled with 
surgical patients. In the nineteenth century, medi¬ 
cal patients were still taken care of at home by 
their family doctor. 4 

In October, 1911, a nurses training school was 
opened. 

A number of problems plagued the institution. 
A new problem was insufficient living space for 
nurses and doctors. The old chronic problem 
of insufficient patient space remained. 

In 1913, there was but one telephone to the 
three hospitals (infirmary, tuberculosis sanitarium 
and B Building) with a population of 1,500 peo¬ 
ple. There were increasing needs for laboratory 
examinations and particularly for an X-ray De¬ 
partment. During 1916, the increasing number 
of admissions of insane patients made the hospi¬ 
tal even more crowded. 

During World War I, because of the shortage 
of physicians, fourth year medical students were 
called on to care for patients. In 1917, both 
Dr. Boggs and Dr. Shipley left for service in 
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the Medical Reserve Corps. In the same year, 
Dr. Winternitz left to become professor of pa¬ 
thology at the Yale Medical School. Dr. Boggs 
was replaced by Dr. Thomas Sprunt, who was 
later replaced by Dr. Charles Austrian. In 1919, 
Drs. Boggs and Shipley returned to find a new 
X-ray Department installed, but so typical of poor 
coordination, there was no salary for a techni¬ 
cian. In the 10 years after the war, Drs. Boggs 
and Shipley, helped by a number of other physi¬ 
cians, continued the work of patient care and 
teaching. 

In 1925, the name of the Bayview Asylum was 
changed to Baltimore City Hospitals. This change 
recognized on the one hand the decreasing num¬ 
ber of insane patients being cared for and, on 
the other, the growing medical care being ren¬ 
dered to the poor both on the wards and in the 
Outpatient Department. Doctors Boggs and Ship- 
ley reported in 1926, “The Chronic Wards have 
been expanded beyond the limits of propriety 
and strict honesty. . . . This situation is an ur¬ 
gent reality. ... It is impossible to maintain 
morale. . . . The city will not do its duty toward 
the sick poor. . . . First and last the solution lies 
in adequate personnel, adequately paid.” 

Over the next few years, with increasing dif¬ 
ficulties, the work was carried on. As has so 
often happened in the history of the hospital, the 
buildings were allowed to deteriorate, morale was 
allowed to fall, and complete deterioration of the 
organization was in view before the situation was 
faced. 

Finally, in 1929, overall plans were made to 
construct a new general hospital, tuberculosis 
sanitarium, service building, and nurses’ home. 

In 1924, a plea was made for social service in 
the hospital. The question was asked as to what 
could be done to re-establish patients in the com¬ 
munity. The use of social workers, cooperation 
with other agencies within the city, and occupa¬ 
tional therapy within the hospital were recom¬ 
mended as measures to help patients reach the 
point where they could care for themselves. 

In 1927, the needs of the hospital were force¬ 
fully presented by the staff. The point was made 
that Baltimore paid less per day for the care of 
its welfare patients than any other large city in 
the country. Three years later, the city responded 
by expanding its facilities and buildings and meet¬ 
ing its responsibility of housing the sick poor. 



Fig 3 

Bookplate of Dr. Thomas Boggs. 


In the 1928 report, Superintendent Longan out¬ 
lined the functions of the municipal hospital as 
1) the appropriate care of patients, 2) teaching 
of all types of hospital personnel, and 3) con¬ 
tribution to medical knowledge through properly 
kept records and research. 

The period from 1911 to 1934 at the Baltimore 
City Hospitals was characterized by the practice 
of superior bedside medicine. The physicians 
who were leaders at the Baltimore City Hospitals 
were the flower of American medicine. Dr. Boggs 
became president of the Association of American 
Physicians, the highest accolade in American medi¬ 
cine ; Dr. Shipley had been president of the Balti¬ 
more City Medical Society in the year of his ap¬ 
pointment to the Baltimore City Hospitals (1910) ; 
Dr. Gordon Wilson was one of the leading phthisi¬ 
ologists of America; Dr. Milton Winternitz be¬ 
came professor of pathology at Yale; Dr. Esther 
Richards remained a leading American psychiatrist 
throughout her life. All of these physicians were 
particularly interested in the professional training 
and personal success of their house staffs. Young 
doctors from across the United States came to 
work at the Baltimore City Hospitals. 
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A Key Site of Action of the 
Protoveratrine A in Salutensin 

“The main function of the 
carotid sinus is regulation of 
the blood pressure....” 1 

The veratrum component of 
Salutensin acts here (and in the 
myocardium), initiating 
“... a reflex fall in blood pressure 
through a generalized vaso¬ 
dilation and fall in heart rate.” 2 


SCHWENK 






This is 
a logical 

Blood Pressure 
Regulator 


BECAUSE 
IT ENHANCES 
THE BODY’S OWN 
MECHANISMS 
FOR REDUCING 
BLOOD PRESSURE 


n mild 

o moderate hypertension: 

t lalutensin enhances the body’s own 
nechanisms for lowering blood 
iressure. The veratrum component 
n f Salutensin acts on the carotid 
| inus and myocardial receptors, 
n litiating “... a reflex fall in blood 
ressure through a generalized 
, asodilation and fall in heart rate.” 2 
) 'o achieve this reflex modification 
f hypertension, Salutensin 
; tilizes protoveratrine A. 
n addition, to facilitate and 
' maintain blood pressure reduction, 
lalutensin incorporates reserpine 
nd a highly effective thiazide. 
n general, side effects have been 


reported infrequently but 
may include those listed in the 
therapeutic summary. 

Simple dosage-low-cost 
therapy: Many patients on 
Salutensin respond to 1 tablet b.i.d. 
Long-term economy is assured, 
since dosage can frequently 
be lowered after initial control is 
established. 

Available: Prescription-size 
bottles of 60 tablets. 

References: 1. Editorial: JAMA 
191 :592 (Feb. 15) 1965. 2. Meil- 
man, E., in Moyer, J.H.: Hyper¬ 
tension, Philadelphia, W B. 
Saunders Company, 1959, p. 395. 


BRISTOL THERAPEUTIC SUMMARY 
For complete information consult Official 
Package Circular. 

Indications: Essential hypertension. 
Warnings: Small-bowel lesions (obstruc¬ 
tion, hemorrhage, perforation) have oc¬ 
curred during therapy with enteric-coated 
formulations containing potassium, with 
or without thiazides. Such potassium for¬ 
mulations should be used with Salutensin 
only when indicated and should be discon¬ 
tinued immediately if abdominal pain, dis¬ 
tention, nausea, vomiting or gastrointesti¬ 
nal bleeding occurs. 

Contraindications: Salutensin is contra¬ 
indicated in severe depression. 
Precautions: Azotemia, hypochloremia, 
hyponatremia, hypochloremic alkalosis and 
hypokalemia (especially with hepatic cir¬ 
rhosis and corticosteroid therapy) may 0 - 
cur, particularly with pre-existing vomit¬ 
ing and diarrhea. Potassium loss, which 
may cause digitalis intoxication, respond", 
to potassium-rich foods, potassium chlor¬ 
ide or, if necessary, stopping therapy. So- 
rum ammonia elevation may precipitate 
coma in precomatose hepatic cirrhotics. 
Discontinue therapy two weeks before sur¬ 
gery or if myocardial irritability, progres¬ 
sive azotemia or severe depression occur. 
Exercise caution with patients with peptic 
ulcers or renal insufficiency (if severe, 
Salutensin is contraindicated). 

Side Effects: Hydroflumethiazide: Purpura 
plus or minus thrombocytopenia, hyper¬ 
uricemia, leukopenia, hyperglycemia, gly¬ 
cosuria, malaise, weakness, dizziness, fa¬ 
tigue, paresthesias, muscle cramps, skin 
rash, epigastric distress, vomiting, diar¬ 
rhea and constipation. Reserpine: Depres¬ 
sion, peptic ulceration, diarrhea, Parkin¬ 
sonism, nasal stuffiness, dryness of the 
mouth and, with overdosage, agitation, in¬ 
somnia and nightmares. Protoveratrine A: 
Nausea, vomiting, cardiac arrhythmia, pros¬ 
tration, excessive hypotension and brady¬ 
cardia. (Treat bradycardia with atropine 
and hypotension with vasopressors.) 

Usual Dose: 1 tablet b.i.d. 

BRISTOL LABORATORIES 
Division of Bristol-Myers Co. 
Syracuse, New York 


BRISTOL 


Salutensin 


Each tablet contains: 
protoveratrine A, 0.2 mg.; 
hydroflumethiazide, 50 mg.; 
reserpine, 0.125 mg. 










COMPONENT MEDICAL SOCIETIES 


w 

WWashington county 

May 19 was Ladies’ Night. The members of 
the Washington County Medical Society invited 
their wives for cocktails and dinner. They heard a 
most interesting talk by E. T. Lisansky, MD, on 
“How to Take a History.” He played a taped 
interview with a patient to illustrate how best to 
obtain information about the patient’s symptoms 
and his background. Dr. Lisansky is associate 
professor of medicine and clinical psychiatry at the 
University of Maryland. 

A special guest was Mrs. Anna Mae Marshall, 
who recently retired from nursing duties at the 
Washington County Hospital. She was presented 
with a plaque from the Washington County Medi- 



ASSISTANCE IS ONLY 
A PHONE CALL AWAY 


We are Baltimore's centrally located am¬ 
bulance service, which means that we can 
easily get to any part of Metropolitan Balti¬ 
more in a matter of minutes. Our ambulances 
are Air-Conditioned and Oxygen equipped 
and are operated by trained and experienced 
personnel. 


COMMUNITY 
AMBULANCE SERVICE 
PHONE: 669-4454 


cal Society in honor of her 30 years of service to 
the hospital, patients, and physicians of Washing¬ 
ton County. 

A resolution of respect in memory of Walter 
Hal Shealy, MD, who died on April 15, was read 
and made a part of the permanent records of the 
Society. 

sfi 5»e 5|c jfc a)c 

The Washington County Medical Society will 
cooperate with the Mayor’s Council on Problems 
of the Aging. Its first project was approving the 
use of a hearing testing trailer for older citizens 
during the summer months. George Comstock, 
MD, has been appointed to represent the Society 
on the Advisory Committee to this Council. 

j|c :J« j|c 5|c 

E. W. Ditto, III, MD, chairman of the Physi¬ 
cians Procurement Committee, has interested sev¬ 
eral young physicians in coming to Hagerstown 
to practice medicine. 

% 3|C 5|c 5fc 

Johns Hopkins Hospital is conducting a re¬ 
search project, “Genetic Studies in Washington 
County.” The purpose is to determine the fre¬ 
quency and type of hereditary diseases in our 
county. The investigators are Mohsen Mahloudji, 
MD, and Bruce Konigsmark, MD. 

jfj j{c 3|c 

The Medical Technology Resolution 2A/66, ini¬ 
tiated by Frederick W. Shillinger, MD, of the 

Pathology Department of the Washington County 
Hospital, was adopted unanimously by Med-Chi 
at its annual meeting on April 29. This resolution 
concerns training for medical technologists at the 
college level. 

Mary Ann Prisak, a recent graduate of North 
Hagerstown High School, was the recipient of a 
scholarship awarded annually by the Washington 
County Medical Society. Miss Prisak plans to 
! study medicine and will enter the University of 
; Maryland this fall. 

^ )|{ j|( ^ 

Archie Cohen, MD, has assumed office as a 
| Councilor of the Medical and Chirurgical Faculty 
j from this area. 

John W. Clark, MD, DDS 
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Norinyl 

(norethindrone 2 mg. c mestranol %/ 0.1 mg.) 

multiple action that has produced 
a record of unexcelled effectiveness 



inhibition of ovulation by means of 
2 time-proved hormonal agents 

production of a cervical mucus hostile to 
sperm motility and vitality 

creation of an endometrium unreceptive 
to egg implantation 


no unplanned pregnancies 

Norinyl provides multiple action for 
maximum assurance of success. It does 
not depend on ovulation inhibition 
alone for contraceptive effectiveness. 
The mechanism of action of combined 
hormonal therapy results in ovulation 
inhibition reinforced by other protec¬ 
tive mechanisms, including a hostile 
cervical mucus 1-13 and an acceleration 
of endometrial changes. 1-3 > 7-16 With 
Norinyl, no unplanned pregnancies 
have been reported to date when used 
as directed. 










plus important supportive 
benefits that help her through 
those critical early months 
of oral contraception 


low incidence of side effects 

Low incidence of BTB and spot¬ 
ting, nausea and amenorrhea 
tends to minimize side effect 
problems and increases patient 
cooperation. 

no confusion about dosage 

An unbreakable “confusionproof” 
package makes it easy to adhere 
to prescribed dosage schedule: in¬ 
dividually sealed tablets numbered 
from 1 through 20 plus monthly 
calendar record enables patient 
to double-check dosage intake by 
day and corresponding tablet num- 



Contraindications: Thrombophlebitis or pul¬ 
monary embolism (current or past). Exist¬ 
ing evidence does not support a causal 
relationship between use of Norinyl and 
development of thromboembolism. While 
a study which was conducted does not 
resolve definitively the possible etiologic 
relationship between progestational agents 
and intravascular clotting, it tends to con¬ 


firm the findings of the Ad Hoc Advisory 
Committee appointed by the Food and 
Drug Administration to review this possi¬ 
bility. Cardiac, renal or hepatic dysfunc¬ 
tion. Carcinoma of the breast or genital 
tract. Patients with a history of psychic 
depression should be carefully studied and 
the drug discontinued if depression recurs 
to marked degree. Patients with a history 
of cerebral vascular accident. 

Warning: Discontinue medication pending 
examination if there is sudden partial or 
complete loss of vision, or if there is a 
sudden onset of proptosis, diplopia or mi¬ 
graine. If examination reveals papilledema 
or retinal vascular lesions, medication 
should be withdrawn. 

Precautions: By May 1963, experience with 
norethindrone 2 mg.—mestranol 0.1 mg. 
had extended over 24 months. Through 
miscalculation, omission or error in taking 
the recommended dosage of Norinyl, preg¬ 
nancy may result. If regular menses fail 
to appear and treatment schedule has 
not been adhered to, or if patient misses 
two menstrual periods, possibility of preg¬ 
nancy should be resolved before resuming 
Norinyl. If pregnancy is established, 
Norinyl should be discontinued during 
period of gestation since virilization of the 
female fetus has been reported with oral 
use of progestational agents or estrogen. 
When lactation is desired, withhold 
Norinyl until nursing needs are established. 
Existing uterine fibroids may increase in 
size. In metabolic or endocrine disorders, 
careful clinical preevaluation is indicated. 
A few patients without evidence of hyper¬ 
thyroidism had elevated serum protein- 
bound iodine levels, which in the light of 
present knowledge, does not necessarily 
imply hyperthyroidism. Protein-bound 
iodine increased following estrogen admin¬ 
istration. Bromsulphalein retention has oc¬ 
curred in up to 25% of patients without 
evidence of hepatic dysfunction. Studies 
from 24-hour urine collections have 
shown an increase in aldosterone and 17- 


ketosteroids and decrease in 17-hydroxy- 
corticoid levels. Thus, Norinyl should be 
discontinued prior to and during thyroid, 
liver or adrenal function tests. Because 
progestational agents may cause fluid re¬ 
tention, conditions such as epilepsy, 
migraine and asthma require careful obser¬ 
vation. Thus far no deleterious effect on 
pituitary, ovarian or adrenal function has 
been noted; however, long-range possible 
effect on these and other organs must 
await more prolonged observation. 
Norinyl should be used with caution in 
patients with bone, renal or any disease in¬ 
volving calcium or phosphorus metabolism. 
Side Effects: Intermenstrual bleeding; 
amenorrhea; symptoms resembling early 
pregnancy, such as nausea, breast engorge¬ 
ment or enlargement, chloasma and minor 
degree of fluid retention (if these should 
occur and patient has not strictly adhered 
to medication plan, she should be tested 
for pregnancy); weight gain; subjective 
complaints such as headache, dizziness, 
nervousness, irritability; in a few patients 
libido was increased. In a total of 3,090 
patients, 2.2% discontinued medication be¬ 
cause of nausea. 

NOTE: See sections on contraindications 
and precautions for possible side effects 
on other organ systems. 

Dosage and Administration: One Norinyl 
tablet orally for 20 days, commencing on 
day 5 through and including day 24 of the 
menstrual cycle. (Day 1 is the first day of 
menstrual bleeding.) 

Availability: Dispensers of 20 and 60 tab¬ 
lets; bottles of 100. 

References: t. Council on Drugs. JAMA 187:664 (Feb. 
29) 1964. 2. Brvans, F. E.: Canad Med Ass J 92:287 
(Feb. 6) 1965. 3. Goldzieher, J. W.: Med Clin N Amer 
48:529 (Mar.) 1964. 4. Cohen, M. R.: Paper presented 
at Symposium on Low-Dosage Oral Contraception, Palo 
Alto, Calif., July 15, 1965. Reported in Med Sci 16:26 
(Nov.) 1965. 5. Hammond, D. 0.: Ibid. 6. Rice-Wray, E., 
Goldzieher, J. W., and Aranda - Rosell, A.: Fertil Steril 
14:402 (Jul.-Aug.) 1963. 7. Goldzieher, J. W., Moses, 
L. E., and Ellis, L. T.: JAMA 180:359 (May 5) 1962. 
8. Kempers, R. D.: GP 29:88 (Jan.) 1964. 9. Tyler, E. T.: 
JAMA 187:562 (Feb. 22) 1964. 10. Rudel, H. W., Mar- 
tinez-Manautou, J., and Maqueo-Topete, M.: Fertil Steril 
16:158 (Mar.-Apr.) 1965. 11. Flowers, C. E., Jr.: N 
Carolina Med J 25:139 (Apr.) 1964. 12. Goldzieher, J. 
W.: Appl Ther 6:503 (June) 1964. 13. The Control of 
Fertility. Report adopted by the Committee on Human 
Reproduction of the American Medical Association. JAMA 
194:462 (Oct. 25) 1965. 14. Flowers, C. E., Jr.: JAMA 
188:1115 (June 29) 1964. 15. Merritt. R. I.: Appl Ther 
6:427 (May) 1964. 16. Newland, D. O.: Paper presented 
at Symposium on Low-Dosage Oral Contraception, Palo 
Alto, Calif., July 15, 1965. Reported in Med Sci 16:26 
(Nov.) 1965. 
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THE AUTOMATED CLINICAL LABORATORY 


Application of modern electronics and mechanics 
is stimulating rapid development of automatic 
processing of specimens, performance of tests, and 
reporting of results. The problems of ever-in¬ 
creasing laboratory workloads and critical short¬ 
age of laboratory manpower can he solved only 
by automation. But just as important is the sig¬ 
nificantly increased quality control and reliability 
of test results and the reduction of manual tran¬ 
scription errors offered by well-designed automatic 
systems. 

Automated systems are under development in 
several medical centers, where all the paper work 
related to specimen handling (work lists, etc.), 
test result calculations, and printing of reports is 
handled by a data processing system. 1, 2 

In other laboratories, equipment has been de¬ 
signed to include automatic accessioning of blood 
samples by machine and subsequent identification, 
chemical assay, computation of results by scaling 
to appropriate standards, and print-out of complete 
reports. Processing is handled entirely by machine 
and computer. 3,4 

Computer programs have been written to com¬ 
pare the new test result with the previous result 
on the same patient and to print out a warning if 
the difference exceeds accepted normal range or 
predetermined limits. Other useful programs to 
evaluate laboratory data and thus assist the clinical 
pathologist and patient’s physician are being de¬ 
veloped. 5 

These innovations in laboratory medicine will 
greatly increase the value of clinical pathology in 
every day medical practice and permit the every 
day use for patient care of many sophisticated pro¬ 
cedures previously limited to research. 

The same advances in automatic laboratory sys¬ 


tems which can serve us so well make it possible 
for business and industry to enter the field of clin¬ 
ical laboratory services and provide reliable quality 
controlled test results. Already several industrial 
corporations are organizing to offer laboratory 
service at costs not subject to the expenses of 
training residents, absorbing charity work, teach¬ 
ing medical students, training technologists, and 
providing clinical pathology consultation. Par¬ 
ticularly during the next few years, when the 
Medicare program produces enormous demands 
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for laboratory work which cannot be immediately 
met by existing clinical pathology laboratories, 
there will be ample opportunity for industrial and 
commercial laboratories to develop their assay 
business. However, they can never provide the 
most important constituent of a clinical pathol¬ 
ogist’s contribution to comprehensive laboratory 
care of the patient: that of interpretative consulta¬ 
tion based on medical training, and familiarity 
with the medical history and current physiology of 
the individual patient. 

More and more in the future, the chemical, 
hematologic, immunologic, and genetic data for 
any one patient will grow in volume and com¬ 
plexity (“molecular” diseases, genetic biochemical 
anomalies, endocrinopathies, metabolic changes, 
physiologic homeostatic states) requiring knowl¬ 
edgeable correlation and expert formulation into 
profiles and patterns useful to the bedside physi¬ 
cian. This is the clinical pathologist’s most im¬ 
portant task; he must attain surpassing excellence 
in this aspect of laboratory medicine. This essen¬ 
tial professional service to the patient’s physician 
can never be provided by anyone other than a well- 
trained laboratory physician. 


Thus, we clinical pathologists must develop still 
further our skills and intimate knowledge in path¬ 
ologic physiology, chemistry, and biology, and in 
tbe correlation of complex patterns of tests and 
their practical formulation for our colleagues at 
tbe bedside; we must participate in the consolida¬ 
tion of hospital and private laboratories into groups 
for more efficient and economic utilization of auto¬ 
mation and available skilled technical and profes¬ 
sional manpower; only thus can we improve the 
quality, reduce the cost, and provide tbe high level 
of laboratory care every patient needs. 
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V-Cillin K now has a unique glossy coating 
that banishes bitter penicillin taste and makes 
it easier to swallow. Within six seconds (just 
long enough for the tablet to get past the taste 
buds), the coating dissolves and the penicillin 
is ready for immediate absorption into the 
bloodstream. The patient still gets all the spe¬ 
cial benefits of V-Cillin K, including consistent 
dependability ... even in the presence of food. 

Indications: V-Cillin K is an antibiotic useful in the 
treatment of infections caused by streptococci, pneu¬ 
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Myocardial Failure Secondary to Shock 


Shock from myocardial infarction is well 
known and readily recognized. Not so well 
known and frequently unrecognized is myocardial 
failure due to shock. The following case report 
is an example of myocardial failure secondary 
to septic shock. It illustrates our approach to 
therapy as carried out in the Shock Trauma Unit 
at the University of Maryland Hospital. 

CASE REPORT 

An 85-year-old Negro man was admitted to the 
University Hospital with the chief complaint of 
pain in the left lower part of the abdomen of about 
two months duration. Physical examination re¬ 
vealed a pulsatile mass in the left lower quadrant 
of the abdomen. A translumbar aortogram dem¬ 
onstrated this to he an aneurysm involving the left 
common, internal, and external iliac arteries. The 
patient’s general health otherwise was remarkably 
good. 

On March 4, 1965, with the patient under gen¬ 
eral endotracheal anesthesia, the aneurysm was re¬ 
sected and replaced with a Teflon prosthesis. The 
patient tolerated the procedure well and spent a 
comfortable first post-operation night. 

The next morning both feet and hands were 
cold and he complained of pain in the left leg. 
The arterial blood pressure was 120/80 and the 
central venous pressure (CVP) was 3 mm Hg. 
Vasoconstriction resulting from hypovolemia was 

From the Clinical Shock Unit, Department of Surgery, 
University of Maryland School of Medicine, Baltimore. 
Supported by U.S. Army Research and Development 
Command Contract No. DA-49-193-MD-2229. 


Joseph s. McLaughlin, md 

ARLIE MANSBERGER, MD 
R ADAMS COWLEY, MD 

adjudged to be present, and two units of plasma 
were administered. The central venous pressure 
increased to 10 mm Hq during the plasma in¬ 
fusion, and 2 mg of digoxin was administered 
intravenously in divided doses. During the next 
24 hours there was continued improvement; the 
pulse and arterial blood pressure remained stable 
at 100 and 140/90, respectively, and the CVP 
fell to 4 mm Hg. On the second postoperative 
day, oral feedings were begun and chair ambu¬ 
lation was well tolerated. 

On the morning of March 8, the indwelling 


A rationale for resuscitation of criti¬ 
cally ill hypotensive patients based on 
the correction of pathophysiologic and 
biochemical derangements is presented. 
The successful use of this approach to 
therapy is illustrated to emphasize the 
problem of secondary myocardial fail¬ 
ure in shock. 
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Foley catheter was removed from the bladder 
and was later reinserted because of patient’s ina¬ 
bility to void spontaneously. Later the same morn¬ 
ing the patient’s blood pressure fell to 80/60 
when the attendants lifted him from the bed into 
a chair. He was returned to bed and given three 
5 mgm doses of metaraminol, which brought 
about transient elevations of the systolic arterial 
blood pressure to 110 mm Hg. The central 
venous pressure rose to 6 mm Hg. An electro¬ 
cardiogram did not indicate myocardial infarction; 
a chest roentgenogram showed no change from 
previous examinations. Hypovolemia was again 
suspected, and 600 cc of plasma was carefully ad¬ 
ministered. Nevertheless, the blood pressure re¬ 
mained at 80/60. After plasma infusion, the 
CVP rose to 14 mm Hg. Rales were noted in 
the posterior lung fields bilaterally, and the pa¬ 
tient became anuric. 

Eight hours after the onset of anuria, the pa¬ 
tient was seen in consultation by a member of 
the Shock Trauma team and transferred to the 
Shock Trauma Unit. Initial laboratory examina¬ 
tions revealed a normal acid-base balance and 
normal electrolyte levels. A diagnosis of septic 
shock from bladder catheter manipulation was 
entertained. 

Blood cultures were obtained. Hydrocortisone 
(1 gm), chloramphenicol (4 gm), and digoxin 
(0.25 mg) were administered intravenously. No 
improvement occurred, so an isoproteranol in¬ 
fusion was initiated (0.2 mgm in 200 cc of 5% 
dextrose and water). At an infusion rate of 0.5 
/tg/min the arterial blood pressure increased to 
110/80 and the CVP fell to 8 mm Hg. Sub¬ 
sequently 500 cc of 5% dextrose and water was 
administered over a 30-minute period with only 
a slight elevation of CVP. 

Anuria persisted despite the water load, and 
10 gm of mannitol (50 cc of 20% solution) was 
given. The CVP rapidly climbed to 12 mm Hg, 
but throughout the next 45 minutes the patient 
excreted 25 cc of urine, an amount equal to the 
entire urinary output for the preceding 12 hours. 
The CVP rapidly rose to 13 mm Hg but the 
urinary output during the next hour was 50 cc. 
In the following hour the patient excreted about 
100 cc of urine, the blood pressure rose to 120/ 
80, and the venous pressure fell to approximately 
7 mm Hg. Decreasing amounts of isoproteranol 


were necessary, and the infusion was discontinued 
after six hours. A unit of plasma and approxi¬ 
mately 1000 cc of 0.5 N saline solution were in¬ 
fused during this time. 

By the following morning the patient’s blood 
pressure was stable at 120/80, the pulse was ap¬ 
proximately 90 per minute, urinary output was 
adequate, and his overall condition appeared quite 
good. The blood culture obtained the preceding 
morning grew E coli. 

COMMENT 

Cardiac failure in hypotensive patients is com¬ 
mon. MacLean 1 recently reported hemodynamic 
data from a series of 20 patients in shock 
from various causes; in 10 of these patients, 
cardiac failure was a prominent factor. Our 
experience has been similar. We have become 
increasingly aware of the need to support the 
myocardium, particularly in elderly patients and 
in persons in septic shock. 

Myocardial failure may be the cause (pri¬ 
mary myocardial failure) or the effect (secondary 
myocardial failure) of shock. Primary myocardial 
failure most commonly results from coronary oc¬ 
clusion and myocardial infarction. The initial 
muscle injury causes decreased cardiac output 
and a lowering of blood pressure, which in turn 
decreases coronary blood flow and further injures 
the myocardium. Vasopressors may reverse the 
process by increasing peripheral resistance and 
arterial blood pressure. Coronary blood flow is 
increased, and the better nourished myocardium 
then may compensate for its injury. 

A similar vicious cycle may occur in the hypo¬ 
tensive patient without infarction. 2 Decreased 
cardiac output and blood pressure diminish coro¬ 
nary blood flow, which injures the myocardium 
and produces a decrease in myocardial contrac¬ 
tile force. Diminished myocardial contractile 
force lowers the cardiac output and the blood 
pressure even further. 

Our approach to the problem of secondary 
myocardial failure in shock is based on correcting 
the presenting pathophysiologic abnormalities. 3 
First we correct volume deficits and acid-base and 
electrolyte imbalances to allow the endogenous 
catecholamines to act effectively. Blood pressure 
and cardiac output are raised and coronary artery 
blood flow is increased. Adequate oxygenation 
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of the blood is essential. If hypoxia exists or if 
the patient is laboring in respiration, tracheos¬ 
tomy is performed. Not only do these procedures 
assure adequate oxygenation but, equally impor¬ 
tant, they abolish the work of breathing. If the 
central venous pressure increases abnormally dur¬ 
ing therapy, digoxin is administered intravenous¬ 
ly. If the patient remains hypotensive and the 
central venous pressure continues to rise, circu¬ 
latory support by adrenergic stimulating drugs is 
indicated. 

Two types of adrenergic receptors exist in the 
human circulatory system. 4 Alpha receptors pro¬ 
duce peripheral arteriolar constriction but have 
no direct effect on the myocardium. Beta re¬ 
ceptors produce arteriolar dilatation and have a 
positive ionotrophic effect on the myocardium. 
Since vasoconstriction and decreased tissue per¬ 
fusion are two of the pathophysiologic abnormali¬ 
ties in shock, alpha adrenergic stimulating drugs 
appear to be contraindicated. (Metaraminol acts 
predominantly by releasing norepinephrine, which 
is both an alpha and a beta stimulator.) Beta ad¬ 


renergic stimulating drugs, producing both in¬ 
creased myocardial contractile force and arteri¬ 
olar dilatation, theoretically should be ideal. Iso- 
proteranol is a beta adrenergic stimulator. In 
the presented case it increased arterial blood 
pressure and decreased central venous pressure, 
indicating increased myocardial efficiency and car¬ 
diac output. In addition, the urinary output 
which had been virtually nil for the preceding 
several hours increased markedly. Mannitol un¬ 
doubtedly was largely responsible for the diure¬ 
sis, but without the improved myocardial function, 
the additional volume expansion associated with 
mannitol infusion would have been hazardous. 
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The human spine is not engineered for 
prolonged sitting at desks, pianos, type¬ 
writers and drafting boards. The stresses 
set up by the heavy, forward-tilted head 
and trunk, balanced precariously on an 
insufficient base, result in strain of the 
dorsal musculature, particularly at the 
low lumbar level. 
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24 HOUR NURSING CARE 
EFFICIENT STAFF OF NURSES AND ATTENDANTS 
MODERATE RATES 

Large Private & Semi-Private Rooms, Halls and Easy Stairs 

FULLY EQUIPPED WITH AUTOMATIC 
SPRINKLER SYSTEM 

Wide Porches and 3 Acres of Beautiful Grounds 
Consistently Modernized Since 1898 
INSPECTED &. APPROVED BY BALTO. CITY HEALTH DEPT. 

(iOOO BELLONA AVE. at Belvedere Ave.—Balto., Md. 21212 
#8, 11, 44 & 56 Busses 
ROBERT FUSSELBAUGH, III.—DIRECTOR. 

IDIewood 5-7977 

CHARTER MEMBER - MD. NURSING HOME ASSN. 

MEMBER - AMERICAN NURSING HOME ASSN. 


Growing Feet Can 
Have Problems! 



PRONATION 


KNOCK-KNEES 


These common problems can be helped 
with proper shoes, correctly fitted. 

Prescriptions Carefully Filled 

VAN DYKE & BACON 

307 N. Charles St. 5849 York Rd. 

SAratoga 7-3775 IDIewood 3-1100 

Baltimore, Maryland 
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REHABILITATION SECTION DOUGLAS G. CARROLL M.D. 

BALTIMORE CITY MEDICAL SOCIETY, EDITOR 


Uses and Abuses of Bed Rest 


There was a young athlete named D. 
Who was clapped into bed for TB. 

After months in the sack. 

He had pains in the back. 

And his bones turned to stones in his P. 


The advent of Medicare and the Utilization 
Review in hospitals brings increasing concern 
about the indications for prolonged bed rest in 
hospitals. There has been a great deal of talk 
about the uses and abuses of bed rest but little 
scientific investigation of its general effects and 
specific indications. 

In a recent excellent publication, Dr. Norman 
L. Browse, 1 lecturer in surgery at the Westmin¬ 
ster Hospital and Westminster Medical School, 
London, reviewed the physiology and pathology 
of bed rest. His main purpose was to stimulate re¬ 
search in the physiology of bed rest and to expose 
its dangers. The book is clinically oriented and 
reviews recent studies of circulation, ventilation, 
excretion, and metabolism associated with bed rest. 

In hospital planning, the number of beds need¬ 
ed is a leading consideration. Ten times as many 
patients go through an out-patient department, 
and many in-patients need the bed only for sleep 
at night. 

The bed is still “king of modern medicine.” 

The established reasons for prolonged bed rest 
are to relieve pain, to immobilize wounds and 
fractures, to overcome the effect of gravity (as 
in ankle edema or with orthostatic hypotension), 
and to provide support for people who are com¬ 
pletely paralyzed, too weak, or too tired to sit or 
stand. 


Often prolonged bed rest is used without any 
real evidence that it is of help, as in acute rheu¬ 
matic fever, pulmonary tuberculosis, liver disease, 
peptic ulcers, cerebrovascular accidents, and in¬ 
fections after the acute febrile illness is over. 

Current medical knowledge offers more proof 
that bed rest is overused than that it is under¬ 
used. Some of the deleterious effects of bed 
rest are thought to be the development of deep 
vein thromboses and pulmonary thromboembo¬ 
lism, aspiration pneumonia, pressure ulcers, con¬ 
tractures, constipation, difficulty with micturition, 
renal calculi, osteoporosis, generalized weakness, 
and depression. Many of these complications, 
however, may be related to the wasting and de¬ 
terioration caused by the disease which necessi¬ 
tated bed rest. 

Few controlled trials comparing patients on 
and off bed rest have been performed. Weir 2 
compared 200 patients with pulmonary tubercu¬ 
losis treated with antituberculosis drugs. Half 
were kept in bed and the other half were am¬ 
bulatory. There was no difference in the clinical 
results obtained in the two groups. 

A number of studies have been performed in 
patients with hepatitis to estimate the effect of 
exercise, but the results are not clear cut between 
the two groups. 3 

Patients with peptic ulcers are often treated 


DOUGLAS CARROLL, MD 
Chief of Physical Medicine and Rehabilitation 
Baltimore City Hospitals 


August, 1966 
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FRANKLIN UNIFORM COMPANY 

SOUTH’S LARGEST UNIFORM HOUSE 

235 PARK AVENUE BALTIMORE, MD. 21201 MU 5-7222 



coat. Roomy patch pockets add 
a touch of dash to the mod¬ 
em, slimming silhouette. 

#315 —in long sleeves only 
in 65% Dacron 
Polyester and 
35% Cotton Dac-o-Cab 

Sizes 34 to 46 
White 

$10.99 

Black 

$8.99 


• SIDE GRIPPER 

• SET IN BACK BELT 

#400 —100% Cotton—2x1 
Sanforized Poplin 

$4.99 

#800—100% Nylon 
Taffeta 

$5.99 

#80 5—100% Dacron 
Shantung 

$6.99 

#303 —100% Cotton Jean 
Twill 
$3.99 

All men’s jackets short sleeves 
only 

Sizes 34 to 46 



OTHER STORES IN 

- > 


Washington, D. C. 20001 
900—11th St.. N.W. 
EX. 3-8200 



51 1 —8 oz. Sanf. Duck 

$4.99 

5514 —Tan. Sanf. Linene 

$5.50 

414 —Heavy Sanf. Twill 

$5.99 

811—100% Dacron Herring¬ 
bone Twill 

$12.99 

Sizes 34-46 

WOMAN'S LAB 

310—Sanforized Twill Jean 

$5.50 

3310—65/35 Dacro-Cab. 
$8.99 
Sizes 28-40 

Richmond, Va. 23219 
710 E. Grace Street 
Ml. 4-2685 


• ZIPPER FRONT 

• SET IN BACK BELT 

• CONVERTIBLE 
COLLAR 

• LARGE PATCH 
POCKETS 

#304 —Short sleeves 

80% Polyester, 20% Cotton 
White, Aqua, Blue $8.99 

#204 —Short sleeves 
100% Dacron 

Polyester Shantung 
White, Aqua, Blue $7.99 

#604 —Short sleeves 
100% Cotton Drip 
Dri Broshan Slub 
Sanforized Plus 
White, Aqua, Blue $4 99 
Sizes 34 to 46 



Norfolk, Va. 23510 
123 W. Freemason Street 
MA. 7-3639 


by bed rest and medical treatment while the heal¬ 
ing of the ulcer is observed radiologically. There 
is no evidence that the bed rest itself has value, 
although removing the patient from his family 
and the working environment may be important. 
Pollard and Summerskill 4 studied 66 patients 
with melena or hematemesis. Half were mobilized 
one week after bleeding stopped. There was no 
difference in the rate of recovery. 

In rheumatoid arthritis particularly, we have 
been shocked by patients arriving in the hospital 
twisted like pretzels and giving a history of pro¬ 
longed bed rest with no effort at mobilization 
of any of the joints. 

In 1952, Levine and Lown 6 started a move¬ 
ment toward early armchair treatment of pa¬ 
tients after myocardial infarction, pointing out 


the higher cardiac output and other advantages 
of early armchair mobilization. 

More studies of comparable series of patients, 
one group treated with bed rest and one without, 
are needed in view of the need for efficient use 
of available hospital beds. 

REFERENCES 

1. Browse, N. L.: The physiology and pathology of bed rest. 
Springfield, Ill.: Charles C. Thomas, 1965. 

2. Weir, J. A.; Taylor, R. L.; Frazer, R. S.: The ambulatory- 
treatment of patients hospitalized with pulmonary tubercu¬ 
losis. Ann Intern Med 47:762, 1957. 

3. Chalmers, T. C., et al: The treatment of acute infective hepa¬ 
titis. J Clin Invest 34:163, 1955. 

4. Pollard, A., and Summerskill, W. H. J.: Haematemesis and/ 
or melaena from peptic ulcer, shorter conservative manage¬ 
ment. Brit Med J 1:171, 1960. 

5. Pollock, L. J.: Behaviour and treatment of strokes in later 
life. Med Clin V Amer 40:211, 1956. 

6. Levine, S. A., and Lown, B.: Armchair treatment of coro¬ 
nary thrombosis. JAMA 148:1365, 1952. 
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in 

chronic 

illness 


B and C vitamins are part of therapy: An imbalance of water-soluble vita¬ 
mins and chronic illness often go hand in hand. STRESSCAPS capsules, con¬ 
taining therapeutic quantities of vitamins B and C, are formulated to meet the 
increased metabolic demands of patients with physiologic stress. In chronic ill¬ 
ness, as with many stress conditions, STRESSCAPS vitamins are therapy. 




Each capsule contains: 

Vitamin B, (as Thiamine Mononitrate) 10 mg 


Vitamin B 2 (Riboflavin) 10 mg 

Vitamin B 4 (Pyridoxine HCI) 2 mg 

Vitamin B, 2 Crystalline 4 mcgm 

Vitamin C (Ascorbic Acid) 300 mg 

Niacinamide 100 mg 

Calcium Pantothenate 20 mg 


Recommended intake: Adults, 1 capsule 
daily, for the treatment of vitamin deficien¬ 
cies. Supplied in decorative "reminder" 
jars of 30 and 100; bottles of 500. 



628-6 — 3614 


LEDERLE LABORATORIES, A Division of American Cyanamid Company, Pearl River, New York 














Ocean City’s most modern motel 

116 Ultra Modern Units—28 Efficiencies 
Restaurant—Cocktail Lounge 
Two Swimming Pools 
Air Conditioned and Heated 

Card Room—Play Room 
—Color TV Room — 

Write for Brochure 

For reservations call 1—289-6191 
OCEAN CITY, MARYLAND 







Prenatal . . . postnatal . . . postoperative 
. . . orthopedic . . . hernia . . . and other 
famous CAMP Anatomical Supports. 


Donald 0. Fedder, orthetut 

Headquarters for 

MEDICAL EQUIPMENT 

AND SUPPLIES 

HOSPITAL BEDS—WHEEL CHAIRS 
COMMODES 

Sold or Rented 

FEDDER'S PHARMACY, Inc. 

201 Wise Ave. ATwater 4-0700 

BALTIMORE, MARYLAND 21222 

Inverness Shopping Center 



THE 

MOUNT VERNON 
MEDICAL BUILDING 

St. Paul St. at Mt. Vernon Place 

This will be Baltimore’s newest, most modern 
downtown medical building in 40 years . . . 
specifically planned and designed for the 
medical profession . . . featuring utility instal¬ 
lations and office layout to meet your in¬ 
dividual requirements. 

Occupancy This Winter 

Inquiries Cordially Invited 

Contact L. F. Bond 

GEISENDAFFER REALTY CO. 

2 E. Lexington St., Baltimore, Md. 21202 
LE 9-0368 MU 5-8161 


For Infants.... 
For Adults.... 

The standard of quality, 
I purity, and dependability 

^ in the Baltimore-Washing¬ 

ton area for over 90 years. 

In Baltimore area call 889-3500 
In Washington area call 965-2211 



DAIRY PRODUCTS 
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"In 40 of 44 cases of irritable or spastic 
colon, Cantil [mepenzolate bromide] or 
Cantil with Phenobarbital reduced or 
abolished abdominal pain, diarrhea and 
distention and promoted restoration of 
normal bowel function ... Cantil 
[mepenzolate bromide] proved to be 
singularly free of anticholinergic 
side-effects ... Urinary retention, 
noted in two cases was eliminated in 
one by reducing dosage,” 1 



CANTIL® 

(mepenzolate bromide) 

helps restore normal motility and tone 


IN BRIEF: 


One or two tablets three times a day and 
one or two at bedtime usually provide 
prompt relief. Cantil with Phenobarbital 
may be prescribed if sedation is required. 

Dryness of the mouth or blurring of vision 
may occur but it is usually mild and 
transitory. Urinary retention is rare. 
Caution should be observed in prostatic 
hypertrophy—withhold in glaucoma. Cantil 
with Phenobarbital is contraindicated in 
patients sensitive to phenobarbital. 

Supplied: CANTIL (mepenzolate bromide) 
—25 mg. per scored tablet. Bottles of 100 
and 250. CANTIL with PHENOBARBITAL 
—containing in each scored tablet 16 mg. 
phenobarbital (warning: may be habit 
forming) and 25 mg. mepenzolate bromide. 
Bottles of 100 and 250. 

1. Riese, J.A.: Amer. J. Gastroent. 28:541 (Nov.) 1957 
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WILLIAM STIFLER, JR., M.D., Chairman 


RAY HEPNER, M.D., Editor 


Anabolic Sex-Related Steroids in Cystic Fibrosis 


MethamlrostenoFone in individualized large 
dosages produces consistent increments of 
height and weight in children with severe 
fibrocystic disease. • Injections of beta 
estradiol valerate used concomitantly with 
methandrostenolone has been followed by 
marked anabolic state where methandro¬ 
stenolone by itself appeared ineffective. • 
Norethindrone has resulted in good anabolic 
response in one case. • Rapid advance in 
bone age and side effects of androgenization 
and estrogenization have occurred. • This 
degree of sex-related anabolic therapy should 
he used in cases in which the threat to life or 
chronic invalidism is sufficiently great to 
warrant development of effects expected in 
sex hormone therapy in children. 

Children with advanced cystic fibrosis of the 
stand the rigors of their disorder if their nutrition 
tion. The development of severe anorexia and 
psychic depression too often heralds death. 

To see if these children would be able to with¬ 
stand the rigors of their disorder if their nutrition 
were improved, we attempted artificial appetite 
stimulation with the anabolic steroid methandro¬ 
stenolone (Dianabol) in a patient who appeared 
to he in a preterminal stage. This 9-year-old 
girl showed a striking response in weight and 
growth, and for a year her acute lower respira¬ 
tory tract condition improved. Indeed, it was the 
first year in the past two years that she responded 
to antibiotics, mist, and postural drainage to the 
degree that she was virtually asymptomatic. Club- 

From the Pediatrics Research Laboratory, University 
of Maryland School of Medicine, Baltimore. 


THOMAS A. GOOD . MD 
SAMUEL /'. BESSMADI, MD 

bing of her fingers was greatly reduced, and she 
enjoyed good health until the steroid dosage was 
reduced from 10 mg per day to 2.5. She again 
developed anorexia, weight loss, and lassitude in 
association with superimposed pneumonitis. 

Because reinstitution of 10 mg of methandros¬ 
tenolone to an intense fibrocystic disease regimen 
failed to improve her condition after one month, 
estrogenic therapy was added in the form of in¬ 
jections of 20 mg of beta estradiol valerate 
(Delestrogen) in oil every two weeks. She re¬ 
sponded to this medication, and in the 20 months 
subsequent to the initiation of combined anabolic 
androgen and estrogen therapy she has enjoyed 
good health, withstood several attacks of respira¬ 
tory infection, and has shown gratifying growth 
in weight and height. She is taller than her 
mother and, therefore, will not he dwarfed by 
the rapid epiphyseal closure that has occurred on 
androgenestrogen therapy. 

Because of this patient’s response to methan¬ 
drostenolone, we have treated a total of 10 patients 
with similar results. The table summarizes ex¬ 
perience with six patients who have been treated 
for long enough periods to allow evaluation. In 
two cases estrogens were added, as in the first 
case. Additionally, the progestational hormone 
(17 hydroxy progesterone caproate—170FIPC) 
has been used in an effort to delay epiphyseal 
closure and, perhaps, to change the character and 
quantity of respiratory mucus production. Pa¬ 
tient 2 did not show a good response until 170- 
HPC was added to the regimen. Patient 3, treat¬ 
ed with large dosages of progestational hormone 
and relatively small dosages of estrogen and ana- 
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DACTILASE® 

Each tablet contains: 

Dactil® (piperidolate hydrochloride), 50 mg.; 
Standardized cellulolytic* enzyme, 2 mg.; 
Standardized amylolytic enzyme, 15 mg.; 
Standardized proteolytic enzyme, 10 mg.; 
Pancreatin 3X** (source of lipolytic activity), 

100 mg.; Taurocholic acid, 15 mg. 

•Need in human nutrition not established. 

•*As acid resistant granules equivalent in activity to 300 mg. Pancreatin N.F. 



In chronic or acute indigestion, fluttery, 
gassy stomachs obtain prompt, gratifying 
relief through the antispasmodic, surface 
anesthetic and enzymatic activity of 
Dactilase. Dactilase decreases hypermotility 
and pain and reduces the production of 
gas. Dactilase does not induce stasis, but 
helps restore normal tone. It has little or no 
effect on enzyme secretions, but adds 
enzymes, thus contributing to the digestive 
efficiency of the patient. 

Side Effects and Contraindications: 

Dactilase is almost entirely free of side 
effects. However, it should be withheld 
in glaucoma and in jaundice due to 
complete biliary obstruction. 

Administration and Dosage: One tablet 
with, or immediately following, each meal. 
Tablets should be swallowed whole. 

Supplied: Bottles of 60 and 250. 

LAKESIDE LABORATORIES, INC., Milwaukee, Wisconsin 53201 
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M—Methandrostenolone, mg per day, orally BEV—Bela estradiol valerate, mg every 2 wks, by injection 

170HPC_17 hydroxyprogesterone caproate, mg every 2 wks, by injection EE EthHyl estradiol, mg per day orally 

NE—Norethindrone, mg per day orally 























































For cold hands and feet, nothing 
beats hot stoves—but they are 
awkward to carry around. Now 
Gerilid, in good-tasting take-along 
chewable tablets can provide 
rapid vasodilation of peripheral 
circulation, bringing real warmth 
to the extremities and decreasing 
sensitivity to sudden temperature 
change. Patients like Gerilid and 
know they are getting relief. 



GERILID 


Each chewable tablet contains: 
nicotinic acid (niacin) 75 mg. and 
aminoacetic acid (glycine) 750 mg. 

Administration and Dosage: One or two 

chewable tablets 3 times a day before 
meals. If flushing is objectionable, dosage 
may be lowered. However, tolerance to 
flushing usually develops without loss of 
efficacy in regard to vasodilation. The 
recommended dosage should not 
be exceeded. 

Side effects: Occasional lightheadedness 
or transient itching which may disappear 
with continued use. There are no known 
contraindications; however, caution is 
advised when there is a concomitant 
administration of a coronary vasodilator. 

Supplied: Packages of 50 chewable tablets. 

Also available in liquid form as 
Geriliquid®, in bottles of 8 and 16 ounces. 

LAKESIDE LABORATORIES, INC., Milwaukee, Wisconsin53201 
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introducing;; 

A NEW CONCEPT 

in 

BOOKKEEPING 

and 

TAX SERVICES 

This Service, used by hundreds of Professional 

men in New England, is now being introduced 

in Maryland. 

WHAT YOU DO — 

Maintain a checkbook—one which we have 
especially designed for Physicians 

WHAT WE DO — 

— we prepare MONTHLY STATEMENTS 
of Income and Expense 

— we prepare QUARTERLY AND FINAL 
PAYROLL RETURNS 

— we prepare and adjust QUARTERLY 
DECLARATIONS OF ESTIMATED 
TAXES 

— we prepare STATE AND FEDERAL 
INCOME TAXES, ready for signature 

— we prepare a CONFIDENTIAL COST 
ANALYSIS 

— we relieve you of the burden of BOOK¬ 
KEEPING AND TAXES and leave you 
free to practice medicine. 

FOR COMPLETE INFORMATION, with no 
obligation, call or write 

FEDERATED BUSINESS 
SERVICES, INC. 

Box 580 

Randallstown, Maryland Tel. 655-2552 

K. Merrill Sumey, Resident Manager 


bolic steroid, did not rally and died after eight 
months of combined therapy. Her initial re¬ 
sponse to methandrostenolone had been good, but 
because of her young age and marked advance¬ 
ment of bone age on methandrostenolone, we 
hesitated to use large dosage androgenic-estro¬ 
genic therapy when she became apparently un¬ 
responsive to methandrostenolone. 

In patient 6 we used the progestin norethin- 
drone (Norlutin) to observe the combined effect 
of an anabolic estrogenic progestational hormone. 
This child has done remarkably well with rapid 
spurt of height and weight. Control of acute 
lung infection has been possible with sodium 
nafcillin and sulfasoxazole. He has been treated 
with 5 mg of norethindrone per day for eight 
months and continues to improve in nutritional 
state and activity tolerance. Serial x-ray exami¬ 
nations have shown reduction in evidence of cor 
pulmonale and clearing of acute changes indica¬ 
tive of pneumonia. 

The dosage of sex-related steroid hormones 
used has been greater than the recommended dose 
for usual cases in which anabolic effects are de¬ 
sired without serious secondary sexual charac¬ 
teristics. Since we are attempting to save chil¬ 
dren from life-threatening fibrocystic disease and 
its complications, we have accepted as side effects 
the expected results of treatment with sex hor¬ 
mones. Estrogens have helped where androgenic 
anabolic steroid therapy alone has become ineffec¬ 
tive. 

Other investigators have recently demonstrated 
that small amounts of anabolic steroids in less 
severe cases are effective in improving nutritional 
status in cystic fibrosis without marked andro¬ 
genic side effects (Dennis and Panos, University 
of Arkansas). Our experience has shown that 
for advanced cases in which lower respiratory 
infections are constantly present, larger dosages 
are necessary to pull the children “out of the 
hole” so that they may respond to fibrocystic 
regimens. As their nutrition improves, they be¬ 
come less troubled with lower respiratory tract 
infections, even though they continue to harbor 
flora of staphylococci and pseudomonas. 


GENERIC AND TRADE NAMES OF DRUGS 

Estradiol valerate —Delestrogen 
Methandrostenalone —Dianabol 
Nerethindrone —Norlutin 
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In fact, there’s as much iron...250 mg. 

...in a 5 cc. ampul of Imferon (iron dextran 
injection) as in a pint of whole blood. 

When iron deficient patients are intolerant 
of oral iron...or orally administered iron 
proves ineffective or impractical...or if 
the patient cannot be relied upon to take ora! 
iron as prescribed, Imferon (iron dextran 
injection) dependably increases hemoglobin 
and rapidly replenishes iron reserves. 


WHAT’S THE 

COMMON 

DENOMINATOR? 


. . . IRON 



IMFERON® 

(iron dextran injection) 

IN BRIEF: ACTION AND USES: A single dose of Imferon 

(iron dextran injection) will measurably begin to raise hemo¬ 
globin and a complete course of therapy will effectively rebuild 
iron reserves. The drug is indicated only for specifically- 
diagnosed cases of iron deficiency anemia and then only when 
oral administration of iron is ineffective or impractical. Such 
iron deficiency may include: patients in the last trimester of 
pregnancy; patients with gastrointestinal disease or those re¬ 
covering from gastrointestinal surgery; patients with chronic 
bleeding with continual and extensive iron losses not rapidly 
replenishable with oral iron; patients intolerant of blood trans¬ 
fusion as a source of iron; infants with hypochromic anemia; 
patients who cannot be relied upon to take oral iron. 
COMPOSITION: Imferon (iron dextran injection) is a well- 
tolerated solution of iron dextran complex providing an equiva¬ 
lent of 50 mg. in each cc. The solution contains 0.9% sodium 
chloride and has a pH of 5.2-6.0. The 10 cc. vial contains 0.5% 
phenol as a preservative. 

ADMINISTRATION AND DOSAGE: Dosage, based upon 
body weight and Gm. Hb/100 cc. of blood, ranges from 0.5 cc. 
in infants to 5.0 cc. in adults, daily, every other day, or weekly. 
Initial test doses are advisable. The total iron requirement for 
the individual patient is readily obtainable from the dosage 
chart in the package insert. Deep intramuscular injection in 
the upper outer quadrant of the buttock, using a Z-track 
technique, (with displacement of the skin laterally prior to 
injection), insures absorption and will help avoid staining of 
the skin. A 2-inch needle is recommended for the adult of 
average size. 

SIDE EFFECTS: Local and systemic side effects are few. 
Staining of the skin may occur. Excessive dosage, beyond the 
calculated need, may cause hemosiderosis. Although allergic 
or anaphylatoid reactions are not common, occasional severe 
reactions have been observed, including three fatal reactions 
which may have been due to Imferon (iron dextran injection). 
Urticaria, arthralgia, lymphadenopathy, nausea, headache and 
fever have occasionally been reported. 

PRECAUTIONS: If sensitivity to test doses is manifested, the 
drug should not be given. Imferon (iron dextran injection) must 
be administered by deep intramuscular injection only. Inject 
only in the upper outer quadrant of the buttock, not in the arm 
or other exposed area. 

CONTRAINDICATIONS: Imferon (iron dextran injection) is 
contraindicated in patients sensitive to iron dextran complex. 
Since its use is intended for the treatment of iron deficiency 
anemia only it is contraindicated in other anemias. 
CARCINOGENICITY POTENTIAL: Using relatively massive 
doses. Imferon (iron dextran injection) has been shown to 
produce sarcoma in rats, mice and rabbits and possibly in 
hamsters, but not in guinea pigs. The risk of carcinogenesis, 
if any in man, following recommended therapy with Imferon 
(iron dextran injection) appears to be extremely small. 
SUPPLIED: 2 cc. ampuls, boxes of 10; 5 cc. ampuls, boxes 
of 4; 10 cc. multiple dose vials. 
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DEPARTMENT OF HEALTH 



Highlights 

COMMISSIONER NAMED TO 
ADVISORY COMMITTEE 

William j. Peeples, MD, has been named to a 
nine-man advisory committee designed to strength¬ 
en relations between the Department of Health, 
Education, and Welfare and the 50 state health 
agencies. 


TEMPLE UNIVERSITY MEDICAL CENTER 

presents the ]0th Annual Postgraduate Course 

RECENT ADVANCES IN 
MEDICINE 

11:00 A.M. to 4:00 P.M. 
on 

8 consecutive Wednesdays 
from 

October 26 to December 14, 1966 

The course will consist of seminars, panel 
discussions, clinics, lectures and ward 
rounds considering subjects of interest to 
the family physician. Several distinguished 
out of state authorities will participate. 

Enrollment limited. Registration fee: $50.00 

For further information and curriculum, 
icrite to: 

DEPARTMENT OF MEDICINE 
TEMPLE UNIVERSITY HOSPITAL 
Philadelphia 40, Pa. 

Albert J. Finestone, M.D. 
Director of Postgraduate Course 


In announcing the membership of the newly 
created committee, Secretary of Health, Educa¬ 
tion, and Welfare John W. Gardner said the com¬ 
mittee would: 

• Examine the nature of the existing relationships 
between the Department and the state health 
agencies; 

• Identify existing problems and proposals for 
their solution; 

• Report its findings to the secretary. 

Other members are from New York, Illinois, 
Georgia, California, Ohio, Pennsylvania, and the 
District of Columbia. 

ROCKY MOUNTAIN SPOTTED FEVER 

The fact that 10 cases of Rocky Mountain 
spotted fever had been reported in Maryland by 
the start of summer, signalled the possibility of a 
higher incidence this year. Nine cases occurred in 
the counties and one in Baltimore City. 

In May, the State Health Department issued a 
press release warning the public to avoid areas 
where ticks are likely to abound, especially during 
the late spring through the summer months when 
ticks are most prevalent. Persons who are par¬ 
ticularly subject to this seasonal hazard include 
vacationers, campers, picnickers, sportsmen, and 
those who work in wooded or bushy areas. The 
press release described symptoms of spotted fever 
and advised readers to consult a physician if such 
symptoms occur. 

Since 1930, when Rocky Mountain spotted fever 
first was recognized in Maryland, 1,262 cases and 
180 deaths have been reported from all parts of 
the state except Allegany and Garrett counties. 


106 


Maryland State Medical Journal 














METAHYDRIN (trichlormethiazide) 
is prescribed by physicians because it 
not only approximates the diuretic 
efficacy of parenteral meralluride 
injection ... but, it is the least expensive 
of all “brand-name" thiazides. Therefore, 
when you prescribe METAHYDRIN 
(trichlormethiazide) your patients receive 
the thiazide diuretic that removes a little 
more salt and water than earlier 
thiazides, with relatively less loss of 
potassium ... and, it's therapy they can 
more easily afford ... only pennies a day. 


SAVES 

LIVES 

SAVES 

MONEY 

WASTES 

WATER 



METAHYDRIN" 

(trichlormethiazide) 

oral diuretic 

Dosage: One 2 or 4 mg. tablet 
once or twice daily. 

Precautions: As with all effective 
diuretics, vigorous therapy may produce 
electrolyte depletion. Patients with 
severely reduced renal function should 
be observed carefully since thiazides 
may be contraindicated. Care should 
be taken with patients predisposed to 
diabetes or gout. Patients with a 
tendency to potassium deficiency, as in 
hepatic cirrhosis or diarrheal syndromes, 
or those under therapy with digitalis, 

ACTH, or certain adrenal steroids, also 
should be watched carefully. 

Side Effects: Nausea, flushing, 
constipation, skin rash, muscle cramps 
and gastric discomfort have occasionally 
been noted; rarely thrombocytopenia 
and bone marrow depression, 
photosensitivity, cholestatic jaundice, 
pancreatitis, perimacular edema, gout 
and diabetes have been caused by 
the administration of thiazides. 
Contraindications: Complete renal 
shutdown; rising azotemia or 
development of hyperkalemia or 
acidosis in severe renal disease; 
demonstrated hypersensitivity. 

How Supplied: Bottles of 100 and 
1000 tablets. 
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One-Story New 
Fire-Safe 
Construction 
No ramps, steps or 
elevators needed 


Participating in the Md. 

BLUE CROSS 
SENIOR 
CITIZENS 
PROGRAM 


"Dulaney-Towson” Nursing Home is Maryland’s ONLY 
medical & rehabilitation center offering ALL THESE ADVANTAGES 

★ APPROVED BY THE AMERICAN HOSPITAL ASSOCIATION 

• Medically Supervised, Professionally administered total Care Program. 

• Continuous Physical Rehabilitation by registered therapists in Specially equipped dept. 

• A Beautiful Cheerful Place to Live. Just minutes away on beltway. 

• Reasonable Rates • Open Medical Staff ... • Inspection invited. 

^bulaneu T)owdon OFF YORK ROAD 

er BELTWAY EXIT 26 

NURSING & CONVALESCENT HOME south 

111 West Road, Towson 


PHONE 

VALLEY 

8-6500 


Extended 

CARE 


During the last 10 years, there have been approxi¬ 
mately 20 cases each year, with two fatal cases in 
1962, and one in 1963 and 1964. In 1965, 21 cases 
were reported for nine counties in the central area 
of the state and Baltimore City. 

MARRIAGE AND DIVORCE STATISTICS 

In 1965, 47,345 marriages were performed in 
Maryland. This is an increase of 4% over the 
previous year. The number of women who mar¬ 
ried at 18 accounted for the major part of the in¬ 
crease. In 29,383 ceremonies, at least one party 
was a Maryland resident; in 17,962, both were 
from out of state. The number of marriages be¬ 
tween two nonresidents was 24 less than in 1964. 

Approximately 78% of all brides and 77% of 
all grooms married in the state last year were mar¬ 
ried for the first time. Of these, 51% of the brides 
were teenagers, and approximately 72% of the 
grooms were under 25. 

Absolute divorces and annulments granted in 
Maryland last year totaled 6,978, a 4% increase 
over 1964. Approximately 47% of the couples to 
whom absolute divorces or annulments were 
granted had been married 10 years or more. 


AIR QUALITY CONTROL 

Federal funds amounting to $21,868 to supple¬ 
ment the Metropolitan Baltimore Air Quality Sur¬ 
vey have been allowed, as well as funds in the 
amount of $225,000, as of July 1, to continue the 
survey into fiscal year 1967. 

A study planned for the City of Columbia in 
Howard County has been started with one station 
at Simpsonville. 

CHRONIC DISEASE HOSPITALS 

Charles Winnacott, MD, of Salisbury, has 
joined the staff at Deer’s Head State Hospital. 
He has been in general practice for 17 years. 
Andrew C. Mitchell, MD, another Salisbury prac¬ 
titioner, also joined the staff. These appointments 
fill the existing positions at this hospital with 
licensed physicians. 

The problems of obtaining adequate hospital 
personnel at all levels remain acute. Particularly 
critical is the shortage of male attendants at all 
hospitals and the shortage of registered nurses at 
Montebello. There are also unfilled positions in 
social service, medical records, and many other 
areas which seriously threaten full operation. 
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BRING IT DOWN 
AND 

KEEP IT DOWN 



Metatensin lowers blood pressure and 
keeps it low—effectively and 
economically. It combines reserpine 
with trichlormethiazide which affords 
more potent saluresis with less loss of 
potassium than from earlier thiazides. 
Reserpine contributes antihypertensive 
effect by relieving anxiety and tension. 
Metatensin is well-tolerated over long 
periods; with its effectiveness and 
economy it assures antihypertensive 
therapy you and your patients 
can stay with. 

METATENSIN® 

Each scored tablet contains: 
METAHYDRIN® (trichlormethiazide) 

2 mg. or 4 mg. and 
Reserpine 0.1 mg. 

Usual adult dose: One tablet twice 
daily. Precautions and side effects: 
Patients with hepatic cirrhosis or 
diarrheal syndromes, or under therapy 
with digitalis, ACTH, or potassium-losing 
steroids, should be observed for signs 
of hypokalemia. With thiazides, 
electrolyte depletion, diabetes, gout, 
granulopenia, nausea, pancreatitis, 
cholestatic jaundice, flushing, mild 
muscle cramps, constipation, 
photosensitivity, acute myopia, 
perimacular edema, paresthesias, 
neonatal bone marrow depression in 
infants of mothers who received 
thiazides during pregnancy, skin rash 
or purpura with or without 
thrombocytopenia, may occur. With 
reserpine, untoward effects may include 
depression, peptic ulcer and bronchial 
asthma. Withdraw medication at least 
7 days prior to electroshock therapy, 

2 weeks prior to elective surgery. 

Contraindications: Complete renal 
shutdown, rising azotemia or development 
of hyperkalemia or acidosis in severe 
renal disease. 

Supplied: Metatensin tablets, 2 mg., 

4 mg—bottles of 100 and 1000. 
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BALTIMORE CITY HEALTH DEPARTMENT 


ROBERT E. FARBER, M.D., M.P.H. 
COMMISSIONER 


American Building, Baltimore and South Streets 
Baltimore, Maryland 21202 


752-2000: Extension 307 


Learn To Do Your Part In The Prevention Of Disease 


New Ambulance Regulations 


The City Health Department has adopted new 
rules and regulations governing the use of ambu¬ 
lances in Baltimore City. Effective July 1, the 
new regulations implement City Ordinance No. 
734, introduced by Councilman James J. Duffy of 
the 1st District and signed into law by Mayor 
McKeldin on January 28. 

These regulations apply to all ambulances oper¬ 
ated in the City of Baltimore with the exception 
of Fire Department ambulances. In general, they 
spell out license requirements and procedures for 
operators, attendants, and drivers, standards of 
ambulance equipment and maintenance, required 
and recommended reports, and the continuing in¬ 
spections to assure compliance. These regulations 
follow the recommendations of the American Asso¬ 
ciation for the Surgery of Trauma, the National 
Safety Council, and the American College of Sur¬ 
geons. 

Each ambulance, for a brief and often critical 
period, is a mobile sickroom; but its occupants 
have no direct supervision by physicians or nurses. 
The ordinance and regulations are designed to 
standardize both ambulance operation and equip¬ 
ment in the city in order to provide a more sani¬ 
tary and orderly service for litter cases and to 
insure competent attendants for the sick and in¬ 
jured. 

Additional information regarding the ordinance 
and regulations may be obtained from John B. 
De Hoff, MD, director of local health services in 
the City Health Department, Telephone 752-2000, 
Extension 309. 

Dr. H. Maceo Williams Retires 

On July 14, H. Maceo Williams, MD, retired 
from duties as administrative health officer with 
the Baltimore City Health Department. 


A dedicated public health official, Dr. Williams 
came to the City Health Department in 1939, 
when he was appointed the first administrative 
health officer of the then newly established Druid 
Health Center, at 1313 Druid Hill Avenue. 

Through his leadership, working in the com¬ 
munity with medical and other groups, Dr. Wil¬ 
liams has made invaluable contributions not only 
to the health of the residents of his area hut to all 
Baltimore. In 1950, as the needs became more 
evident, the Druid Health Center operations were 
enlarged when a new Druid Health District was 
designated with Dr. Williams as the Health Offi¬ 
cer. In 1961, a new and modern health center was 
opened at 1515 West North Avenue. 

As the administrator of health services in an 
area with many health problems, ranging from 
high infant mortality to lead paint poisoning, tu¬ 
berculosis, and venereal diseases, Dr. Williams, 
with typical thoroughness, applied himself and his 
growing staff to the tasks at hand and helped 
achieve new health records for this inner section 
of the city. Polio and lead paint poisoning are no 
longer the problems that they were, and the cur¬ 
rent infant and maternal mortality is among the 
lowest the city has seen. 

Dr. Williams was born in Baltimore in 1898 
and received his early education in local public 
schools. He attended Howard University in Wash¬ 
ington, DC, and obtained the AB degree in 1920 
and the MD degree in 1923. From 1924 until 
1938, Dr. Williams had a highly successful private 
practice, which he left to begin his career in tlie 
Health Department. Before his assignment to the 
Druid Health Center, Dr. Williams attended the 
Harvard School of Public Health and was award¬ 
ed the MPH degree in 1939. 

Dr. Williams has been a physician with the 
Baltimore Public Schools, a visiting lecturer at 
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When depressed patients say: 

“1 can't sleep at night” 

"I'm tired all day long” 


NORPRAMIN 3 

(desipramine hydrochloride) 


non-sedating* rapid-acting 
ANTI DEPRESSANT 


helps restore normal patterns of sleep and activity 


Norpramin (desipramine hydrochloride) 
often reverses the signs and symptoms 
of depression including sleep disturb¬ 
ances feeling of sadness, guilt, anxiety, 
worthlessness and bodily complaints 
without physical basis. In 2-5 days most 
patients become more hopeful, active and 
less weighed down by their problems. 


Norpramin (desipramine hydrochloride) 
has only slight sedative qualities, never¬ 
theless sleep disturbances and restless¬ 
ness are relieved as depression is lifted. 
If anxiety or tension develop or persist a 
tranquilizer may be added or dosage 
reduced. Side effects are usually mild, 
occurring in about 1 of 4 patients. 


Indications: In moderate to severe depression—neurotic or psychotic. Dosage: Optimal results are 
obtained at a dosage of two 25 mg. tablets t.i.d. (150 mg./day). Contraindications and Precautions: Glau¬ 
coma, urethral or ureteral spasm, recent myocardial infarction, severe coronary heart disease and epilepsy. 
Should not be given within two weeks of an MAO inhibitor. Safety in human pregnancy has not been 
established. Adverse Effects: Usually mild, may include: dry mouth, constipation, dizziness, palpitation, 
delayed urination, “bad taste", sensory illusion, tinnitus, agitation and stimulation, sweating, drowsiness, 
headache, orthostatic hypotension, flushing, nausea, cramps, weakness, blurred vision and mydriasis, 
rash, allergy, transient eosinophilia, granulopenia, altered liver function, ataxia and extrapyramidal signs. 
Supplied: Norpramin (desipramine hydrochloride) tablets of 25 mg., in bottles of 50, 500 and 1000. 
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Nursing Rehabilitative Treatment Center 


operated under the direct supervision of the Lowry Memorial Medical Center. 

Offering full treatment to the adult physically handicapped, specialized care to the 
senior citizen, and convalescent care to post-stroke and post-operative cases. 
Separate area for cancer patients. All facilities available to private physician. 

Professionally staffed and equipped PhysicalTherapy gymnasium,underthedirect 
supervision of a specialist in physical medicine. There is also an organized 
program of recreation. 

Everything at The Regent is designed to be used by wheel chair patients. 
Adjacent to the Penn-Mar Shopping Center on Marlboro Pike Beltway Exit 34 
Call or write for brochure. Phone 736-1113 
8100 Marlboro Pike, Forestville, Maryland 



Call or write 
for information 


Plan that DREAM VACATION now 

Dreaming of a trip to far-away places? or an interesting holiday nearer 
home? Do it the easy way ... let us assume the responsibility for your 
tickets, reservations, accommodations. 

★ FALL & WINTER BOOKINGS NOW * 

TRAVEL SERVICES, Inc. 

306 North Charles St. Baltimore, Md. 

PL 2-2122 


Morgan State College. Howard University, and 
the Provident Hospital School of Nursing. As a 
member of the Board of Directors of the Maryland 
Tuberculosis Association, he helped direct the 
attack on what has frequently been called Balti¬ 
more’s most serious public health problem. Dr. 
Williams is also a member of the American 


Trudeau Association, the Monumental City Medi¬ 
cal Society, the National Medical Society, and the 
American Public Health Association. He is the 
author of a number of articles dealing chiefly with 
public health administration. 

Robert E. Farber, MD 
Commissioner of Health 


112 


Maryland State Medical Journal 














In colicky infants Pediatric Piptal with 
Phenobarbital slows down spasm, diminishes 
pain and crying and improves feeding pat¬ 
terns. It permits sleep and rest for patient and 
family. The less than hypnotic amount of 
phenobarbital in the recommended dose 
affords a mild, calming action and enhances 
the antispasmodic action of Piptal (pipenzo- 
late bromide). The latter drug, as reported in 
the medical literature, has a favorable ratio of 
effectiveness to side-effects which is unusual 
in anticholinergics and thus is particularly 
appropriate to pediatric use. 



PEDIATRIC PIPTAL® 

WITH 

PHENOBARBITAL 

each cc. contains 6 mg. phenobarbital (warning: may 
be habit forming); 4 mg. Piptal® (pipenzolate bromide), 
and 20% alcohol. 


Pleasant-tasting Pediatric Piptal with 
Phenobarbital is miscible in milk, formulas 
and fruit juices, and may also be given by 
dropper directly on the infant's tongue. Dos¬ 
age is 0.5 cc. 15 minutes before feeding; in 
severe cases, 1.0 cc. four times daily. High 
doses may occasionally cause constipation 
with tenesmus and, rarely, flushing without 
fever. It is contraindicated in bowel obstruc¬ 
tion or sensitivity to phenobarbital or anti¬ 
cholinergics. Available in 30 cc. dropper 
bottles, droppers calibrated to deliver 0.5 cc. 
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Patient’s Last 


Ingestion 

Reported Diagnosis 

Total 

of Poison 

Schizophrenia 

19 

2 

Psychoneurotic 

disorders 

22 

9 

Personality 

disturbances 

9 

1 

Alcoholism 

3 

— 

All others 

6 

2 

Total 

59 

14 

Total Maryland 

399 

73 

Percent 

14.8 

19.2 


TYPE OF 

Hanging 

SUICIDE 

Gunshot 

Wound 

Jumping From 
High Place 

Other 

4 

7 

5 

1 

3 

6 

— 

4 

2 

4 

1 

1 

1 

2 

— 

— 

— 

1 

— 

3 

10 

20 

6 

9 

57 

191 

9 

69 

17.5 

10.5 

66.7 

13.0 


SUICIDE 


Fifteen per cent of all suicides in 1964 were 
committed by people currently or previously under 
care in a psychiatric hospital or outpatient facility. 
The 59 suicides among the 50,702 adults who had 
been under treatment in these facilities between 
July 1, 1961, and June 30, 1964, were equal to a 
rate of 116.4 per 100,000, as compared with a 
rate of 15.4 for the remainder of Maryland’s adult 
population. While these figures indicate that sui¬ 
cides were proportionally nearly eight times as 
frequent among present or former patients, they 
also show that only a small number of these deaths 
occurred among these individuals. 

The Table, based on data from the Maryland 
Psychiatric Case Register, shows the distribution 
of these suicides by type and by the patient’s latest 
reported diagnosis. Most had psychoneurotic or 
personality disorders, while only a few had a diag¬ 
nosis of alcoholism. 

Thirteen deaths occurred while the patient was 


hospitalized. Five of these resulted from jumping 
from a high place and represented a majority of 
the nine deaths of this type recorded in the state. 
Of the remainder, 19 (32.2%) occurred while on 
hospital leave or under clinic care, and 27 (45.8%) 
after discharge from treatment. 

Suicide has been described as a cry for help. It 
is often a conscious or subconscious indication of 
an inability or unwillingness to face and resolve 
the problems we feel are confronting us. Louis I. 
Dublin, in his book The Facts of Life, estimated 
that one out of every 70 American males and one 
out of every 220 females would ultimately commit 
suicide. Further, although the number of unsuc¬ 
cessful suicides is not known, it is believed that 
there are at least 10 suicidal attempts for every 
successful suicide. 

Suicide has merited close attention and interest, 
since attempts at self-destruction could often be 
prevented and are a negation of our basic cultural 
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Doctor, 


Here is the Abbott anorectic 
program designed to meet 
the individual needs of your 
overweight patients. 









mood elevation 


Abbott 

Anorectic 

Program 


DESOXYN® Gradumet' (metham- 
phetamine hydrochloride) 

Smooth appetite control plus mood elevation. 


If she can't take plain amphetamine, 
put her on DESBUTAI! Gradumet 

Calms anxieties; controls compulsive eating. 


The obese patient on a diet often has to battle 
depression as well as overweight. Desoxyn Grad¬ 
umet helps the dieter in both battles by elevating 
the mood while it curbs the appetite. Thanks to 
the Gradumet, medication is smoothly released 
all-day from a single oral dose. 


Desbutal Gradumet provides 2 drugs in 2 tablet 
sections, combined back to back to form a single 
tablet. One section contains Desoxyn to curb the 
appetite and lift the mood; the other contains 
Nembutal® (pentobarbital) to calm the patient and 
counteract any excessive stimulation. 

Both drugs are released in an effective dosage 
ratio throughout the day. 




controlled release 


Abbott 

Anorectic 

Program 



Not all long-release vehicles are 
the same. Here is why the Gradumet 
is different and what it means 
for your overweight patients. 




The release action is purely physical and relies on 
only one factor common to every patient: gastro¬ 
intestinal fluid. There is no dependence on enteric 
coatings, enzymes, motility, or an “ideal” ion con¬ 
centration in the gastrointestinal tract. 

Your patients get a measured amount of medi¬ 
cation, moment by moment, throughout the day . 

They are not subjected to ups and downs of 
drug release ... or to erratic release from patient 
to patient ... or to erratic release in the same 
patient from day to day. 


That's why the Gradumet provides 
controlled-release as well as 
long release. 


Perhaps you saw the Gradumet model demon¬ 
stration which shows that the release is entirely 
physical. When fluid is added, the drug in the outer 
ends of the channels dissolves. As fluid pene¬ 
trates deeper into the channels, there is a con¬ 
tinuous release of medication. The rate of release 
is rigidly controlled by the size and number of 
channels. 













choice of 5 strengths "H 

DESBUTAL 15 Gradumet 

15 mg. Methamphetamine 
Hydrochloride, 

90 mg. Pentobarbital Sodium 

^ li 

Front Side 


DESOXYN Gradumet 

Methamphetamine Hydro¬ 
chloride in Long-Release 
Dose Form 



5 mg. 10 mg. 15 mg. 


DESBUTAL 10 Gradumet 

10 mg. Methamphetamine 
Hydrochloride, 

60 mg. Pentobarbital Sodium 

& tl 

Front Side 


samples available 



Desbutal 15 Gradumet 

Product of choice for patients who 
overreact to plain amphetamine 

A* »« anorectic in treatment of 
obesity; siso to counteract anxiety and mtW depression 
f<< Oesbotal is centramdtceted in pa¬ 
tients taking a monoamine oxidase inhibitor Nervousness 
or excessive sedation have occasionally been observed; 
often these effects wilt disappear after a tew day*. Us« 
with caution in patients with hypertension, caidiovascutar 
disease, hyperthyroidism or who are sensitive to sympa¬ 
thomimetic drugs Careful supervision is advisable with 
mated lusted individuals 

A single Gradumet tabtet in the morning 
provides atl-rtey appetite control 

Desbutal 10 contains 10 mg ol meth 
amphetamine hydrochloride and GO mg. of pentobarbital 
sodium Desbutal 15 contains 15 mg of nreihamphatamin* 
hydrochloride and 90 mg. ot pentobarbital sodium In 
bottles of 100 and 500. 



Sucaryl Sweeteners 

A proven aid to weight control — 

For use in beverages and foods 
—stable to heat 

A constant reminder to your pa¬ 
tient to “watch her calories” 

A carefully balanced formula to 
prevent aftertaste 

—in tablets and liquid— 


StK»rn-tt.(Krtt bund 

ot low and non-calorie sweeteneis 


Each sample contains 6 tablets and a filled 
Sucaryl® Sweetener dispenser. Fora supply, write 
Abbott Laboratories or ask your Abbott man. 

QQO 

For: 

Direction*: 

Or. 




economy 


Patients, in many cases, save 
enough to get five weeks of 
medication for the price of 
four, compared to other leading 
long-release anorectics. 

601060 


CONTRAINDICATION: Desoxyn and Desbutal are 
contraindicated in patients taking a monoamine 
oxidase inhibitor. 

PRECAUTIONS: Use with caution in patients with 
hypertension, cardiovascular disease, hyperthy¬ 
roidism, old age, or those sensitive to sympatho¬ 
mimetic drugs or ephedrine and its ■ • ■■•x-- 
derivatives. Careful supervision is ad- 

ABBOTT ■ 

visable with maladjusted individuals. \mmmM 

Gradumet—long-release dose form, Abbott: U.S. Pat. No. 2,987,445. 
Sucaryl—Abbott brand of low and non-caloric sweeteners. 











and religious beliefs. One concrete result has been 
the establishment in some cities of special centers 
staffed by psychiatrists and other trained person¬ 
nel where the would-be suicide can find profes¬ 
sional help in meeting the problems confronting 
him. A facility of this type is now being sought in 


Baltimore. The development of comprehensive 
community mental health centers, by providing 
closer and more immediate mental health services, 
can also he expected to reduce the magnitude of 
this problem. 

Kurt Gorwitz 
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60 YEARS OF FRIENDLY SERVICE 



savings and Loan Association 

ORGANIZED 1906 



WHERE YOU SAVE DOES MAKE A DIFFERENCE 
DIRECT REDUCTION HOME LOANS 

Hours 9 A.M. to 2 P.M. Doily 
Tuesday Evenings 7 to 9 

355-9300 

PATAPSCO AVENUE & FOURTH STREET 

Baltimore, Maryland, 21225 


PROFESSIONAL OFFICE SPACE 
CUSTOM DESIGNED TO FIT YOUR NEEDS 


An incomparable location! 

Convenient to Jones Falls Expressway 
Baltimore Beltway, Downtown Baltimore 
Easy parking 

HORIZON 

HOUSE 

CALVERT AT CHASE 


TENANT PARKING ON PREMISES • LOBBY LEVEL: 
THE CHASE PHARMACY / 7-11 GOURMET FOOD SHOP 
THE PRIME RIB RESTAURANT / THE VALET SHOP 

POLLACK & POLLACK, Inc. REALTORS 
SARATOGA 7-9191 • PLAZA 2-5100 


Builders of 

NORTH CHARLES 
GENERAL HOSPITAL 


Frank F. Favazza 

and SlIIV, Inc. 

General Contractors 

BUILDERS OF FINE INSTITUTIONAL, 
COMMERCIAL AND INDUSTRIAL BUILDINGS 

"Builders with Integrity” 

BALTIMORE, MD. HO 7-7809 



Georgia Ave. Extended, 
Route 97 
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Maryland - --- 

Association of 
Medical s = 


ISTANTS 


BALTIMORE CHAPTER HOLDS DANCE 


TOP RIGHT: L-R: Dorothy 
Hartel, corresponding secre¬ 
tary, MAMA; Rita Cobry, 
president, BAMA; Marie 
Leiby; Ed Bury; William 
Leiby, treasurer, BAMA. 

LOWER RIGHT: L-R: Mar¬ 
garet Krize; Dr. John Little¬ 
ton, BAMA advisor; Mrs. 
John Littleton; Rita Cobry; 
Nell Chaney, president-elect, 
MAMA. 

BELOW: L-R: Betty Fern, 
president, MAMA; John 
Komber, treasurer, MAMA, 
Mary Jane Komber. 



On June 24, the Baltimore chapter of the Maryland Association 
of Medical Assistants held a “Dance for Delegates'’ at the Garden- 
ville Moose Lodge. The proceeds of the dance were contributed 
to the MAMA’s fund to defray expenses of the Maryland delegate 
to the national convention in St. Louis in October. 

At the regular monthly meeting of the Baltimore Association of 
Medical Assistants, held at Longley’s Restaurant, Mr. James 
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CALL 

TONGUE, BROOKS & COMPANY 

FOR YOUR BEST ADVICE ON 

professional 
liability 


insurance 


• BETTER SERVICE 


• THE ONE POLICY APPROVED BY 

THE MEDICAL AND CHIRURGICAL FACULT 


LESS RED TAPE 


TONGUE, BROOKS & COMPAQ 

213 St. Paul Place • Baltimore, Maryland 2120 
SA. 7-7171 


Debald of Smith, Kline, and French gave a most 
interesting presentation on “Drug Abuse.” 

Cumberland Chapter 

The third educational seminar was held in Cum¬ 
berland, at the Ali Ghan Shrine Country Club, on 
June 19. Featured speakers included Albert P. 
Marsh, MD, radiologist, who spoke on “Radio¬ 
active Isotopes,” and Abdul S. Hashim, MD, pedi¬ 
atrician, who told about “Pediatrics in Iraq.” 
Other subjects were: “Today’s Court and Today’s 
Medicine,” by The Honorable F. Allan Weather- 
holt, and “One Girl for One Man,” by Leslie R. 
Miles, MD, general practitioner. 

Maryland Association of Medical Assistants 

Newly-elected officers for the Maryland Asso¬ 
ciation of Medical Assistants are: 
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Miss Betty Fern, president 

Mrs. Nell Chaney, president-elect 

Mrs. Gertrude Gillum, vice president 

Mrs. Lottie Wolfson, secretary 

Mr. John Komber, treasurer 

Mrs. Dorothy Hartel, corresponding secretary 

Committee chairmen are: 

Frances Fairley, Membership 
John Komber, Budget & Finance, Education 
Nell Chaney, Constitution & Bylaws, Program 
Peggy Bury, Publicity 
Arlene Whelan, Public Relations 
Ruby Taylor, Registration 
Dorothy Hartel, Convention, Arrangements, 
Legislative 

Shirlee Dubbs, Program Printing, Historian 
Valerie Hachtel, Parliamentarian 
Dorothy Walker, Civil Defense 

Peggy Bury 

Maryland State Medical Journal 




New 

bw-cost tetracycline/antifungal therapy 


for broad-spectrum activity 
plus specific antifungal prophylaxis 
at significant patient savings 



Whenever tetracycline is indicated in these candidates for Candida: 


itic patients 


2. nonpregnant women with a history of recent 
or recurrent monilial vaginitis 


3. elderly or debilitated patients 




5. patients on long-term tetracycline or cortico- 
>aints with a past history of moniliasis steroid therapy 



BRISTOL THERAPEUTIC SUMMARY: For complete in¬ 
formation consult Official Package Circular. Indications: 
Infections of respiratory, gastrointestinal and genitourinary 
tracts and skin and soft tissues due to tetracycline-sensi¬ 
tive organisms, in patients with increased susceptibility 
to monilial infections. Contraindications: The drug is con¬ 
traindicated in patients hypersensitive to its components. 
Warnings: Photodynamic reactions have been produced by 
tetracyclines. Natural and artificial sunlight should be 
avoided during therapy. Stop treatment if skin discomfort 
occurs. No cases of photosensitivity have been reported 
with Tetrex (tetracycline phosphate complex). With renal 
impairment, systemic accumulation and hepatotoxicity may 
occur. In this situation, lower doses should be used. Tooth 
staining and enamel hypoplasia may be induced during 
tooth development (last trimester of pregnancy, neonatal 
period and childhood). Precautions: Bacterial superinfec¬ 
tion may occur. Infants may develop increased intracranial 
pressure with bulging fontanels. In gonorrheal therapy, 
serologic tests for syphilis should be conducted initially 
and monthly for 3 months. Adverse Reactions: Glossitis, 
stomatitis, nausea, diarrhea, flatulence, proctitis, vaginitis, 
dermatitis, and allergic reactions may occur. Usual Adult 
Dosage: 1 capsule q.i.d. Continue therapy for 10 days in 
beta-hemolytic streptococcal infections. Administer one 
hour before or 2 hours after meals. Supply: Capsules, bot¬ 
tles of 16. Each capsule contains tetracycline phosphate 
complex equivalent to 250 mg. tetracycline HC1 activity 
and 250,000 units of nystatin. 

BRISTOL LABORATORIES 
Division of Bristol-Myers Company 
Syracuse, New York 


BRISTOL 


Tetrex-F 

a*capsule contains tetracycline phosphate complex equivalent to tetracycline hydrochloride 250 mg. and nystatin 250,000 units. 


Tetrex-F is priced lower 
than most 

tetracycline-antifungal products. 









MOMMY... CALL 

HAMPDEN 


FOR RUG CLEANING 

BE.5-0600 

FOR MOVING & STORAGE 

CH. 3-4750 


! Baltimore's most unique dining place • 

Jfalstaff j 

Boom If '■ : 


HOUSE HUNTING? 

A. S. K. Computer locates the 
house of your dreams in seconds! 

NO CHARGE NO OBLIGATION 

^banald £. Q'ie*njxle>i Realty, One. 

305 E. Joppa Rd. VA 5-6400 

TOWSON, MD. 21204 

©SHERATON 

-BELVEDERE HOTEL 

WE PRESCRIBE 

FOR DOCTORS: *£< 

Invest your money where it 

will earn a high return in Iminf? 

complete safety 

▲ CAPITAL SAVINGS 

fd and loan association 

INCORPORATED 1907 

421 NORTH CHARLES STREET 

CORNER FRANKLIN STREET 

BALTIMORE. MARYLAND 21201 

PHONE 752-6000 


WHEN YOUR PATIENTS NEED 

4SL NURSING CARE 

M Call Milton 4-6060 

4? jtkee mu 

(J^aitimore J Juried (^Jxchan^e 

LICENSED & BONDED 

24 HOUR SERVICE ESTABLISHED 1935 

BALTIMORE, MARYLAND 

SKILL SURGICAL, INC. 

1 s | SUPPLIES & EQUIPMENT 

Is K 1 ! Ill f° r 

U L |J PHYSICIANS—SURGEONS 

1 1 1 HOSPITALS 

3117 Greenmount Ave. Phone 243-3660 

BALTIMORE, MD. 21218 


• Photo-Offset Printing • Letterpress Printing 

• Multigraphing • Monocast Letters 

• Multilithing • Mimeographing 

• Addressing & Mailing • Typing 

• Automatically Typewritten Letters 

Prompt Pick-up Mu 5 . 3232 

and Delivery 

D. Stuart Webb 

Advertising Services, Inc. 

306 N. Gay Street Baltimore, Md. 21202 




STERLING 
LIGHTING CO. 


DISTINCTIVE 
LIGHTING FIXTURES 
OF BEAUTY 

We Repair and make Lamps 
"Lamps make the home Beautiful 
LE 9-0222 



403 N. Charles Street 


Baltimore, Md. 21201 
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Louis Krause, MD, Chairman Elizabeth Sanford 

Library and History Committee Librarian 


Next month the Semiannual Meeting will be 
held in Ocean City. As before, a collection of re¬ 
cent books will be displayed for you to look at 
and charge out. If you would like us to bring 
specific titles or subjects, please notify the librarian 
beforehand so that we can satisfy your requests. 

During June, the Medical Library Association 
met in Boston. Mr. Alfred Brandon, director, 
Welch Medical Library, Johns Hopkins Medical 
School, presided. Current problems and progress 
pertinent to medical libraries were discussed, in¬ 
cluding the Medical Library Assistance Act of 
1965. At least a dozen medical librarians from the 
Baltimore area, including your librarian, attended 
this convention. 

At the Medical Society Libraries Group dinner 
meeting. Dr. William Gordon, surgeon and mem¬ 
ber of the Board of Trustees, Denver Medical 
Society, and Mr. C. Lincoln Williston, executive 
director, Texas Medical Association, spoke on the 
library-physician relationships in the medical so¬ 
cieties and the advantage of society-operated li¬ 
braries, including the possibilities for increasing 
their services. 

BOOK NOTES 

Intensive family therapy; theoretical and practical 
aspects, edited by Ivan Baszormenyi-Nagy, MD, 
and James L. Framo, PhD, New York: Hoeber, 
1965. 507 pages. 

Fifteen authorities contributed original chapters 
to this publication, which will serve as a guide for 
practitioners now working through conjoint treat¬ 
ment of the whole family. It presents viewpoints 
of the various schools of intensive family therapy. 
Each chapter includes a good bibliography perti¬ 
nent to the subject. 


Family therapy; a selected annotated bibliography, 
published by The National Clearinghouse for Men¬ 
tal Health Information, a branch of the Public 
Health Service, presents a good review of the sub¬ 
ject. It is limited to publications in the English 
language which would be readily available. While 
not comprehensive, it attempts to give a broad 
range of current practices. 

The heart; its functions in health and disease, by 
Arthur Selser. University of California Press, 
1966. 

Cardiovascular diseases and care of the cardiac 
patient are subjects of growing concern, due to 
the fact that 14.6 million adult Americans have 
some form of heart disease. This book fills a need 
for those who need something at a higher level 
than the popular type publication yet not as tech¬ 
nical as the books written for the physician. It 
could be read profitably by the patient at his doc¬ 
tor’s suggestion. It is number 1 in the series, 
Perspectives in Medicine, edited by Leo van der 
Reis, MD. 

RECENT ACCESSIONS 

Histology 

Bevelander, Gerrit: Essentials of histology, 5th ed, 
Mosby, 1965. 

Voice 

Greene, Margaret C. : The voice and its disorders, 2nd 
ed, Lippincott, 1964. 

Bacteriology 

Gillies, Robert Reid: Bacteriology, illustrated by R. R. 
Billies and T. C. Dodds; foreword by R. Cruickshank. 
Williams & Wilkins, 1965. 

Mental Health Services 

Furman, Sylvan S.: Community mental health services 
in northern Europe: Great Britain, Netherlands, Den¬ 
mark, and Szvedcn, US Dept. Health, Education, and 
Welfare, Pub. Health Service, Nat. Inst, of Health, 
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Nat. Inst, of Mental Health; for sale by Supt. of 1 
Documents, US Govt. Print. Off. Washington, 1965. j 

Aneurysms, Intracranial 

Pool, James Lawrence: Aneurysms and arteriovenous l 
anomalies of the brain: diagnosis and treatment, Hoe- 1 
ber, 1965. 

Family Psychotherapy 

Boszormenyi-Nagy, Ivan (ed.) : Intensive family ther- I 
apy: theoretical and practical aspects, Hoeber, 1965. 

Alcoholism 

Block, Marvin A.: Alcoholism, its facets and phases, 1 
Day, 1965. 

Heart Diseases 

Selser, Arthur: The heart, its function in health and f 
disease, U. of Calif. Press, 1966. 

Fowler, Noble O: Physical diagnosis of heart disease, 1 
Macmillan, 1962. 

Ciba Foundation Symposium: cardiomyopathies, London, 1 
1964. Boston: Little Brown, 1964. 

Surgery 

White, Robert R. (ed) : Atlas of pediatric surgery, I 
Blakiston, 1965. 

U. S. Army Medical Service: Neurological surgery of I 
trauma. For sale by Supt. of Documents. U. S. Govt. I 
Print. Off., 1965 


Nursing Education 

Anderson, Bernice E.: Nursing education in community ! 
junior colleges, Lippincott, 1966. 



• SALES • PARTS 

• SERVICE • ACCESSORIES 

Centrally Located at Harford Rd. and 25th St. 

Phone: 889-7616 

MARYLAND 
VOLKSWAGEN, Inc.j 

1212 E. 25th St. 
BALTIMORE, MD. 




Bamadex Sequels® 

Contraindications: In hyperexcitability and in agi¬ 
tated prepsychotic states. Previous allergic or 
idiosyncratic reactions. 

Precautions: Use with caution in patients hyper¬ 
sensitive to sympathomimetic compounds, who 
have coronary or cardiovascular disease, or are 
severely hypertensive. 

Dextro-amphetamine sulfate: Use by unstable in¬ 
dividuals may result in psychological dependence. 

Meprobamate: Careful supervision of dose and 
amounts prescribed is advised; especially for pa¬ 
tients with known propensity for taking excessive 
quantities of drugs. Excessive and prolonged use 
in susceptible persons, e.g. alcoholics, former ad¬ 
dicts, and other severe psychoneurotics, has been 
reported to result in dependence. Where excessive 
dosage has continued for weeks or months, re¬ 
duce dosage gradually. Sudden withdrawal may 
precipitate recurrence of pre-existing symptoms 
such as anxiety, anorexia, or insomnia; or with¬ 
drawal reactions such as vomiting, ataxia, trem¬ 
ors, muscle twitching and, rarely, epileptiform 
seizures. Should meprobamate cause drowsiness 
or visual disturbances, reduce dose—operation of 
motor vehicles, machinery or other activity re¬ 
quiring alertness should be avoided. Effects of 
excessive alcohol consumption may be increased 
by meprobamate. Appropriate caution is recom¬ 
mended with patients prone to excessive drinking. 
In patients prone to both petit and grand mal 
epilepsy meprobamate may precipitate grand mal 
attacks. Prescribe cautiously and in small quanti¬ 
ties to patients with suicidal tendencies. 

Side Effects: Overstimulation of the central nerv¬ 
ous system, jitteriness and insomnia or drowsiness. 

Dextro-amphetamine sulfate: Insomnia, excita¬ 
bility, and increased motor activity are common 
and ordinarily mild side effects. Confusion, anx¬ 
iety, aggressiveness, increased libido, and halluci¬ 
nations have also been observed, especially in 
mentally ill patients. Rebound fatigue and de¬ 
pression may follow central stimulation. Other 
effects may include dry mouth, anorexia, nausea, 
vomiting, diarrhea, and increased cardiovascular 
reactivity. 

Meprobamate: Drowsiness may occur and can be 
associated with ataxia, the symptom can usually 
be controlled by decreasing the dose, or by con¬ 
comitant administration of central stimulants. 
Allergic or idiosyncratic reactions: maculopapu- 
lar rash, acute nonthrombocytopenic purpura 
with petechiae, ecchymoses, peripheral edema 
and fever, transient leukopenia. A case of fatal 
bullous dermatitis, following administration of 
meprobamate and prednisolone, has been re¬ 
ported. Hypersensitivity has produced fever, 
fainting spells, angioneurotic edema, bronchial 
spasms, hypotensive crises (1 fatal case), anuria, 
stomatitis, proctitis (1 case), anaphylaxis, agranu¬ 
locytosis and thrombocytopenic purpura, and a 
fatal instance of aplastic anemia, but only when 
other drugs known to elicit these conditions were 
given concomitantly. Fast EEG activity, usually 
after excessive dosage. Impairment of visual ac¬ 
commodation. Massive overdosage may produce 
drowsiness, lethargy, stupor, ataxia, coma, shock, 
vasomotor, and respiratory collapse. 
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First aid for a Second aid for a 

button popper button popper 




, AMADEV, 


Bamadex Sequels 

d-amphetamine sulfate (15 mg.) Sustained Release Capsules 
and meprobamate (300 mg.) 


By providing combined anorexigenic-tranquilizing action, BAMADEX SEQUELS 
Capsules help your nonshrinking patients to establish new patterns of eating less. 
The amphetamine component suppresses the appetite, while the meprobamate 
helps allay nervousness and tension. And for most patients, the sustained release 
of the active ingredients makes possible convenient one-capsule-a-day dosage. 


LEDERLE LABORATORIES • A Division of American Cyanamid Company, Pearl River, New York 
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Faculty President J. Morris Reese, MD (right), presented a check for $1,000 to Mrs. 
Joann Rodgers and Mr. Louis Linley, winners of the AMA’s 1965 Medical Journalism 
Award for newspapers. 

—Photo by the Baltimore News American 


BALTIMORE NEWSWRITERS WIN 1965 
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MEDICAL JOURNALISM AWARDS 


A series of articles in The Baltimore News American, 
written with the cooperation of the Medical and 
Chirurgical Faculty, won two medical journalism 
awards for newspapers. The writers, Mrs. Joann 
Rodgers and Mr. Louis Linley, of the News American 
staff, were awarded $1,000 from the AMA and 
$2,500 from the Albert and Mary Lasker Foundation. 

Entitled ‘Your Health and Medicine,” the 15-part 
series surveyed man’s major diseases and physical 
disorders. The articles gave the historical background 
as well as the most current knowledge about the major 
killing and crippling diseases. The series ran three 
times a week for five weeks, between October 1 0 and 
November 9, 1965. Each article started on the front 
page and was continued with a double-page spread 
inside. 

The Medical and Chirurgical Faculty recommended 
an expert in each of the areas to be surveyed. The 
consultants assisted the writers by providing informa¬ 
tion in their specialty and by checking the written 
drafts for medical accuracy. The Faculty also helped 
in securing permission to reprint illustrations from 
various sources. 

The AMA cited the newspaper series as ‘‘an out¬ 
standing example of journalism that contributes to 
a better public understanding of medicine and health in 
the United States.” The judges for the Albert Lasker 
Medical Journalism Award considered it one of the 
most extraordinary series ever to appear in the public 
press. 


SUBJECTS AND 
CONSULTANTS FOR 
“YOUR HEALTH AND MEDICINE” 
NEWSPAPER SERIES 

Oct 10, Heart: Hilary T. 0’Herlihy, 
MD 

Oct. 11, Cancer: John M. Dennis, 
MD, and Morris Wizenberg, MD 
Oct 12, Arthritis and Rheuma¬ 
tism: Harry F. Klinefelter, 
MD 

Oct 17, Allergy: Thomas E. Van- 
Metre, Jr., MD 

Oct 18, Eye: Richard D. Richards, 
MD 

Oct 19, Venereal Disease: James 
E. Peterman, MD 
Oct 24, Gastrointestinal Disor¬ 
ders: Samuel Morrison, MD 
Oct 25, Diabetes: J. Sheldon East- 
land, MD 

Oct 26, Respiratory Diseases: Eu¬ 
gene J. Linberg, MD 
Oct 31, Pregnancy: J. Morris 
Reese, MD 

Novi, The Child: Wilson L. 
Grubb, MD, and J. L. Rhyne, 
MD 

Nov 2, Pharmacology: John C. 
Krantz, Jr., PhD 

Nov 7, Orthopedics: James B. 
Brooks, MD 

Nov 8, Mental Illness: Robert W. 
Gibson, MD 

Nov 9, Scope of Medicine Today: 
Manning W. Alden, MD, Wol¬ 
cott L. Etienne, MD, and Mr. 
John Sargeant 
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Once merely a man 
with HAY FEVER- 

now a victim of his 
own antibodies 



Whatever term describes him in this new era of 
immunology, the symptoms of congested nose, rhinor- 
rhea and sneezing haven’t changed in patients hyper¬ 
sensitive to pollens and molds. But nTz * Nasal Spray 
-elieves the symptoms. It decongests nasal mem- 
sranes on contact, relieves itching and reduces 
axcessive rhinorrhea without unpleasant dryness. 

The first spray of well-tolerated nTz shrinks the 
turbinates, helps restore normal nasal ventilation / 

and breathing. After a few minutes, a second fj 

spray enhances sinus ventilation and drainage. 

More than a simple vasoconstrictor, the carefully 
balanced formula of effective components relieves in 
three ways with: 

• Neo-Synephrine- HCI 0.5%, a decongestant of 
unexcelled efficacy to shrink nasal membranes and 
allow more comfortable breathing. 

• Thenfadil' HCI 0.1%, a topical antihistamine to 
nelp relieve itching and rhinorrhea. 

• Zephiran* Cl 1:5000, an excellent wetting 
agent and antiseptic preservative to promote 

the rapid spread of components to less *■•«* 

accessible nasal areas. 



Supplied in convenient pocket-size plastic 
spray bottle of 20 ml. Also available as a 
solution of 30 ml. (1 fl. oz.) with dropper, 
and 473 ml. (1 pint). 




m 


Prescribe 



Nasal Spray 


Nasal Spray 


((contains Neo-Synephrine HCI) 


y\Z/nfhrop Winthrop Laboratories, New York, N.Y. 10016 
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CLASSIFIED ADVERTISING 

Effective May 1, 1963 

$1.50 per line per insertion 

Count seven average words to each line. 
Add one line if box number is desired. 

Members of the Medical and Chirurgical 
Faculty shall be entitled to one complimen¬ 
tary insertion in any twelve-month period. 
Widows of members shall be entitled to two 
complimentary insertions for the disposal of 
the deceased physician’s practice or equip¬ 
ment. 

MARYLAND STATE MEDICAL JOURNAL 

1211 Cathedral St., Baltimore, Md. 21201 


EQUIPMENT FOR SALE 


MEDICAL OFFICE EQUIPMENT—Practically new, including desk, 
chair, waiting room furniture. X-ray, diathermy. Excellent 
condition. 358-3549. 8 


J^igktkouAe 



RESTAURANT 
& LOUNGE 


FENWICK ISLAND 
DELAWARE 


Dancing Nightly 
During Season 


PHONE 539-7400 

(Area code 302) 


• SEAFOOD 

• STEAKS 

• Delmarvalous 

CHICKEN 

• LOBSTERS 

from our tank 

• COCKTAIL 
LOUNGE 


1 & F Nurses Registry 



613 E. 32nd St. 

613 Homestead St. 


LICENSED & BONDED 

• MALE & FEMALE 

• GRADUATE 

• UNDERGRADUATE 

• PRACTICAL 

• COMPANION 
NURSES 

For Private Homes 
Hospitals 
Institutions 

D. S. Anderson, Mgr. Dir. 
24 Hour Service 

BElmont 5-7135 

If no answer call: HOpkins 7-6746 
Baltimore, Md. 21218 



Star-spangled 
way to sweeten up 
your Suture 


The old American proverb 
says, “money isn’t everything, 
but it sure helps.” 

And that goes double for the 
money you put in U. S. Savings 
Bonds. Because this money 
helps two important ways. 

First, it helps your future. 
Putting youngsters through 
college. Building homes and 
summer cottages. Buying 
cruises for you and the spouse. 
You dream it; Bonds can de¬ 
liver it. 

Second, it helps your country 
now, by making Uncle Sam a 
stronger influence in an un¬ 
settled world. 

Your fellow Americans have 
tucked over 48 billion dollars 
into U. S. Savings Bonds. Why 
not join them? There’s no safer 
investment anywhere in the 
world. 

Buy E Bonds for growth 
—H Bonds for current income 


Buy U.S. Savings Bonds 



STAR-SPANGLED SAVINGS PLAN 


The U. S. Government does not pay 
for this advertisement. It is presented as a public 
service in cooperation with the Treasury Department 
and The Advertising Council. 
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ALBERT E. GOLDSTEIN 
MEMORIAL FUND 

Officers have been chosen for the Dr. Albert E. 
Goldstein Memorial Fund, which will honor the 
late physician and educator’s many contributions 
to his profession and the community. The memo¬ 
rial is to perpetuate his personal and abiding 
interest in young men and women and particu¬ 
larly in the young physicians, whose lives he 
touched in every area of medical practice and 
interest. 

Fund headquarters are Suite 912, Fidelity 
Building, Baltimore. Officers are: president, 
Louis J. Kolodner, MD; vice presidents, John 
C. Krantz, PhD, Albert A. Shuger, Leonard A. 
Siems; treasurer, Frank Fisher; secretary and 
assistant treasurer, Moses W. Rosenfeld. 

A committee was formed after Dr. Goldstein’s 
many friends spontaneously proposed the estab¬ 
lishment of a memorial tribute. They cited his 
long and distinguished career at Sinai Hospital 
and Levindale, his leadership of the Medical and 
Chirurgical Faculty, and his life-long influence 
upon and contributions to his students and col¬ 
leagues at the University of Maryland as a mark 
of his boundless energy and unlimited talents. 

Members of the committee include the follow¬ 
ing: John Askin, MD, Louis Bachrach, MD, 
Louis Diener, MD, Robert B. Goldstein, MD, 
Milton Kirsh, MD, Irving R. Lowitz, MD, Na¬ 
than E. Needle, MD, Marvin S. Plant, H. Mel¬ 
vin Radman, MD, Martin A. Robbins, MD, Louis 
Sachs, MD, John Sargeant, Herman Seidel, MD, 
Milton Sherry, MD, Abraham Silver, MD, Wil¬ 
liam H. Triplett, MD, Sheldon Wengel, and Israel 
S. Zinberg, MD. 

Members of the Honorary Committee include: 
Robert vL. Campbell, MD, Fitzgerald Dunning, 
PhD, Albert Ester son, Hugh J. Jewett, MD, 
Honorable Theodore R. McKeldin, Josqffi 
Meyerhoff, J. Morris Reese, MD, William W. 
Scott, MD, Arnold M. Seligman, MD, Rabbi 
Abraham Shusterman, William S. Stone, MD, 
Alfred Ullman, MD, Austin H. Wood, MD, and 
John D. Young, Jr., MD. 


OFFICERS OF 

THE MEDICAL AND CHIRURGICAL FACULTY 

President: J. Morris Reese, MD 
President-elect: Richard D. Bauer, MD 
First Vice President: Everett S. Diggs, MD 
Second Vice President: Henry A. Briele, MD 
Third Vice President; John P. Haberlin, MD 
Secretary: William A. Pillsbury, MD 
Treasurer: Karl F. Mech, MD 

COUNCILORS: 

Western District 
Archie R. Cohen, MD—1969 
Henry V. Chase, MD—1969 

Central District 
John F. Schaefer, MD—1967 
William Carl Ebeling, MD—1967 
Fayne A. Kayser, MD—1967 
Richard Norment, III, MD—1967 
J. Arthur Weinberg, MD—1967 
J. Emmett Queen, MD—1968 
Donald Roop, MD—1968 
Harry M. Robinson, Jr., MD—1968 
Robert C. Kimberly, MD—1969 

Eastern District 
Robert W. Farr, MD—1967 
Raymond M. Yow, MD—1968 

Southern District 
Arthur Wooddy, MD—1968 
Manning W. Alden, MD—1969 

South Central District 
Henry P. Laughlin, MD—1967 
William B. Hagan, MD—1969 

Terms of office expire at conclusion 
of annual meeting 

DELEGATES TO THE 
AMERICAN MEDICAL ASSOCIATION 
Russell S. Fisher, MD—1966 
J. Sheldon Eastland, MD—1967 
Robert vL. Campbell, MD—1968 

ALTERNATES: 

E. I. Baumgartner, MD—1966 
William B. Hagan, MD—1967 
Charles F. O’Donnell, MD—1968 

Terms of office expire at end of calendar year 
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GLUCOLA 

Carbonated Preparation for j 

Carbohydrate Tolerance Tests 

NEW 

. For use in glucose 
tolerance tests 
. In preference to the 
postprandial test meal 



A NEW SOLUTION FOR AN OLD PROBLEM 

Ready to use • Pleasant tasting cola flavor . Well tolerated 

A 7-ounce bottle of Glucola provides a liquid oral loading dose equivalent to 
75 Gm. of glucose* for carbohydrate tolerance testing. Glucola avoids the 
nausea that frequently results from lingering sweet laboratory preparations, 
and the occasional emesis that necessitates rescheduling the test. With 
Glucola, no time is lost weighing and mixing glucose “cocktails”—only a 
bottle opener is needed. 753(R2J64 

*The rapidly hydrolyzable saccharides in this formulation assure optimum absorption and glucose 
levels comparable to those obtained with a 100 Gm. loading dose. 

Available through your regular supplier: 
cartons of 12 7-oz bottles (6 bottles 
per pack, 2 packs per carton). 


Ames Company, Inc. 
Elkhart, Indiana 












“Heart symptoms”—chest pain, tachycardia, ar¬ 
rhythmia—invariably alarm and preoccupy the 
patient, though they may be completely without 
organic basis. Such symptoms often are somatic 
masks of psychic tension, arising from constant 
encounters with stressful situations. 


ous procedures until correct maintenance dosage is established; 
driving during therapy not recommended. In general, concurrent 
use with other psychotropic agents is not recommended. Warn 
patients of possible combined effects with alcohol. Safe use in 
pregnancy not established. Observe usual precautions in impaired 
renal or hepatic function and in patients who may be suicidal; 
periodic blood counts and liver function tests advisable in long¬ 
term use. Cease therapy gradually. 


When the problem is diagnosed as emotionally 
produced, consider Valium (diazepam) as adjunc¬ 
tive therapy. Valium (diazepam) acts rapidly to 
calm the patient, to reduce his psychic tension and 
relieve associated cardiovascular complaints. 
neurotic fatigue— the chronic tiredness resulting 
from emotional strain which so often accompanies 
psychogenic “heart” symptoms —also can be 
alleviated by this highly useful agent. Valium 
(diazepam) often achieves results where other psy¬ 
chotherapeutic agents have failed. 

Valium (diazepam) is generally well tolerated, and 
usually does not impair mental acuity or ability to 
function. If side effects such as ataxia and drowsi¬ 
ness occur, they usually disappear with dosage 
adjustment. 

Contraindications: Infants, patients with history of convulsive 
disorders or glaucoma. 

Warning: Not of value in the treatment of psychotic patients, 
and should not be employed in lieu of appropriate treatment. 

Precautions: Limit dosage to smallest effective amount in elderly 
patients (not more than 1 mg, one or two times daily) to preclude 
ataxia or oversedation. Advise patients against possibly hazard¬ 


Side Effects: Side effects (usually dose-related) are fatigue, 
drowsiness and ataxia. Also reported: mild nausea, dizziness, 
blurred vision, diplopia, headache, incontinence, slurred speech, 
tremor and skin rash; paradoxical reactions (excitement, de¬ 
pression, stimulation, sleep disturbances and hallucinations) and 
changes in EEG patterns. Abrupt cessation after prolonged over¬ 
dosage may produce withdrawal symptoms similar to those seen 
with barbiturates, meprobamate and chlordiazepoxide HC1. 

Dosage — Adults: Mild to moderate psychoneurotic reactions, 2 
to 5 mg b.i.d. or t.i.d.; severe psychoneurotic reactions, 5 to 10 
mg t.i.d. or q.i.d.; alcoholism, 10 mg t.i.d. or q.i.d. in first 24 hrs, 
then 5 mg t.i.d. or q.i.d. as needed; muscle spasm with cerebral 
palsy or athetosis, 2 to 10 mg t.i.d. or q.i.d. Geriatric patients: 
1 or 2 mg /day initially, increase gradually as needed. 

Supplied: Tablets, 2 mg, 5 mg and 10 mg; bottles of 50 for con¬ 
venience and economy in prescribing. 

Roche Laboratories Division of Hoffmann-La Roche Inc. 
Nutley, N.J. 07110 


for somatic symptoms of psychic tension 

2-mg, 5-mg, 10-mg tablets 



(diazepam) 


—1 ROCHE |— 
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a sea of trouble 

for pollen-sensitive patients 






Benadryl’ 

(diphenhydramine hydrochloride) 

PARKE-DAVIS 

for control of 
allergic distress 


The pink capsule with the white band is a 
trademark of Parke, Davis & Company. 


. mm* 

wS SHI 


PARKE-DAVIS 


/1866 !966\ 

100 *) 


• antihistaminic action relieves sneezing, 
nasal congestion, pruritus, and lacrimation 

• antispasmodic action alleviates bronchial 
and gastrointestinal spasm. 

Precautions: Persons who have become 
drowsy on this or other antihistamine-con¬ 
taining drugs, or whose tolerance is not 
known, should not drive vehicles or engage 
in other activities requiring keen response 
while using this product. Hypnotics, seda¬ 


tives, or tranquilizers if used with BENADRYL 
should be prescribed with caution because 
of possible additive effect. Diphenhydramine 
has an atropine-like action which should be 
considered when prescribing BENADRYL. 


Side Effects: Side reactions, commonly asso¬ 
ciated with antihistaminic therapy and 
generally mild, may affect the nervous, gas¬ 
trointestinal, and cardiovascular systems. 
Most frequent reactions are drowsiness, diz¬ 
ziness, dryness of the mouth, nausea, and 
nervousness. BENADRYL is available in 
Kapseals® of 50 mg. and Capsules of 25 mg. 


PARKE, DAVIS i COMPANY, Detroit, Michigan 48232 


00566 
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Complete Serological Screening Tests For Syphilis... 


The RPR Card Tests make use of a specially prepared, carbon-con¬ 
taining RPR Card antigen. The particle size and other characteristics of 
the carbon is such that when a reactive specimen is encountered, floccula¬ 
tion occurs, and there is a coagglutination which is readily visible to the 
naked eye. Individual tests, including the collection of blood and separa¬ 
tion of plasma can be performed in 7 to 8 minutes. 

Confirming earlier findings with the RPR Card Test 1 ' 10 Reed 11 in 
reporting on 63,800 specimens had an overall agreement of 98.5% in 
a recent comparative study with other routine screening procedures. 

The RPR Card Tests, with their low cost, ease of performance, high 
sensitivity and specificity, are without peer in situations that demand 
rapid testing of patients, enabling the physician to initiate prompt treat¬ 
ment of early infectious syphilis. 

Specify the RPR Card Test as the screening procedure on serum or 
plasma samples submitted to your State Approved Laboratory. 

<1) Portnoy. J.; Brewer, J. and Harris. A.: PUBLIC HEALTH REPORTS. 77:645-652, Aujrust 1962. (2) 
Joseph, J. M. and Warner. G. S.: A WORKSHOP MANUAL. Md. State Dept. Health, Bureau of Lab., Balto., 
Md., September 1962. (3) Wollenweber, H. L.: OFF, PATH., 2, February 5, 1963. (4) Portnoy, J.: MILIT. 

MED., 125:414-417, May 1963. (5) Portnoy J.: THE AMER. JOUR. OF CLIN. PATH., 40:473-479, November 

1963. (6) Buck, A. A. and Mayer, H.: THE AMER. JOUR. OF HYG.. 50:85-90, July 1964. (7) Brown, 

W. J.; Donohue. J. F. and Price, E. V.: PUBLIC HEALTH REPORTS, 70:496-500, June 1964. (8) Clayton, 

J. L.: Lindhardt, E. M. and Fraser, R. S.: PUBLIC HEALTH LAB., 22:206-207, November 1964. (9) Luca- 

torto, F. M.; Katz, B. D. and Toto, P. D.: THE J.A.D.A., 69:697-699, December 1964. (10) Portnoy, J.: 

PUBLIC HEALTH LAB., 23: 43, March 1965. (11) Reed, E. L.: PUBLIC HEALTH LAB., 22:96-103, May 1965. 



CARD 


SYPHILIS AND 


TESTS 


OTHER TREPONEMATOSES 


HYNSON, WESTCOTT & DUNNING, INC. 


Baltimore, Maryland 21201 































































Winthrop announces 


new 



For peptic ulcer, 
gastric hyperacidity, 
gastritis 


Each WinGel tablet or teaspoon (5 ml.) contains 
410 mg. of combined, highly reactive, short poly¬ 
mer, aluminum and magnesium hydroxides stabi¬ 
lized with hexitol. 

Neutralizes 300 times its active-ingredient weight 
in gastric acid for fast, long-lasting relief 

Gastric or duodenal ulcer, acute or chronic gas¬ 
tritis, gastric hyperacidity...wherever there is “acid 
overflow" new WinGel can provide faster, longer, 
more complete neutralization. 


In recent laboratory comparisons* with eight other 
leading antacids, new WinGel tablets not only 
neutralized more hydrochloric acid per active- 
ingredient weight, but neutralized it faster and 
longer than all other antacids tested. 

Pleasant pink in color, WinGel is delicately mint 
flavored with a smooth-as-cream texture-qualities 
sure to please the patient on long-term therapy. 
New WinGel is also specially formulated to avoid 
constipation or diarrhea. 



fit 1111 


iGel neutralizes 300 times its active-ingredient weight in 0.1 N hydrochloric acid 
neutralizes more acid faster than other leading antacids 


Minutes 






Rate of 0.1 N hydrochloric acid 
neutralization at pH 3.5 and 
37° with WinGel and eight 
other leading antacid tablets- 
in vitro. Samples equaled the 
weight of tablet material con¬ 
taining 1.0 Gm. active ingre¬ 
dients.* 


♦Hlnkel, E. T„ Jr. (New York): 
Data in the files of the Depart¬ 
ment of Medical Research, 
Winthrop Laboratories. 


Dosage: Peptic ulcer or gastritis -from 2 to 4 teaspoons 
of WinGel liquid or 2 to 4 tablets chewed or allowed to dis¬ 
solve in the mouth every two to four hours. Gastric hyper¬ 
acidity— 2 tablets or teaspoons about ’/j to one hour after 
meals as needed; children from 7 to 14 years of age, 1 or 
2 tablets or 1 or 2 teaspoons of liquid as needed. 


How Supplied: Liquid in bottles of 8 fl. oz. and 1 pint. 
Tablets in cellophane strips, boxes of 50 and 100. (One tea¬ 
spoon of WinGel liquid is equivalent to one WinGel tablet 
in acid-combining capacity.) WinGel, trademark reg. U.S. Pat. Off. 

Winthrop Laboratories, New York, N.Y. 10016 ^// nfhrop 


Finally — a taste your patients will truly like 
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SQUIBB NOTES ON THERAPY 



Breast-feeding 
and the 

“modern mother” 

Despite a mild resurgence of interest in the impor¬ 
tance of breast-feeding a few years ago, many 
women today do not choose to nurse their young. 
This is for a variety of reasons —social, economic, 
cultural and sometimes medical. In such cases the 
physician’s task is to find the most suitable means 
of preventing lactation and easing the pain of breast 
engorgement. 


The means of therapy 

The value of hormone therapy for this indication is 
of course well established. Both androgen and 
estrogen are known to inhibit the production and 
secretion of the lactogenic hormone by the anterior 
pituitary. As estrogen levels decline sharply at par¬ 
turition, lactogenesis is established. When androgen 
and estrogen are administered to the patient before 
the release of the lactogenic hormone lactation and 
breast engorgement are usually prevented. 

The time of therapy 

The time of administration of this combined medi¬ 
cation is crucial; it must be given early enough to 
suppress the pituitary prolactin and last long 
enough to permit physiologic readjustment during 
the puerperium. Excellent results are most often 
seen when therapy is administered before the onset 
of the second stage of labor. 


However, factors other than effectiveness must 
also be considered. The agent selected should not 
interfere in any way with parturition, subsequent 
uterine involution and the restoration of normal 
ovarian cyclic function. Furthermore, it should not 
cause rebound breast engorgement or other mani¬ 
festations of hormonal imbalance. 

A balanced formulation 

Providing single-dose therapy for the prevention of 
lactation and breast engorgement, Deladumone OB 
is a potent androgen-estrogen combination with a 
prolonged action. The optimal balance of andro¬ 
genic and estrogenic hormones achieved in this 
preparation minimizes the disadvantages inherent 
in single hormone therapy, such as rebound breast 
engorgement. Involution of the uterus and resump¬ 
tion of menstrual cycles are not affected. 

As reported in a recent published study (Roser, 
D. M.: Obstet. & Gynec. 27:73, 1966), Deladu¬ 
mone OB provided good suppression of breast en¬ 
gorgement in 95.3% and suppression of lactation 
in 81.1% of 86 obstetrical patients. These results 
are in general agreement with those of many earlier 
investigations; in several studies this injectable an¬ 
drogen-estrogen combination proved to be superior 
to oral medication. 

Dosage: 

As a single injection of 2 cc. before the onset of the 
second stage of labor. 

Contraindications: 

Established or suspected mammary cancer or geni¬ 
tal malignancy. 

Precautions and Side Effects: 

Certain patients may be unusually responsive to 
either estrogenic or androgenic therapy. In such 
individuals virilization, uterine bleeding or masto- 
dynia may occur. 

Supply: 

Deladumone OB, providing 180 mg. testosterone 
enanthate and 8 mg. estradiol valerate per cc., is 
available in 2 cc. Unimatic® disposable syringes and 
in 2 cc. vials. Both preparations are dissolved in 
sesame oil, with 2% benzyl alcohol as a preservative. 
Before use, consult product literature for full pre¬ 
scribing information. 

Deladumone 8 OB 

Squibb Testosterone Enanthate (180 mg./cc.) 
and Estradiol Valerate (8 mg./cc.) 

Single-dose injection for lactation inhibition 


SQJJIBB 



‘The Priceless Ingredient’ of every product 
is the honor and integrity of its maker. 
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You Are Invited To Attend 


60th Annual Meetins 


SOUTHERN MEDICAL ASSOCIATION 
November 14 *>17, 1966 
in 

Washington, D.C, 


A COMPLETE MEETING... 


• 22 Scientific Sections—each 
Allergy 

Anesthesiology 
Dermatology 
Gastroenterology 
General Practice 
Gynecology 
Industrial Medicine 
& Surgery 
Medicine 


presenting its own program 

Neurology & Psychiatry 
Obstetrics 
Ophthalmology 
Orthopedic & Traumatic 
Surgery 
Otolaryngology 
Pathology 
Pediatrics 


Physical Medicine & 
Rehabilitation 

Plastic and Reconstructive 
Surgery 
Proctology 
Preventive Medicine 
Radiology 
Surgery 
Urology 


• 22 Section Guest Speakers—outstanding men from each of the 22 specialties from all 
sections of the country 


• Conjoint Society Meetings 

American College of Chest Physicians 
The College of American Pathologists 
Flying Physicians Association 
Radiological Society of North America 
Southern Gynecological and Obstetrical Society 


• Scientific Color TV 


• President’s Luncheon 

• President’s Night-Dinner-Dance Evening of gala entertainment 

• Alumni Reunions 


• Golf Tournament 

• Scientific Exhibits 

• Technical Exhibits 

• Entertainment for the ladies! 


NO REGISTRATION FEE 

For Hotel Reservations Contact: Convention Housing Bureau, Southern 
Medical Association, 1616 K Street, N.W., Washington, D. C. 20006 
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SEMINAR ON MEDICAL ASPECTS 

OF TRAFFIC SAFETY 

Wednesday, October 1 2, 1 966 

Sheraton-Belvedere Hotel, Baltimore 


HEART ASSOCIATION OF MARYLAND 

Annual Meeting 

October 7-8 Washington Country Club, Gaithersburg 

Sponsored by the Medical and Chirurgical Faculty 
and the Maryland Chapter of the American College 
of Surgeons. 




9:30 AM-12:30 PM 

Welcoming message from Governor Tawes followed 
by discussions on The Role of Alcohol in Traffic 
Fatalities, Drugs and Driving, Medical Conditions and 
Driving Ability, and Legal Problems Involved in 
Development of Legislation. 


MARYLAND SOCIETY OF INTERNAL 

MEDICINE 

JOINT MEETING WITH THE SECTION 

ON INTERNAL MEDICINE, BCMS 

12:30 PM—LUNCHEON 

The gubernatorial candidates will give their view¬ 
points on the traffic safety problem in Maryland. 


October 3, 8 PM 

2 PM-4 PM 

Workshop on the subjects discussed in the morning, 
following by a general summation. 

MAKE YOUR RESERVATIONS BY CALLING 

FACULTY OFFICE: 539-0872 


“The Role of Bacterial Endotoxin in the 
Pathogenesis of Fever.” 

Sheldon E. Greisman, MD, associate professor of 
medicine, University of Maryland School of Medicine. 



BALTIMORE CITY MEDICAL SOCIETY 


MARYLAND PSYCHIATRIC SOCIETY 

October 7, 8:30 PM 


October 1 3 

“Use and Misuse of the Newer Antibiotics” 


“Brief Hospitalization” 

Richard B. Hornick, MD associate professor of 
medicine and head. Division of Infectious Diseases, 


Duncan McMillan, MD, superintendent, Mapperly 
Hospital, Nottingham, England. 

Department of Medicine, University of Maryland School 
of Medicine. 


Acceptable for two hours Category 1 credit by 
the American Academy of General Practice. 


PATHOLOGY SECTION, BCMS 

October 1 7 

“Summary of Maryland Medical Assistance 
Plan (Title XIX)” 


1. Slide seminar moderated by William 
Hartmann, MD, Surgical Pathology De¬ 
partment, The Johns Hopkins Hospital. 

William J. Peeples, MD, Commissioner of Health, 
State of Maryland Department of Health. 


2. “Amyloid Producing Tumors of the 
Thyroid,” William Hartmann, MD 


September, 1966 
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ARTHRITIS SYMPOSIUM 

LAKE WRIGHT MOTOR HOTEL 

October 7-8 

sponsored by: 

Tidewater Branch, the Arthritis Foundation 
and the 

Norfolk County Medical Society 

For further information, write to the Arthritis 
Foundation, Tidewater Branch, 809 Brandon 
Ave, Room 306, Norfolk, Va 23517. 


OBSTETRICS AND GYNECOLOGY 
COURSE 

sponsored by 

The Academy of Medicine of 
New Jersey 

November 16-19 

St. Barnabas Medical Center, 
Livingston, NJ 

The course, presented in cooperation with 
the New Jersey Obstetrical and Gynecologi¬ 
cal Society and the New Jersey State Depart¬ 
ment of Health, will cover all aspects of 
obstetrics and gynecology from the juvenile 
to the geriatric patient. An outstanding faculty 
has been gathered for the three and one-half 
days. 

Tuition will be $20 a day or $50 (includ¬ 
ing lunches and parking) for the entire 
three and one-half days. Arrangements will 
be made for overnight accommodations in 
a nearby motel. 

AAGP credit has been applied for. 

Further information can be obtained from James 
Breen, MD, chairman, Section on Obstetrics & Gyneco¬ 
logy, The Academy of Medicine of New Jersey, 317 
Belleville Avenue, Bloomfield, NJ 07003. 


THIRD NATIONAL CONGRESS ON 
MEDICAL QUACKERY 

sponsored by the American Medical 
Association and the National Health Council 

October 7-8 

PICK-CONGRESS HOTEL, CHICAGO 

For program and registration form, write to John 
G. Thomsen, MD, chairman. Committee on Quackery, 
American Medical Association, 535 N Dearborn St, 
Chicago, III 60610. 


AMERICAN COLLEGE OF PHYSICIANS 
Regional Meeting for Maryland and 
District of Columbia Internists 
October 1 5 

Auditorium of the District of Columbia Medical 
Society Headquarters Building, Washington, DC 

For further information write to: Thomas W. Mat¬ 
tingly, MD, Washington Hospital Center, 110 Irving 
Street, NW, Washington, DC. 


FELLOWSHIP TRAINING PROGRAMS 

1. Comprehensive (Psychosomatic) Medicine for 
the Internist or General Practitioner. 

Applications are being accepted for training in 
comprehensive (psychosomatic) medicine in the De¬ 
partments of Medicine and Psychiatry at the Sinai 
Hospital of Baltimore, a 500-bed community general 
hospital, closely affiliated with the Johns Hopkins 
Hospital and School of Medicine. The training program 
is based on a 34-bed medical ward service with 
clinical responsibility and close supervision by staff 
psychiatrists and internists. Training stipends paying 
$12,000 a year are available through the USPHS. 
Inquiries should be directed to Bernard P. Shochet, 
MD, Liaison Service, Sinai Hospital of Baltimore, 
Belvedere and Greenspring Avenues, Baltimore, 21-215. 

2. Psychiatry as it Applies to General Medical and 
Pediatric Practice. 

A postgraduate training program for internists, gen¬ 
eral practitioners, and pediatricians has been devel¬ 
oped at the University of Maryland School of Medicine. 
Trainees can spend fulltime for six months to a year 
in intensive training in the comprehensive clinical 
diagnosis, psychological evaluation and psychotherapy 
of medical or pediatric patients. Stipends are available 
which pay up to $12,000 a year. 

For further information write to Virginia Huffer, MD, 
Department of Psychiatry, University of Maryland School 
of Medicine Baltimore, Md 21201. 
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1966-1967 SCHEDULE OF POSTGRADUATE PROGRAMS 

presented through 

Medical Education’s Dedicated Instructional Channel 


☆ ☆☆☆☆☆☆☆☆ 


MEDIC is a telephone network which joins the 
cooperating parties for the purpose of postgrad¬ 
uate education. It is hoped that by this means the 
listening audience for scientific programs now 
being presented in Maryland may be enlarged. 

It is provided through the cooperative efforts of: 

• The Medical and Chirurgical Faculty of the 
State of Maryland 

• The Maryland State Department of Health 

• The Hospital Council of Maryland, Inc. 

• Participating hospitals. 

☆ ☆ ☆ 

APPROPRIATE CREDIT WILL BE GIVEN BY THE AMERICAN ACADE¬ 
MY OF GENERAL PRACTICE FOR ATTENDANCE AT MEDIC LEC¬ 
TURES. 

Programs are presented on Friday unless otherwise indicated. 

PROGRAM LISTINGS WILL APPEAR MONTHLY IN THE MARYLAND 
STATE MEDICAL JOURNAL. 


PROGRAMS 

SEPTEMBER 30—12:30 PM 

Treatment of the Unconscious Alcoholic: 
Immediate and Long Term 

Julius R. Krevans, MD, Associate Professor of Med¬ 
icine, The Johns Hopkins Hospital, and Head of 
Department of Medicine, Baltimore City Hospitals 
and 

Isadore Tuerk, MD, Commissioner, State Depart¬ 
ment of Mental Hygiene. 

Sponsor: Subcommittee on Alcoholism: 

Medical and Chirurgical Faculty 


☆ ☆☆☆☆☆☆☆☆ 


OCTOBER 7—12:30 PM 
Refractory Shock 

Arlie R. Mansberger, Jr., MD, Associate Professor 
of Surgery, University of Maryland School of Medi¬ 
cine. 

Sponsor: University Hospital 


OCTOBER 14—12:30 PM 
Backache 

Martin L. Singewald, MD, Assistant Professor of 
Medicine, The Johns Hopkins University School of 
Medicine. 

Sponsor.- The Johns Hopkins Hospital 

OCTOBER 21—12:30 PM 
Selection of Patients for Cardiac Surgery 

R Adams Cowley, MD, Professor and Head, Divi¬ 
sion of Thoracic Surgery, University of Maryland 
School of Medicine. 

Sponsor: Peninsula General Hospital 

OCTOBER 28—1 PM 
Hypoglycemia 

David Rabinowitz, MRCP, Assistant Professor of 
Medicine, The Johns Hopkins University School of 
Medicine. 

Sponsor: Frederick Memorial Hospital 





















NOVEMBER 4—12:30 PM 

Organic Versus Functional Psychoses: 
Differential Diagnosis 

Virginia Huffer, MD, Associate Professor of Psychi¬ 
atry, University of Maryland School of Medicine 
and 

Lindbergh S. Sata, MD, Assistant Professor of Psy¬ 
chiatry, University of Maryland School of Medicine. 

Sponsor: University Hospital 


NOVEMBER 11—12:30 PM 
Pediatric Surgical Emergencies 

J. Alex Haller, Jr., MD, Associate Professor of Sur¬ 
gery, The Johns Hopkins University School of 
Medicine. 

Sponsor: The Johns Hopkins Hospital 


NOVEMBER 18—12:30 PM 
Practical Dermatologic Diagnosis 

Thomas W. Cooper, MD, Hagerstown. 

Sponsor: Washington County Hospital 

NOVEMBER 25—1 PM 
Intersex Problems 

Milton S. Grossman, MD, Assistant Professor of 
Pediatrics, University of Maryland School of Medi¬ 
cine. 

Sponsor: Frederick Memorial Hospital 

DECEMBER 2—12:30 PM 
Treatment of the Female Climacteric 

Arthur L. Haskins, MD, Professor and Head of the 
Department of Obstetrics and Gynecology, Univer¬ 
sity of Maryland School of Medicine. 

Sponsor: University Hospital 

DECEMBER 9—12:30 PM 
Peptic Ulcer 

Theodore M. Bayless, MD, Instructor of Medicine, 
The Johns Hopkins University School of Medicine 
and 

Walter F. Ballinger, II, MD, Associate Professor of 
Surgery, The Johns Hopkins University School of 
Medicine. 

Sponsor: The Johns Hopkins Hospital 


DECEMBER 16—12:30 PM 
Kidney Disease 

Warren P. Gruppee, MD, Babies and Children's 
Hospital, Cleveland. 

Sponsor.- Cumberland Memorial Hospital 

JANUARY 6—12:30 PM 

Use of Drugs and Alcohol and Their Relation to 
Automobile Accidents 

Russell S. Fisher, MD, Professor of Forensic Pa¬ 
thology, University of Maryland School of Medi¬ 
cine. 

and 

Henry C. Freimuth, MD, Associate Professor of 
Forensic Pathology, University of Maryland School 
of Medicine. 

Sponsor: University Hospital 

JANUARY 13—12:30 PM 
Arteriosclerosis and Diet 

Benjamin M. Baker, MD, Professor of Medicine, 
The Johns Hopkins University School of Medicine. 

Sponsor: The Johns Hopkins Hospital 

JANUARY 20—12:30 PM 
Organ Scans 

William A. Newman, MD, and Albert P. Marsh, 

MD, Radiology Department, Sacred Heart Hospital. 

Sponsor: Sacred Heart Hospital 

JANUARY 27—1 PM 

Differential Diagnosis of Growth Retardation 
and Sexual Infantilism in Adolescence 

Robert M. Blizzard, MD, Associate Professor of 
Pediatrics, The Johns Hopkins University School 
of Medicine. 

Sponsor: Frederick Memorial Hospital 

FEBRUARY 9—12:30 PM 

Mental Retardation, Pseudo-Retardation 
and School Failure 

Raymond L. Clemmens, MD, Associate Professor 
of Pediatrics, University of Maryland School of 
Medicine. 

Sponsor: University Hospital 





FEBRUARY 10—12:30 PM 
Acute Head Injuries 

Perry Black, MD, Instructor of Neurosurgery, The 
Johns Hopkins University School of Medicine. 

Sponsor: The Johns Hopkins Hospital 

FEBRUARY 17—12:30 PM 
Clinical Studies of Diabetes 

Thaddeus E. Prout, MD, Chief, Department of Med¬ 
icine, Greater Baltimore Medical Center. 

Sponsor: Greater Baltimore Medical Center 

FEBRUARY 24—1 PM 
Pineal Gland 

Richard J. Wurtman, MD, National Institutes of 
Health, Bethesda. 

Sponsor: Frederick Memorial Hospital 

MARCH 3—12:30 PM 

Anesthesiology-Respiratory Problems of the Asthmatic 

Martin I. Gold, MD, Associate Professor of Anes¬ 
thesiology, University of Maryland School of Medi¬ 
cine. 

Sponsor: University Hospital 

MARCH 10—12:30 PM 

Hypersusceptibility to infection: 

Evaluation and Management 

F. Robert Fekety, Jr., MD, Assistant Professor of 
Medicine, The Johns Hopkins University School of 
Medicine. 

Sponsor: The Johns Hopkins Hospital 

MARCH 17—12:30 PM 

The Use of Physical Medical Techniques in the 
Management of Arthritis 

B. Stanley Cohen, MD, Head, Department of Physi¬ 
cal Medicine and Rehabilitation, Sinai Hospital of 
Baltimore. 

Sponsor: Sinai Hospital 


MARCH 24—1 PM 
Parathyroid Disease 

Commander Jonas; Sode, MC, Medical Service, 
U. S. Naval Hospital, Bethesda. 

Sponsor: Frederick Memorial Hospital 

MARCH 31—12:30 PM 
The Effective Use of a Pathology Service 

Thomas M. Peery, MD, Professor of Pathology and 
Director of Laboratory Service, George Washington 
University Medical School. 

Sponsor.- Anne Arundel General Hospital 

APRIL 7—12:30 PM 

Open Heart Surgery—Preoperative Evaluation 
of Patients With Acquired Heart Disease 

R Adams Cowley, MD, Professor and Head, Divi¬ 
sion of Thoracic Surgery, University of Maryland 
School of Medicine. 

Sponsor: University Hospital 

APRIL 14-12:30 PM 
Population Dynamics 

Paul A. Harper, MD, Professor of Maternal and 
Child Health and Population Dynamics, The Johns 
Hopkins University School of Hygiene. 

Sponsor: The Johns Hopkins Hospital 

APRIL 21—12:30 PM 
Population Control 

Hugh J. Davis, MD, Assistant Professor of Gyne¬ 
cology and Obstetrics, The Johns Hopkins Univer¬ 
sity School of Medicine. 

Sponsor: The Johns Hopkins Hospital 

APRIL 28—1 PM 

Concepts in Treatment of Adrenocortical Dysfunction 

Col. William Beisel, MC, Walter Reed Unit, Fort 
Detrick Army Hospital. 

Sponsor: Frederick Memorial Hospital 


MAY 5—>12:30 PM 
Use and Abuse of Psychotropic Agents 

Gerald D. Klee, MD, Associate Professor of Psychi¬ 
atry, University of Maryland School of Medicine 
and 

Walter Weintraub, MD, Associate Professor of Psy¬ 
chiatry and Director of Inpatient Service, Univer¬ 
sity of Maryland School of Medicine and Hospital. 

Sponsor: University Hospital 

MAY 12—12:30 PM 
Chemotherapy of Malignancy 

Albert H. Owens, Jr., MD, Associate Professor of 
Medicine, The Johns Hopkins University School of 
Medicine. 

Sponsor: The Johns Hopkins Hospital 

MAY 19—12:30 PM 
Hypogonadism 

Saul W. Rosen, MD, USPHS, National Institutes 
of Health, Bethesda. 

Sponsor: Prince George's General Hospital 


CONTINUING PROGRAMS 
TUESDAY EVENINGS—8 PM 

Presentation and Discussion of Cases 

Joint Anesthesia Study Commitee of the Baltimore City Medical 
Society and the Baltimore City Health Department 

October 25, 1966 February 28, 1967 

November 22, 1966 March 28, 1967 

January 24, 1967 April 25, 1967 

May 23, 1967 

SATURDAY MORNINGS—8-9:30 AM 

PEDIATRIC GRAND ROUNDS* 

The Johns Hopkins Hospital 

SATURDAY MORNINGS—10-11:30 AM 

MEDICAL GRAND ROUNDS* 

The Johns Hopkins Hospital 

TUESDAY MORNINGS—11:30 AM 

MEDICAL GRAND ROUNDS* 

University Hospital 


MAY 26—1 PM 
Treatment of Thyrotoxicosis 


* Heard only at participating hospitals. 


J. Elliot Levi, MD, Instructor of Medicine, The 
Johns Hopkins University School of Medicine. 


Sponsor: Frederick Memorial Hospital 


MEDIC programs may be heard presently at the following par¬ 
ticipating hospitals: 

Anne Arundel General Hospital, Annapolis 
Baltimore City Hospitals, Baltimore 
Baltimore County General Hospital, Randallstown 
Calvert County Hospital, Prince Frederick 
Cambridge-Maryland Hospital, Cambridge 
Carroll County General Hospital, Westminster 
Cumberland Memorial Hospital, Cumberland 
Easton Memorial Hospital, Easton 
Eugene Leland Memorial Hospital, Riverdale 
Frederick Memorial Hospital, Frederick 
Greater Baltimore Medical Center, Towson 
Harford Memorial Hospital, Havre de Grace 
The Johns Hopkins Hospital, Baltimore 
Kent & Queen Anne’s Hospital, Chestertown 
Lutheran Hospital, Baltimore 
Montgomery General Hospital, Olney 
North Charles General Hospital, Baltimore 
Peninsula General Hospital, Salisbury 
Physicians Memorial Hospital, La Plata 
Prince George's General Hospital, Cheverly 
Sacred Heart Hospital, Cumberland 


St. Joseph Hospital, Towson 

St. Mary's Hospital, Leonardtown 

Sinai Hospital, Baltimore 

Southern Maryland General Hospital, Clinton 

University Hospital, Baltimore 

Washington County Hospital, Hagerstown 

AND AT THE FOLLOWING LOCATIONS 

Medical and Chirurgical Faculty Building, Baltimore 

State Office Building, Baltimore 

Hospital Council of Maryland, Inc., Baltimore 

For further information contact: 

Medical and Chirurgical Faculty of the State of Maryland 
1211 Cathedral Street 
Baltimore, Maryland 21201 
539-0872 
or 

Department of Continuing Medical Education 
State Department of Health 
301 W. Preston Street 
Baltimore, Maryland 21201 
837-9000 Ext. 8722 









ANNOUNCING 


potent combination in 
truly delicious orange-flavored forms: 
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ERYTHROMYCIN ETHYL SUCCINATE-TRISULFAPYRIMIDINES 
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in granules 
for oral 
suspension 


chewable 

tablets 







When combination antibiotic 
therapy is indicated... 



CONSIDER: an exceptionally high 
cure rate in susceptible infections 


The rationale : When combined, Erythrocin and 
the trisulfapyrimidines (triple sulfas) are indicated 
in infections that are more susceptible to the 
combination than to either agent alone. Such 
conditions are usually found in urinary, lower 
respiratory tract and chronic ear conditions. 

The results: Clinical studies involving 142 
young patients showed an overall cure rate of 


96.5%. Side effects were experienced by only four 
of the patients. 

The acceptance: The majority of the 142 
patients studied expressed a definite liking for 
the products. There were only two refusals. An 
independent taste-test with 50 healthy children 
further substantiated the excellent acceptability 
of the orange-flavored forms, j ? 602061 
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ERYTHROCIN-SULFAS 

ERYTHROMYCIN ETHYL SUCCINATE—TRISULFAPYRIMIDINES a 
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In Ckewable Tablets 
In Granules for Oral Suspension 







ERYTHROCIN-SULFAS 

Brief Summary 


Indications: Use Erythrocin-Sulfas in in¬ 
fections more susceptible to the combination 
than to either agent alone. These are usually 
found in urinary, lower respiratory tract, 
and chronic ear infections. 

Contraindications : Known sensitivity to 
erythromycin or sulfonamides. Because of 
the possibility of kernicterus with sulfona¬ 
mides, do not use in pregnancy at term, 
premature or new born infants. 

Warnings: As with other forms of sulfona¬ 
mide therapy, carefully evaluate patients 
with liver or kidney damage, urinary ob¬ 
struction, or blood dyscrasia. Deaths have 
been reported from hypersensitivity re¬ 
actions and blood dyscrasias following use of 
sulfonamides. Perform blood counts and 
liver and kidney function tests if used re¬ 
peatedly at close intervals or for long periods. 

Precautions: Use sulfonamides with cau¬ 
tion in patients with a history of allergy. 
Assure adequate fluid intake to prevent crys- 
talluria and institute alkali therapy if in¬ 
dicated. 

Adverse Reactions : Sulfonamide therapy 
may be associated with headache, nausea, 
vomiting, urticaria, diarrhea, hepatitis, pan¬ 
creatitis, blood dyscrasias, neuropathy, drug 
fever, skin rash, injection of the conjunctiva 
and sclera, petechiae, purpura, hematuria 
and crystalluria. 

Side effects due to erythromycin are in¬ 
frequent, but occasional abdominal discom¬ 
fort, nausea, or vomiting, urticaria and other 
skin rashes may occur. 

If a reaction or overgrowth of nonsuscep- 
tible organisms occurs, withdraw the drug. 

Supplied : The Granules for Oral Suspension 
come in bottles of 60 ml. and 150 ml. The 
Chewable tablets are in bottles of 50. Each 
5-ml. teaspoonful of reconstituted Granules 
or each Chewable tablet provides erythro¬ 
mycin ethyl succinate equivalent to 125 mg. 
of erythromycin activity and 167 
mg. each of sulfadiazine, sulfa- #■■■ I 
merazine and sulfamethazine. 603303 WhbbbJ 


See What 

Strutt & Poole 

Are Doing 

NOW IT'S 



In Timonium 


1/2 ACRE WOODED HOMESITES 
BEAUTIFUL ELEVATION 
ALL CITY UTILITIES, INCLUDING 
SEWER AND WATER 

20 MINUTES FROM DOWNTOWN BALTIMORE 


Another Development by 


Strutt J-^ooie 


B 


IS 


roadway 


creS 


Broadway and Falls Road 

GLORIOUSLY WOODED FULL ACRE SITES 
MAGNIFICENT 


Colonial or Contemporary Homes 
in Either Development 
Custom Built to Your 
Family’s Requirements 


WRITE OR CALL FOR INFORMATION 

Strutt (IS f ^ooic^ 3> 

BUILDERS — REALTORS — DEVELOPERS 


252-1900 

2130 Pine Valley Drive 

LUTHERVILLE—TIMONIUM POST OFFICE 21093 
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If you can hang on for a few minutes, Doctor, 
Ym sure Yll start coughing again. 


Some patients don’t realize there's more to a cough than meets the ear. 

If it’s the useless, exhausting type of cough that often accompanies respiratory infection or 
allergy, you can provide prompt relief with Novahistine DH. Its decongestant-antitussive 
action controls frequency and intensity of cough spasms without abolishing cough reflex 
And the fresh, grape flavor of Novahistine DH appeals to children and adults alike. 

When your diagnosis is bronchitis, complicated by thick tenacious exudates, Novahistine 
Expectorant is particularly useful. It not only provides decongestive action and controls 
the cough, but also encourages expectoration, thus easing bronchial constriction and 
obstruction. 

Use with caution in patients with severe hypertension, diabetes mellitus, hyperthyroidism 
or urinary retention. Ambulatory patients should be advised that drowsiness may result 
Continuous dosage over an extended period is contraindicated since codeine phosphate 
may cause addiction. 

Each 5 ml. teaspoonful of Novahistine DH contains codeine phosphate, 10 mg. (Warning: 
may be habit forming); phenylephrine hydrochloride, 10 mg.; chlorpheniramine maleate, 
2 mg.; chloroform (approx.), 13.5 mg.; l-menthol, 1 mg. (Alcohol 5%). Each 5 ml. of Nova¬ 
histine Expectorant contains the above ingredients and, in addition, glyceryl guaiacolate, 

NOVAHISTINE DH 
NOVAHISTINE* EXPECTORANT 

PITMAN-MOORE Division of The Dow Chemical Company, Indianapolis 
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Why is one man’s gastric ulcer 
another man’s duodenal? 


Geographic variation in the incidence of peptic 
ulcer is a familiar fact. But the proclivity of certain 
kinds of ulcer for certain geographic areas is a 
recently recognized phenomenon. 1,2 

For example, in one particular Norwegian fishing 
village there is a tendency for patients to develop 
a gastric ulcer; anywhere else in Norway, ulcers are 
usually duodenal. Peruvians high in the Andes 
have more gastric ulcers than their compatriots in 
the lowlands. Why? Nobody knows. 

Social variations, too. Even in the same 
geographic areas there are interesting variations. An Englishman’s ulcer depends 
on his social standing—professional men suffer with duodenal ulcers, while 
workingmen have more of the gastric variety. In southern India the pattern is 
reversed. Here, duodenal ulcers are common among laborers and agricultural 
workers and rare among the upper classes. 

Investigators are exploring every possible theoretical avenue in their search 
for the cause of peptic ulcer. Of all the factors implicated in ulcerogenesis, 
the one that is generally acknowledged to be of primary importance is hyper¬ 
secretion of gastric acid. 3 ' 8 Or, as one author states it: “The medical management 
of peptic ulcer pharmacologically is, in the final analysis, concerned largely 
with the effective inhibition of peptic activity.” 3 

Robinul (glycopyrrolate) provides potent, rapid, specific antisecretory action 
confirmed by gastric analyses and x-ray evidence of clinical effectiveness. 3,7,9-12 
Relieves pain with “impressive” promptness. 8 Quickly alleviates acute discomfort, 
and effectively counteracts gnawing pain, preprandial midepigastric pain, 
belching and other ulcer symptoms. 7 Suppression of nocturnal pain is “out¬ 
standing.” 13 Maximally effective doses may be given with minimal side 
reactions, and the incidence of unwanted anticholinergic effects is negligible. 3,7 ' 14 



no matter what the ulcer theory...the fact is that 

Robinul 

(glycopyrrolate) 

promotes the essential ulcer-healing environment 
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Hohiniil 

(glycopyrrolate) 

promotes the 
essential ulcer-liealing 
environ m ent 

Indications: In addition to its primary indica¬ 
tions for duodenal and gastric ulcer, Robinul (gly- 
copyrrolate) is indicated for other GI conditions 
that may benefit from anticholinergic therapy, 
Robinul-PH Forte (glycopyrrolate 2 mg. with 
phenobarbital) is indicated when these situations 
are complicated by mild anxiety and tension. 
Contraindications: Glaucoma, urinary bladder 
neck obstruction, pyloric obstruction, stenosis with 
significant gastric retention, prostatic hypertrophy, 
duodenal obstruction, cardiospasm (megaesopha¬ 
gus), and achalasia of the esophagus, and in the 
case of Robinul-PII Forte, sensitivity to pheno¬ 
barbital. 

Precautions: Administer with caution in the pres¬ 
ence of incipient glaucoma. 

Adverse Reactions: Dryness of the mouth, 
blurred vision, urinary difficulties, and constipa¬ 
tion are rarely troublesome and may generally be 
controlled by reduction of dosage. Other side ef¬ 
fects associated with the use of anticholinergic 
drugs include tachycardia, palpitation, dilatation 
of the pupil, increased ocular tension, weakness, 
nausea, vomiting, headache, dizziness, drowsiness, 
and rash. 

Dosage: Dosage should be adjusted according to 
individual patient response. Average and maxi¬ 
mum recommended dose is 1 tablet 3 times a day: 
in the a.m., early p.m., and at bedtime. See 'prod¬ 
uct literature jor full prescribing information. 
Supply: Robinul (glycopyrrolate 1 mg.); Robinul 
Forte (glycopyrrolate 2 mg.); Robinul-PII (glyco¬ 
pyrrolate 1 mg.) with phenobarbital 16.2 mg. 
(Warning: May be habit-forming); Robinul-PH 
Forte (glycopyrrolate 2 mg.) with phenobarbital 
16.2 mg. (Warning: May be habit-forming.) In 
bottles of 100 and 500 scored tablets. 

References: 1. Jones, F. A., and Gummer, J. W. P.: 
Clinical gastroenterology, Springfield, Ill., Charles C 
Thomas, 1960, pp. 322-3. 2. Bockus, H. L.: Gastroenter* 
ology, 2nd ed., vol. I, Philadelphia, Saunders, 1963, p. 
468. 3. Sun, D. C. H.: Ann NY Acad Sci 99:153 (Feb. 
28) 1962. 4. Moore, V. A.: Postgrad Med 38:216 (Sept.) 
1965. 5. Dragstedt, L. R., Woodward, E. R., Storer, 
E. H., Oberhelman, H. A., Jr., and Smith, C. A.: Ann 
Surg 132:626 (Oct.) 1950. 6. Posey, E. L., Jr., Smith, P. f 
Turner, C., and Aldridge, J.: Amer J Dig Dis 10:399 
(May) 1965. 7. Lamphier, T. A., Siegel, L., and Goldberg, 
R. I.: Amer J Gastroent 37:551 (May) 1962. 8. Kasich, 
A. M., and Fein, H. D.: Ibid 39:61 (Jan.) 1963. 9. Ep- 
stein, J. H.: Ibid 37:295 (Mar.) 1962. 10. Moeller, 
H. C.: Ann NY Acad Sci 99:158 (Feb. 28) 1962. 

11. Slanger, A.: J New Drugs 2:215 (Jul.-Aug.) 1962. 

12. Barman, M. L., and Larson, R. K.: Amer J Med 
Sci 246:325 (Sept.) 1963. 13. Shutkin, M. W.: Amer J 
Gastroent 38:682 (Dec.) 1962. 14. Fleshier, B.: J New 
Drugs2:211 (Jul.-Aug.) 1962. A. H. ROBINS CO., INC. 

Richmond, Virginia 


Right there 
where he’s needed 



...due to 

LEPTIN0B 


Improvement of mental alertness and aware¬ 
ness in the management of the senility syndrome 
requires a comforting environment, a stimulating 
dietary regimen and concomitant drug therapy. 
LEPTINOLis a non-addictive stimulant which 
is a useful adjunct in elevating the mood of the 
elderly patient who displays apathy, mental con¬ 
fusion or memory lapses. 

LEPTINOL" is a combination of pentylenet¬ 
etrazol, niacin, thiamin and ascorbic acid which 
acts as a central nervous stimulant and which 
exerts its primary effect on the mid-brain and the 
medullary center. LEPTINOL® may be pre¬ 
scribed for patients with mild hypertension or 
other organic diseases. 

Each LEPTINOL® bi-layer tablet contains: PENTYL¬ 
ENETETRAZOL, 100 mg., NIACIN, 50 mg., THIAMINE 
HYDROCHLORIDE, 1 mg., ASCORBIC ACID, 20 mg. 
DOSE one or two tablets, 3 times daily. 

Side Effects: overdosage may produce tremor, convulsions 
or respiratory paralysis. 

Caution should be taken when treating patients with a low 
convulsive threshold. Patients should be warned not to exceed 
recommended dose which offers maximum effectiveness. 


Write for detailed literature and 
starter LEPTINOL® doses. 

THE VALE CHEMICAL COMPANY, INC. 

Pharmaceuticals 
Allentown, Pennsylvania 
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MEDICAL 


JOHN SARGEANT 




EXECUTIVE SECRETARY 


Executive Committee, July 21 

1. Information was received that the Uni¬ 
versity of Maryland School of Medicine is con¬ 
ducting a survey to ascertain what general 
medical facilities are needed for the care of 
stroke patients. 

2. Information was received that the 
Aetna Insurance Company will reverse its 
earlier policy and will make payments to 
hospitals for professional services rendered 
and billed through this medium. 

3. Information was received that a represen¬ 
tative from the U.S. Senate Subcommittee on 
Monopoly and Antitrust is seeking information 
on physicians who are “fronting” for lay labora¬ 
tories, and those who have arrangements where¬ 
by they may profit from the services of these 
laboratories. 

4. Legal counsel has advised that it is 
legal for a physician to accept a promissory 
note from a patient and give the patient a 
receipted bill in order for him to collect 
from the Medicare fiscal intermediary. Such 
promissory note should be included as a 
cash receipt for income tax purposes. 


5. Authorization was granted for the pay¬ 
ment of the expenses of the Faculty’s arbitrators 
in the Crisfield Hospital dispute. 

6. The Executive Secretary was author¬ 
ized to make contacts in connection with 
selecting a Journal editor for recommenda¬ 
tion to Council. 

7. The Faculty will notify the Social Action 
Committee, Maryland Chapter. National Asso¬ 
ciation of Social Workers, of its interest in and 
willingness to assist with activities pertaining 
to medical matters. 

8. A communication was received from 
the Erie County, NY,Medical Society sug¬ 
gesting that contact be made with con¬ 
gressmen with recommendations for amend¬ 
ing the law pertaining to Title XIX pro¬ 
grams. No action is to be taken. 

9. A letter is to be sent to the State Board 
of Health and Mental Hygiene and the State 
Department of Health, Education and Welfare 
expressing concern over the development of a 
Title XIX program in Maryland without con¬ 
sultation with the Advisory Council on Medical 
Care or the Faculty. 


AMERICAN AMBULANCE & OXYGEN SERVICE 

Radio Dispatched From All Sections of Metropolitan Baltimore 
DAY & NIGHT—24-Hour Service 

Distributors for BENNETT Pressure Breathing Therapy Units for Home Use 

Sales and Rentals 

NOTE: As of July 1, we will take care of all MEDICARE patients for Ambulance Serv¬ 
ice and Home Oxygen rentals, when prescribed by a physician. 

LExington 9-6322 

1259 E. North Avenue Baltimore, Md. 21202 
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Dependability and Organized Responsibility 




Exclusively in Maryland 


FUR DESIGNS 
APPROVED BY 
WORLD-FAMED 


©leg 

(sassint 




225 N. HOWARD ST. 

Baltimore, Md. 21201 

MARYLAND'S OLDEST 
AND LARGEST FURRIER 


MERCEDES-BENZ 

Proudly Announces The Showing 

Of the New 250 S & 250 SE 


MERCEDES-BENZ 


Baltimore's only Authorized Dealer 
for Sales , Service and Parts 

R. & H. Motors, Inc. 


4810 Belair Rd. 


426-9200 


Baltimore, Md. 2I20& 


Specializing in the 
fitting of shoes 
for proper foot function 
and comfort 

ACCURATE PRESCRIPTION WORK 

ZJMMERMANN’S 

COMFORTABLE SHOES 
227 W. Saratoga St. Baltimore, Md. 21201 

STORE HOURS 

Monday, Tuesday, Wednesday, Friday 
and Saturday . . .9:30 A.M. to 5:15 P.M. 
Thursday . . . 9:30 A.M. to 8:30 P.M. 



Contemplating 
A Diamond? 


If you are, ACT NOW. Fine diamonds 
are not only scarce, but steadily increas¬ 
ing in cost. 

\\ T e are maintaining our OLD prices on 
the present stock, on both unset and 
mounted diamonds. 




CAPLAN 




231 N. Howard St., Baltimore (MU 5-8800) 
Tidewater Inn, Easton, Md. (TA 2-1553) 
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EXECUTIVE SECRETARY’S NEWSLETTER 


TRAFFIC 

SAFETY 

SEMINAR 


MEDICAL 

ETHICS 

PROGRAM 


DISPOSABLE 

HYPODERMIC 

NEEDLES 


DRUG 

SAMPLES 


NEWS 

NOTES 


September, 1 966 


Reminder: All-day Seminar on the Medical 

Aspects of Traffic Safety is scheduled for 
Wednesday, October 12, 1966. Programs are 
being sent to all members. Send your reser¬ 
vation in early. 

An all-day session on Medical Ethics has also 
been scheduled for Saturday, October 15, at the 
Med-Chi Building. Primarily aimed at residents 
and interns who obtain very little of this during 
their student days, the sessions are open to all 
members . 

Topics will range from "The Ethical, Legal and 
Moral Responsibilities" of physicians to a panel 
which will discuss "On Entering Practice." 

More details to all members shortly. 

Complaints are being received in the Faculty 
office that some children are obtaining disposable 
hypodermic syringes from the trash receptacles 
which physicians have placed out for collection. 

Physicians are urged to effectively destroy such 
syringes before placing them in the refuse so they 
may cause no harm through being an "attractive 
nuisance. " 

Physicians are also advised to dispose of surplus 
drug samples by flushing them down the drain; or 
arranging for their pickup through the Woman's 
Auxiliary representative in their area. The 
Auxiliary has a project where surplus drugs are 
collected for eventual shipment to South Viet Nam 
and other areas throughout the world. 

Jacob H. Conn, M.D., has been elected North 
American Vice President in the Section of Clinical 
Hypnosis of the Pan American Medical Association. 

New Fellows of the American College of Physi¬ 
cians include Samuel P. Scalia, Robert B. 
Rutherford, F. Fred Ruzicka, Sr., and Adam 
F. Szczypinski, all of Baltimore. 





NEWS 


NEWS 

NOTES 

( cont'd) 

Newly elected officers of the Maryland Tubercu¬ 
losis Association are: William K. C. Morgan, 
President; David Marine, Vice-President; C. 

Murray Wylie, S ecretary-Treasurer; Mary Ellen 
Avery and Milton B. Kress, both to the Execu¬ 
tive Committee; and John E. Miller, local 
Councilor. 

The Maryland Association of Private Practicing 
Psychiatrists include as officers: Theodore M. 

Feldberg, President; Michael J. Bisco, Vice- 
President; R. Taylor King, Secretary- 
Treasurer; and John G, Brickner and Dr. 
Feldberg as Counselors to the Maryland 
Psychiatric Society. 

SCHOLARSHIPS 

IN 

MEDICINE 

Ten State Senatorial Scholarships at the Univer¬ 
sity of Maryland Medical School have been 
awarded to Maryland residents, the first since the 
recommendation of the Governor’s Commission to 
Study the Shortage of GP's was adopted by the 
1965 General Assembly. 

One condition to the award is that the recipient 
must agree to serve for three years as a 
general practitioner in an area of medical need 
in this state. 

DRUG ADDICTION 

REPORT 

AVAILABLE 

The Maryland Commission to Study Problems of 
Drug Addiction's interim report includes a 
summarization of the drug abuse problem, 
Maryland's drug laws and a series of recommen¬ 
dations for a program to combat drug abuse. 

This report is available by request from Mr. 
Gerald Siegel, Chairman, Maryland Commission 
to Study Problems of Drug Addiction, Room 

608, State Office Building, 301 W. Preston St., 
Baltimore, Maryland 21201. 

PERSONALITIES 

William H. Mosberg, Jr., M.D., Baltimore, 
has been designated as an official representative 
of the AMA to the All-Indian Medical Conference 
to be held in Dhanbad (Bihar), December 28- 
30, 1966. 




w, do so 

many DOCTORS 

choose MERCANTILE-SAFE? 


Many physicians make Mercantile-Safe 
Deposit their bank, because we offer 
full-range bank and trust services . . . 
because we offer personal services that 
save busy doctors time, trouble and 
worry in handling their financial affairs. 
Here are just a few of our many services 
that are of particular value to doctors: 

• MERCANTILE-MEDAC 

a fully-automated 
record keeping and 
billing system for 
doctors. 

• PRESTIGE CHECKING 
ACCOUNTS 

with computer accuracy 
and speed of processing. 

• ESTATE PLANNING 

to assure heirs the 
fullest benefits 
from estates. 

• AGENCY ACCOUNTS 

to save time and 
worry in handling 
of investments. 

• EXECUTOR and TRUSTEE 

of estates ... and 
services of the State’s 
largest Trust Division. 



MAKE MERCANTILE-SAFE 
YOUR BANK! 



Banking Locations: CALVERT 8 . REDWOOD STREETS 

CHARLES «. CHASE STREETS • TOWSON BANK 8 . DRIVE-IN 
TIMONIUM BANK S. DRIVE-IN • COCKEVSVILLE-SHAWAN 
Trust Division: 13 SOUTH STREET 


To Serve You Better 

The MURRAY-BAUMGARTNER, Surgical In- 
strument Company moved the week of Sep¬ 
tember 5th into spacious, expanded quarters 
especially designed for your convenience 
and for the most efficient service, 

We thank you—our customers—for our con¬ 
tinued success since 1920 and we invite 
you to visit us in our beautiful new building. 
You’ll find it easy to reach, away from down¬ 
town congestion, and perfectly planned and 
constructed to continue and improve our 
merchandise displays, and our service to you, 

Just minutes away from downtown, our new 
building is on Gwynns Falls Parkway, opposite 
Mondawmin Shopping Center—on or near 
principal thoroughfares in every direction- 
plenty of Free Parking. 

MARYLAND’S HOUSE OF SERVICE 



SURGICAL INSTRUMENT CO., INC. 

2501 Gwynns Falls Pkwy. • Baltimore, Md. 21216 
Phone 669-9300 

Serving the Medical Profession for Almost Half a Century 
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Norinyl,, 

(norethindrone 2 mg. c mestranol %/ 0.1 mg.) 


for multiple contraceptive action that has 
produced a record of unexcelled effectiveness 



no unplanned pregnancies 

Norinyl provides multiple action for 
maximum assurance of success. It does 
not depend on ovulation inhibition 
alone for contraceptive effectiveness. 
The mechanism of action of combined 
hormonal therapy results in ovulation 
inhibition reinforced by other protec¬ 
tive mechanisms, including a hostile 
cervical mucus 1 ' 13 and an acceleration 
of endometrial changes . 1 ' 3 > 7 ' 16 With 
Norinyl, no unplanned pregnancies 
have been reported to date when used 
as directed. 


inhibition of ovulation by means of 
2 time-proved hormonal agents 

production of a cervical mucus hostile to 
sperm motility and vitality 

creation of an endometrium unreceptive 
to egg implantation 
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plus important supportive 
benefits that help her through 
those critical early months 
of oral contraception 


low incidence of side effects 

Low incidence of BTB and spot¬ 
ting, nausea and amenorrhea 
tends to minimize side effect 
problems and increases patient 
cooperation. 

no confusion about dosage 

An unbreakable “confusionproof” 
package makes it easy to adhere 
to prescribed dosage schedule: in¬ 
dividually sealed tablets numbered 
from 1 through 20 plus monthly 
calendar record enables patient 
to double-check dosage intake by 
day and corresponding tablet num- 



Contraindications: Thrombophlebitis or pul¬ 
monary embolism (current or past). Exist¬ 
ing evidence does not support a causal 
relationship between use of Norinyl and 
development of thromboembolism. While 
a study which was conducted does not 
resolve definitively the possible etiologic 
relationship between progestational agents 
and intravascular clotting, it tends to con¬ 


firm the findings of the Ad Hoc Advisory 
Committee appointed by the Food and 
Drug Administration to review this possi¬ 
bility. Cardiac, renal or hepatic dysfunc¬ 
tion. Carcinoma of the breast or genital 
tract. Patients with a history of psychic 
depression should be carefully studied and 
the drug discontinued if depression recurs 
to marked degree. Patients with a history 
of cerebral vascular accident. 

Warning: Discontinue medication pending 
examination if there is sudden partial or 
complete loss of vision, or if there is a 
sudden onset of proptosis, diplopia or mi¬ 
graine. If examination reveals papilledema 
or retinal vascular lesions, medication 
should be withdrawn. 

Precautions: By May 1963, experience with 
norethindrone 2 mg.—mestranol 0.1 mg. 
had extended over 24 months. Through 
miscalculation, omission or error in taking 
the recommended dosage of Norinyl, preg¬ 
nancy may result. If regular menses fail 
to appear and treatment schedule has 
not been adhered to, or if patient misses 
two menstrual periods, possibility of preg¬ 
nancy should be resolved before resuming 
Norinyl. If pregnancy is established, 
Norinyl should be discontinued during 
period of gestation since virilization of the 
female fetus has been reported with oral 
use of progestational agents or estrogen. 
When lactation is desired, withhold 
Norinyl until nursing needs are established. 
Existing uterine fibroids may increase in 
size. In metabolic or endocrine disorders, 
careful clinical preevaluation is indicated. 
A few patients without evidence of hyper¬ 
thyroidism had elevated serum protein- 
bound iodine levels, which in the light of 
present knowledge, does not necessarily 
imply hyperthyroidism. Protein-bound 
iodine increased following estrogen admin¬ 
istration. Bromsulphalein retention has oc¬ 
curred in up to 25% of patients without 
evidence of hepatic dysfunction. Studies 
from 24-hour urine collections have 
shown an increase in aldosterone and 17- 


ketosteroids and decrease in 17-hydroxy- 
corticoid levels. Thus, Norinyl should be 
discontinued prior to and during thyroid, 
liver or adrenal function tests. Because 
progestational agents may cause fluid re¬ 
tention, conditions such as epilepsy, 
migraine and asthma require careful obser¬ 
vation. Thus far no deleterious effect on 
pituitary, ovarian or adrenal function has 
been noted; however, long-range possible 
effect on these and other organs must 
await more prolonged observation. 
Norinyl should be used with caution in 
patients with bone, renal or any disease in¬ 
volving calcium or phosphorus metabolism. 
Side Effects: Intermenstrual bleeding; 
amenorrhea; symptoms resembling early 
pregnancy, such as nausea, breast engorge¬ 
ment or enlargement, chloasma and minor 
degree of fluid retention (if these should 
occur and patient has not strictly adhered 
to medication plan, she should be tested 
for pregnancy); weight gain; subjective 
complaints such as headache, dizziness, 
nervousness, irritability; in a few patients 
libido was increased. In a total of 3,090 
patients, 2.2% discontinued medication be¬ 
cause of nausea. 

NOTE: See sections on contraindications 
and precautions for possible side effects 
on other organ systems. 

Dosage and Administration: One Norinyl 
tablet orally for 20 days, commencing on 
day 5 through and including day 24 of the 
menstrual cycle. (Day 1 is the first day of 
menstrual bleeding.) 

Availability: Dispensers of 20 and 60 tab¬ 
lets; bottles of 100. 

References: 1 . Council on Drugs. JAMA 187:664 (Feb. 
29) 1964. 2. Brvans, F. E.: Canad Med Ass J 92:287 
(Feb. 6) 1965. 3. Goldzieher, J. W.: Med Clin N Amer 
48:529 (Mar.) 1964. 4 . Cohen, M. R.: Paper presented 
at Symposium on Low-Dosage Oral Contraception, Palo 
Alto, Calif., July 15, 1965. Reported in Med Sci 16:26 
(Nov.) 1965. 5 . Hammond, D. 0.: Ibid. 6 . Rice-Wray, E., 
Goldzieher, J. W., and Aranda-Rosell, A.: Fertil Steril 
14:402 (Jul.-Aug.) 1963. 7 . Goldzieher, J. W., Moses, 
L. E„ and Ellis, L. T.: JAMA 180:359 (May 5) 1962. 
8 . Kempers, R. D.: GP 29:88 (Jan.) 1964. 9 . Tyler, E.T.: 
JAMA 187:562 (Feb. 22) 1964. 10 . Rudel, H. W., Mar- 
tinez-Manautou, J., and Maqueo-Topete, M.: Fertil Steril 
16:158 (Mar.-Apr.) 1965. It. Flowers, C. E., Jr.: N 
Carolina Med J 25:139 (Apr.) 1964. 12 . Goldzieher, J. 
W.: Appl Ther 6:503 (June) 1964. 13. The Control of 
Fertility. Report adopted by the Committee on Human 
Reproduction of the American Medical Association. JAM A 
194:462 (Oct. 25) 1965. 14 . Flowers, C. E., Jr.: JAMA 
188:1115 (June 29) 1964. 15 . Merritt. R. I.: Appl Ther 
6:427 (May) 1964. 16 . Newland, D. O.: Paper presented 
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norethindrone—an original steroid from 

SYNTEXE3 

LABORATORIES INC PALO ALTO. CALIF 



for multiple contraceptive action 


September, 1966 


27 
















good reason 
to select 

Ilosone* 

Erythromycin Estolate 

for bacterial 
infections 
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two to four times 
the therapeutic 
activity of other 
erythromycins 


CONTRAINDICATIONS: Ilosone is contraindicated in patients with a known history of sensitivity 
to this drug and in those with preexisting liver disease or dysfunction. 

SIDE-EFFECTS: Even though ilosone is the most active oral form of erythromycin, the incidence 
of side-effects is low. Infrequent cases of drug idiosyncrasy, manifested by a form of intrahe- 
patic cholestatic jaundice, have been reported. There have been no known fatal or definite resid¬ 
ual effects. Gastro-intestinal disturbances not associated with hepatic effects are observed in a 
small proportion of patients as a result of a local stimulating action of Ilosone on the alimentary 
tract. Although allergic manifestations are uncommon with the use of erythromycin, there 
have been occasional reports of urticaria, skin eruptions, and, on rare occasions, anaphylaxis. 

DOSAGE: Children under 25 pounds—5 mg. per pound of body weight every six hours. Children 
25 to 50 pounds— 125 mg. every six hours. Adults and children over 50 pounds— 250 mg. every 
six hours. For severe infections, these dosages may be doubled. 

Available in Pulvules®, suspension, drops, and chewable tablets. Ilosone Chewable tablets 
should be chewed or crushed and swallowed with water. 


Additional information available to physicians upon request. 
Eli Lilly and Company, Indianapolis, Indiana 46206. 
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Surgical Considerations in 
Gastrointestinal Bleeding 


KARL F. MECH . MD 
Assistant Professor of Surgery, 

University of Maryland School of 
Medicine; Chairman, Department 
of Surgery, St. Agnes Hospital 

This presentation is in no way intended as a 
surgical discourse or treatise, but as an opportu¬ 
nity for me as a surgeon and you in the many 
branches of medicine to quietly discuss some mat¬ 
ters of common interest. I feel no hesitation in 
taking up your time at this meeting to discuss this 
commonplace subject because of its frequency 
and importance and because it can be so elusive 
of diagnosis and so difficult to manage. 

At the outset, I would like to state that no 
distinction can be made between “medical” or 
“surgical” gastrointestinal tract bleeding, and 
hospital admissions are properly made on either 
sendee. I hope to point out the value in many 
instances of joint management or at least con¬ 
sultative care by both medical man and surgeon. 

I shall not argue the semantics of bleeding 
versus hemorrhage. The dramatic occurrence of 
the vomiting of blood or of the grossly bloody 

Presented April 30, 1966, at the Bermuda Cruise 
Convention of the Medical and Chirurgical Faculty of 
the State of Maryland. 


A myriad of conditions can cause major or 
minor bleeding from the gastrointestinal tract. 
Some are extremely serious, others relatively 
unimportant. Investigation of the patient’s 
blood coagulating mechanism, proper diagno¬ 
sis of site and cause of bleeding, and blood 
replacement before operation are of major 
importance. Good liaison between surgeon 
and medical man will pay dividends in many 
cases. 

Appropriate surgery at opportune times will 
be indicated and often be lifesaving. The 
surgery for any particular portion of the 
gastrointestinal tract should be available when¬ 
ever this condition exists. With good man¬ 
agement, an acceptable surgical risk patient 
can be assured of good prognosis even in the 
face of life endangering bleeding. A plea is 
made for decision to operate before the blood 
is exhausted, patient debilitated, or other 
complications intervene. Choice of surgical 
procedure is discussed, and certain of these 
are recommended for specific conditions. 
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stool or tarry stool demands immediate attention. 
On the other hand, it must be conceded that often 
the microscopic or chemically detected melena 
may be even more important in early diagnosis 
and treatment of a still operable and curable ma¬ 
lignancy, such as an ampullary carcinoma or a 
nonobstructive tumor of the bowel. Unexplained 
anemia may be the only clinical evidence of a 
carcinoma of the cecum, and proper investigation 
of this slow bleeding may lead to the important 
diagnosis. 

The discovery of gastrointestinal tract bleeding 
does not necessarily dictate surgical intervention. 
Proper evaluation of the condition by the therapy 
team may indicate the wisdom of careful non¬ 
operative management or early or delayed sur¬ 
gery. Much can be gained by adding the diagnos¬ 
tic acumen and treatment regimen of the medical 
therapist to that of the surgeon. 

Diagnosis is of prime importance. The frustra¬ 
tion and chagrin of the surgeon who conducts a 
surgical exploration of the gastrointestinal tract 
that is the site of massive hemorrhage without 
finding the site or cause, is known only to those 
of us caught in this predicament. Some authori¬ 
ties cite a figure as high as 20% for these frus¬ 
trating cases even when the bleeding is known to 
be above the ligament of Treitz. 

Nothing is more profoundly distressing to the 
surgeon than failure of the coagulation mechanism 
in a patient with gastrointestinal tract bleeding. 
Every effort must be made by history and first 
examination of the bleeding patient to determine 
that the platelet count, liver function, prothrombin 
time, and other factors in his coagulation mechan¬ 
ism are normal. In these investigations the knowl¬ 
edge of the hematologist, internist, or medical 
practitioner may save the patient and the surgeon 
needless or dangerous surgery. I want to stress 
again the infinite help given by a careful history 
if this is available from patient or family. Dis¬ 
covery of any one of numerous medical or hema¬ 
tologic conditions producing hemorrhage may rel¬ 
egate the case immediately to a nonoperative 
category. 

The next major concern is to determine as 
accurately and quickly as possible the site and 
source of the bleeding. Investigation of this is 
carried out while the patient is being supported 
by fluids and blood transfusions. Dr. John Stew¬ 


art, of the University of Buffalo, and many 
others have developed elaborate programs for 
studying serious gastrointestinal bleeders with 
blood volume determinations, esophagoscopy, 
emergency gastrointestinal series, radioisotope 
tagging of cells, and miscellaneous other tests. 
Some simple but valuable aids, such as the passage 
of a simple nasogastric tube, may help establish 
the level of bleeding. The Saenstaken-Blakemore 
tube may be used to advantage. 

The esophagus is a most interesting organ, 
which frequently is the site of bleeding. The sub¬ 
ject of carcinoma with penetration and perfora¬ 
tion of a major thoracic vessel is too great to be 
elaborated here. The diagnosis is often obvious 
or already known to the patient and doctor from 
previous studies of dysphagia. Such hemorrhages 
are all too often lethal before anything can be 
done. 

The tremendous exsanguinating hemorrhages 
of ruptured varices resulting from portal hyper¬ 
tension are sad but frequent occurrences. I have 
the impression that with the increase in alcoholism 
we are witnessing, the incidence of this dreadful 
consequence is on the increase. The immediate 
control of bleeding from the ruptured varices by 
the use of the Saenstaken-Blakemore tube is a 
lifesaving measure. In most case, however, this 
is only a temporary expedient, and some more 
definitive measure must be taken to alleviate the 
portal hypertension that is the background for 
the bleeding. 

Numerous operations such as the ligation of the 
varices, partial gastrectomy, transsection of the 
stomach have had their day. The results of these 
procedures are so poor that it has been determined 
that the only effective treatment is a direct attack 
on the portal venous system. The services of a 
general surgeon or a vascular surgeon familiar 
with these procedures are essential. The recom¬ 
mended routine is to control the hemorrhage with 
the Saenstaken-Blakemore tube, which allows some 
hours to replace the blood volume by transfusion 
and fluids, digitalize if necessary, and otherwise 
prepare for an urgent or emergent surgical pro¬ 
cedure. The choice of splenorenal or portocaval 
shunt lies with the operating surgeon. Most au¬ 
thorities prefer a routine portocaval shunt, that is 
anastomosis of portal vein to inferior vena cava. 
While the morbidity and mortality are still disap- 
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pointmgly high, the results are much better than 
with any other form of management. Results 
improve with experience, choice of procedure, and 
general management, so this is the recommended 
course, aggressive as it may seem. 

Ulceration in the pouch of a diaphragmatic 
hernia may be the source of severe bleeding. The 
technical control of this at operation may be dif¬ 
ficult, but this is the procedure of choice since 
recurrent hemorrhage is very likely. 

In the Mallory-Weiss syndrome, bleeding fol¬ 
low's severe retching and vomiting, although this 
does not often demand surgical intervention. 

The stomach often is the site of massive hemor¬ 
rhage. Vomiting of large clots of blood after a 
period of nausea points to bleeding from this 
source. Emergency x-rays of the gastrointestinal 
tract may point out the diagnosis, although the 
presence of clots may make interpretation difficult. 

Benign conditions such as aspirin ingestion, 
inflammation, telangiectases, benign tumors, or 
gastritis may cause bleeding and occasionally 
demand urgent surgical care, although many of 
these can be handled without operation or be cor¬ 
rected later. 

Peptic ulceration of the stomach is the most 
frequent cause of massive hemorrhage. Without 
biopsy, differentiation from cancer may be difficult. 
Polypoid carcinoma or massive infiltrative cancers 
may bleed, but this is much less frequent than 
peptic ulceration. 

In bleeding from the stomach and duodenum, 
a number of factors must be considered. Age of 
patient, severity of hemorrhage, availability of 
blood, odd blood types, or the general condition 
of the patient may dictate early surgical interven¬ 
tion rather than persist too long with cold lavage, 
small transfusions, and general support in the 
face of continuing hemorrhage. It is sad to be 
called upon to perform major surgery on a patient 
almost in extremis, with scarce blood replacement 
almost exhausted, with blood matching difficulties, 
with continuing hemorrhage. Mortality and mor¬ 
bidity increase alarmingly in such cases. 

Acute or severe chronic hypertrophic gastritis 
may cause bleeding but often do not require 
operation. 

The most frequent cause of gastrointestinal 
tract bleeding demanding surgical intervention is 
peptic ulceration of the duodenum. The tremen¬ 


dous frequency of this ailment accounts for this 
complication. History and physical examination, 
vomiting of clots, bright blood in the nasogastric 
tube, and emergency x-rays often make the diag¬ 
nosis evident. In the young patient, active conser¬ 
vative care may control the emergency without 
surgery; however, in many cases, active consulta¬ 
tion between medical man and surgeon will bring 
the case to corrective surgery before the ridiculous 
level of 15 to 20 pints of blood transfusions has 
been reached. 

The choice of operative procedure varies with 
the surgeon, with proper consideration of history, 
age, general condition, and associated conditions. 
At surgery, the stomach and duodenum are opened 
and the abnormality verified. It is essential that 
the bleeding vessel be controlled by transfixing it 
with a nonabsorbable suture, usually silk, but more 
must be done to prevent recurrence of the bleed¬ 
ing. The time-honored procedure of subtotal gas¬ 
tric resection is still valuable and reliable, and 
the older surgeons still lean toward this. The 
trend today, however, is to ligate the bleeding ves¬ 
sel and then perform a drainage operation, such 
as a pyloroplasty, using the gastroduodenotomy 
incision, and performing a vagus nerve section at 
the same time. This affords definitive treatment 
of the ulcer diathesis while avoiding the longer 
operation for the patient whose condition is 
precarious and also avoiding the infrequent but 
annoying sequelae of gastrectomy. 

The gastric freezing procedures have had only 
limited acceptance by the surgical specialists, so 
these will not be discussed. 

I cannot pass over this region without mention¬ 
ing an infrequent but interesting entity: carcinoma 
of the ampulla of Vater. The presence of occult 
blood in the stool and a faint tinge of jaundice 
may give away the diagnosis. The extensive 
operation of pancreaticoduodenectomy (the Whip¬ 
ple procedure) has been effective in salvaging a 
fair number of these patients. 

Benign tumors and diverticuli rarely produce 
bleeding. 

Bleeding from the jejunoileum is not a common 
finding, but when it does occur, it may be severe 
and dramatic. In children, especially, a most fre¬ 
quent cause of severe rectal bleeding is bleeding 
from a Meckel’s diverticulum. This may be of 
life-endangering proportions and require emer- 
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gency surgery with removal of the diverticulum 
by resection. Diverticuli, polyps, leiomyomas, 
benign ulceration, or the very rare malignancy 
may cause gastrointestinal hemorrhage and 
should receive appropriate treatment. 

A source of occult bleeding rather than major 
hemorrhage, yet causing severe anemia, often 
obscure and overlooked for months, is carcinoma 
of the cecum. These large growths rarely obstruct 
and so may grow large and bleed for a long time 
before they are detected. A high degree of sus¬ 
picion and careful x-ray inspection of the cecum 
will help diagnose these so appropriate surgery 
can be performed. In this condition, the terminal 
ileum, cecum, ascending colon, and transverse 
colon to the middle colic artery, together with the 
mesocolon, are removed. A worthwhile salvage is 
obtained in many cases. 

Benign growths of the large bowel often cause 
bleeding and should be diagnosed and treated. 
Lipomas may occasionally do this, but the most 
frequent are polyps, both benign and malignant, 
occurring throughout the colon. Bleeding sometimes 
is profuse. Sigmoidoscopy, barium enema, and air 
contrast enema usually confirm this diagnosis. 
Any of these polyps may be malignant, so all 
should be removed surgically with subtotal colec¬ 
tomy often indicated. If the bleeding is severe or 
protracted, we may be forced to explore without 
knowledge of the exact location of the bleeding 
point. Visualization of the bowel lumen during 
operation by means of the sterile sigmoidoscope 
may help to reveal the bleeding polyp and perhaps 
other polyps not otherwise suspected. 

Another frequent cause of rectal bleeding, oc¬ 
casionally in large amounts, is diverticulitis. This 
condition can produce a considerable hemorrhage, 
often without recurrence; or bleeding may recur 
in some cases. Symptomatic cases may require 
resection for final cure. 

The most frequent and urgently important 
lesion causing severe recurrent bleeding from the 
colon is carcinoma. In the transverse descending 
and sigmoid colon, the napkin-ring type of annular 
constricting carcinoma will bleed many times long 
before the ultimate intestinal obstruction occurs. 
Therefore, all cases of bright bleeding, brisk or 
of small volume, demand thorough investigation 
and early surgical intervention. Appropriate wide 
resection of bowel and mesocolon so as to insure 


removal of all lymphatics gives a fine prognosis 
in many of these cases. Delay in surgery due 
to patient neglect to report rectal bleeding, or 
delay by the physician for any reason past a short 
interval, is inexcusable in this enlightened day. 

The medical conditions of the large bowel, com¬ 
prising the colitis group, are usually well managed 
with diet, medication, including the corticosteroids, 
reassurance, and mental help. Occasionally one 
sees the fulminating case with 18-30 grossly 
bloody stools per day. Unless surgery is done 
relatively early, one is likely to find himself with 
a severely depleted patient in precarious general 
condition requiring massive emergency surgery. 
Early ileostomy with wide resection is necessary 
in these cases. 

Rectal carcinoma is one of the most frequent 
sources of bright blood from the rectum. Nearly 
all of these cases can be diagnosed by a simple 
digital rectal examination. It is absolutely inex¬ 
cusable to fail to do this examination routinely. 
Biopsy by sigmoidoscope makes the diagnosis cer¬ 
tain. While some surgeons have performed low 
anterior resection, the principles of en bloc resec¬ 
tion with blood and lymphatic drainage resection 
requires abdominoperineal resection. Results in 
the operable cases are surprisingly good. 

A word must be said here about the lowly 
hemorrhoids. This condition is the sole cause of 
bleeding at the rectum in many cases, so the 
patient may have an unwarranted reassurance 
sometimes bolstered by the opinion of a physician 
without adequate examination. We err too often 
on the side of inadequate examination when hem¬ 
orrhoids are visible and palpable. My plea is for 
complete examination to rule out other causes of 
bleeding at the rectum before accepting the hemor¬ 
rhoids as the sole cause. When no other condi¬ 
tions are found, a well performed hemorrhoidec¬ 
tomy will correct matters easily. 

11 East Chase Street 
Baltimore, Md. 21202 
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THE TIME IS NOW 


Every minute that your savings aren’t earning Baltimore Federal’s current higher/than/ever divi¬ 
dend, you may be losing money. 

And there s no need .. .you can stop that loss right now 

. . . the minute you open a new savings account or add to your present account. Your savings will 
grow faster than ever and with the same degree of safety. Accounts are insured by the Federal 
Savings & Loan Insurance Corporation and are backed by Baltimore Federal Savings and Loan 
Association’s reserves of over $22,000,000. 

Get the most for your money . . . open your account by the 10th and earn Baltimore Federal’s 
higher/than/ever dividend for the whole month. 


Baltimore Federal Savings and Loan A.ssn. 


Downtown at Fayette and St. Paul Sts. 

Eastpoint Shopping Center 
Reisterstown Road Plaza 



Towson at 7 Alleghany Ave. 

Carney at 9609 Harford Road just above Joppa 
Westminster at 6 East Main Street 
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broad-spectrum performance 
above and beyond the activity 
of ordinary tetracyclines 

MIX TAIMYCIX 

DEMETHYLCHLORTETRACYCLINE 

Effective in a wide range of everyday infections —respiratory, urinary tract and 
others —in the young and aged —the acutely or chronically ill—when the 
offending organisms are tetracycline-sensitive. 

Contraindication — History of hypersensitivity to demethylchlortetracycline. 
Warning— In renal impairment, usual doses may lead to excessive systemic 
accumulation and liver toxicity. Under such conditions, lower than usual doses 
are indicated and, if therapy is prolonged, serum level determinations may be 
advisable. A photodynamic reaction to natural or artificial sunlight has been 
observed. Small amounts of drug and short exposure may produce an exagger¬ 
ated sunburn reaction which may range from erythema to severe skin manifes¬ 
tations. In a smaller proportion, photoallergic reactions have been reported. 
Patients should avoid direct exposure to sunlight and discontinue drug at the 
first evidence of skin discomfort. 

Precautions and Side Effects —Overgrowth of nonsusceptible organisms may 
occur. Constant observation is essential. If new infections appear, appropriate 
measures should be taken. Use of demethylchlortetracycline during tooth devel¬ 
opment (last trimester of pregnancy, neonatal period and early childhood) may 
cause discoloration of the teeth (yellow-grey-brownish). This effect occurs 
mostly during long-term use but has also been observed in short treatment 
courses. In infants, increased intracranial pressure with bulging fontanels has 
been observed. All signs and symptoms have disappeared rapidly upon cessa¬ 
tion of treatment. Side reactions include glossitis, stomatitis, proctitis, nausea, 
diarrhea, vaginitis and dermatitis. If adverse reaction or idiosyncrasy occurs, 
discontinue medication and institute appropriate therapy. Anaphylactoid reac¬ 
tions have been reported. 

Average Adult Daily Dosage: 150 mg q.i.d. or 300 mg b.i.d. Should be given 1 
hour before or 2 hours after meals, since absorption is impaired by the con¬ 
comitant administration of high calcium content drugs, foods and some dairy 
products. 

Capsules: 150 mg; Tablets: film coated, 300 mg, 150 mg, and 75 mg of de¬ 
methylchlortetracycline HCI. 



LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 1 
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No one is called upon more often to help in 
marital problems than the physician, particu¬ 
larly if there is a problem in sexual adjustment. 
Our esteemed position of healer and confidant 
and our knowledge of the human body, its 
functions and frustrations, lead our patients to 
expect assistance from us. Yet our medical 
education generally has not prepared us well 
to fit this particular role, and frequently our own 
bias and sensitivities make such counseling dif¬ 
ficult if not painful. 

Some ideas of how the average physician 
might help his patients are presented, along 
with advice about pitfalls to avoid. 

Jonas R. Rappeport, MD 


SEX IN MARRIAGE COUNSELING 


Recently the medical profession has shown a 
strong interest in sex! That is, from a scientific 
and professional standpoint. It seems a little em¬ 
barrassing, however, when we realize that only 
two or three medical schools in the country, even 
today, actually offer courses in sex. One of the 
reasons that there have not been courses in sex 
previously is that a thorough knowledge of the 
subject was not available, at least not in scientific 
form. All of us have had to learn the hard way, 
by personal experience. Unfortunately, this is a 
dangerous way to learn about sex, particularly if 
we try to apply it to our patients. If we use our 
personal experiences and feelings as a foundation 
for giving supposedly scientific clinical advice, we 
are going to run into trouble, and that is exactly 
what happens. 

We devote a tremendous amount of research 
time to the most minute factors in illness and 
work diligently in the area of preventive medi¬ 
cine. But we have treated sex as if we, the medi- 
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cal profession, were all a bunch of virginal old 
maids. We have been following social custom 
instead of leading medical knowledge. Now we 
are way behind. Whether we like it or not, 
there have been and are terrific social upheavals 
in our culture, and a main area of such change is 
within the area of sexual behavior. These changes 
may be alien to our own personal standards, but 
we must accept what our patients regard as proper 
behavior. 

Twenty or thirty years ago, I doubt if the 
average gynecologic patient would give an honest 
answer to her doctor, even if he dared to ask her 
about her sexual adjustment. The urologists, gyne¬ 
cologists, and other practitioners are being con¬ 
sulted more frequently today by patients with 
problems of sexual adjustment. Are we prepared 
to help any of these patients ? I suspect that many 
of us aren’t, and those who are, have tools which 
are of limited effectiveness. Nevertheless, we must 
use what we have. Havelock Ellis and Richard 
von Krafft-Ebing were followed by Sigmund 
Freud, whose understanding of infantile sexu¬ 
ality did a great deal to bring us out of the 
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hinterlands. The fact that much of what Freud 
discovered was misunderstood and at times mis¬ 
applied was probably due to our not being quite 
ready for it. Today, the work of Lorenz and 
Scott on animals, and Ford, Beach, Mead, Lloyd, 
Masters, Winokur, Lief, and countless others on 
human sexual behavior have opened up the sci¬ 
entific arena to a fuller understanding of this 
basic biological drive. Now we are more ready 
to understand, and we are gaining more knowl¬ 
edge of the physiology, psychology, and sociology 
of sex. 

Today, I shall try to limit my comments to the 
general area of sex in marriage counseling and 
shall try to frame my comments within the con¬ 
text of those situations with which most physi¬ 
cians might come into contact. I shall avoid 
discussing entirely the physiology of sexual be¬ 
havior but shall focus on the psychological aspects. 

Sexual behavior would appear to be the result 
of the learning of group or culture specific pat¬ 
terns. Every society that has been studied seems 
to have its own specific sexual behavior codes, 
which generally serve as a part of the overall 
social and moral code of the community. We are 
so used to our own forms of behavior that we 
tend to define them as “the natural or God-given 
way.” Beach reports that in New Guinea the 
female inferior position of intercourse is called 
“the missionary position.” Among a particular 
Australian native group, when a virginal daughter 
is about to get married, the father calls on his 
best friend to introduce his daughter into the art 
of sexual behavior; and the best friend’s wife 
performs the same function for the bridegroom. 
In some other cultures, adolescent heterosexual 
activity is encouraged, and upon entering mar¬ 
riage, each partner is well experienced. After 
marriage, however, no infidelity is allowed, and 
severe punishment is extracted if caught. Eskimo 
husbands, on the other hand, graciously loan their 
wives to visitors. 

In the United States, we find different stand¬ 
ards of sexual behavior in different socioeconomic 
classes, as well as in persons with different 
ethnic and religious backgrounds. It is difficult 
for middle class people to understand the behavior 
of the lower class male, and even more difficult 
for the female to understand comparable behavior. 
The lower class male is much more sexually 
experienced at marriage, considers masturbation 


unnatural, and is generally unconcerned about the 
female’s sexual needs or pleasures. Preplay is of 
little interest to him, his own satisfaction being 
his primary concern. In contrast is the American 
middle class male, who may be more or less 
inexperienced at marriage, who has used mastur¬ 
bation as a release for years, and who enjoys 
preplay and considers himself a failure if his 
wife doesn’t have an orgasm. Coupled with the 
male’s feelings are the respective desires of the 
female, according to her upbringing. 

One can readily see the problems that might 
arise if a physician attempts to counsel patients 
only from his own experience without some 
thought to and respect for the patient’s own 
standards. Imagine the problems that a couple 
might have on coming from different cultures 
with varied expectations, desires, and limitations. 
Hence, the first and perhaps most important step 
in the evaluation of a marital sexual problem is 
a thorough and adequate history with particular 
emphasis on the sociocultural and religious back¬ 
ground of the couple and how this affects their 
sexual practices. 

A word of caution is indicated here. With our 
current emphasis on sex, people frequently pre¬ 
sent their problem in sexual terms when it really 
isn’t sex at all which is the problem. A woman 
may complain about her husband’s lack of sexual 
interest in her when the truth is that he finds it 
hard to get interested in her because she is a 
“bug” on cleanliness, never comes to bed on time 
because she is still housecleaning, and makes him 
take a shower and shave before she’ll have inter¬ 
course although he likes to go to bed unshaven. 
Or the man complains that his wife is not in¬ 
terested in sex, when the truth is that the only 
time he is interested is when he is “drunk as a 
skunk,” and that is most of the time. These are 
not mainly sexual difficulties. Nevertheless, they 
were presented as such, and they are problems of 
marital discord which require counseling. 
Whether a given physician will want to become 
involved in trying to counsel such couples or not 
will, of course, depend on his time, personal 
inclination, etc. Some of us are particularly 
astute and sensitive to such situations and can do 
an excellent job. Others prefer not to become 
involved, actually aren’t comfortable in such situ¬ 
ations, and are better off referring such patients 
to the various church or community agencies or 
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to a psychiatrist, psychologist, or marriage 
counselor. 

Do you look at your patients when you ask 
about their sexual adjustment, or do you look 
away? Do you ask a negative question “You 
don’t have any problems in your sexual life, do 
you?” If you do these things, then you aren’t 
the one to do sexual counseling. You had best 
examine your feelings before you try. However, 
in the area of true sexual difficulties, there is no 
one who can adequately replace the physician as 
the proper person to help the couple. 

Probably the most common problem brought to 
the physician is not impotence or frigidity but 
a less serious difficulty. The most common is 
probably one which I call sexual incompatibility. 
Fortunately, boys and girls are different in more 
ways than simple anatomy. Males are more gen¬ 
erally aroused by psychological factors, such as 
jokes, stories, pictures, or observation of the 
partially clad or nude body. Females, however, 
seem generally to have little response to such 
stimuli. Instead, they respond more to “love talk” 
and actual physical contact, and then only when 
their mind is free from worry or fatigue. Many 
men cannot conceive of this and feel hurt or 
angry when their wives do not respond to the 
same things which stimulate them. A factual dis¬ 
cussion of this by the physician will frequently 
soothe ruffled feathers. 

The variation in basic sexual tension between 
couples, when misunderstood, can frequently lead 
to feelings of rejection and eventually to hostili¬ 
ties. Generally, the male has a higher and more 
constant sexual tension than the female, whose 
tension is more variable. Each couple has to 
attempt to work this out according to their in¬ 
dividual needs. To call one partner “oversexed” 
and the other “undersexed” is just name-calling. 
If the personalities are reasonably mature, they 
can make a mutual adjustment with help. 

Women often fear being the aggressor in 
sexual activities, even though at times they have 
the urge to. Frequently they have gotten the mes¬ 
sage that their husband can’t accept this. Many 
males, however, would like to be fairly passive 
on occasion, and such temporary role reversals 
can lead to extremely pleasurable experiences. 
The physician can perform a great service by 
helping a couple increase their communication 
about their sexual desires and needs. 


The sociologists tell us we are a matriarchal 
society. Passive-dependent, sexually inadequate 
males pose a real therapeutic problem. Such a 
man has been so inculcated in the cult of mom- 
mism that he is afraid to be aggressive in bed. 
He always waits for his wife to make the over¬ 
tures, his feelings are easily hurt, he is partially 
impotent at times, or has premature ejaculations. 
Thus, he handles his hostility, fear, and frustra¬ 
tion. Many such men require psychotherapy, but 
some can be helped by encouraging them to be 
more aggressive in bed and particularly by joint 
counseling in company with their wives, if the 
latter are not overwhelming. I shall speak of 
this type of counseling in a moment. 

Many women complain of their husbands in 
such a way as to make us immediately suspicious 
of the situation. Their numerous petty complaints 
usually point out the fact that no matter what he 
does, he has to be no good. The man, of course, 
can do the same. Almost invariably, the history 
will reveal the father or mother, in the respective 
case, as being a person the patient hates. Father 
was no good, so husband is no good. Usually 
sexual problems are also thrown in. 

I am not advocating infidelity; yet, as we know, 
it does happen. When it does occur, people are 
hurt. It is always important, when infidelity has 
been discovered, to attempt to find out why it 
occurred and why it was allowed to be discovered. 
A note of caution here: when a patient tells you 
about being unfaithful, never advise him, or her, 
to tell the spouse if she doesn’t know. If he feels 
he must, point out to him that he is doing it 
more to relieve his own guilt and possibly to 
hurt his partner rather than to help her. It can’t 
possibly help her. The same immature, selfish 
motives go into telling as went into acting. 

Whenever possible, in working with the less 
serious sexual problems, which I have mentioned 
so far, it is axiomatic to try to work with both 
partners. The technique most counselors use con¬ 
sists of, first, seeing the original complainant, then 
the spouse, and then both together, if at all possi¬ 
ble. Because we are dealing with problems of 
interaction, we can usually get a clear picture in 
the shortest possible time in this way. Clear, 
frank discussions are most useful, and the goal 
should always be toward trying to increase the 
couple’s communication between each other so that 
they can continue the work in your absence. It 
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is surprising how many couples will not tell each 
other what they like or dislike about the other’s 
sexual behavior. 

Generally speaking, sexual jokes are taboo in 
such counseling. Without being priggish, it is 
important for the patient to know that you are 
being warmly concerned, yet a scientific helper, 
not a wise guy. I know that many physicians 
don’t have time to spend like this. We just have 
to do the best we can or refer the patient to 
someone else. Many patients don’t mind paying 
more for the extra time when its need is ex¬ 
plained to them. 

In his excellent book Counseling in Marital and 
Sexual Problems, Dr. Richard Kleiner makes 
some practical suggestions. During the individual 
interviews, he frequently asks each partner, 
“What would he say about you if he were sitting 
here?” and, “If you could have any solution you 
desire, what would you like?” 

Axiomatic in such “family” or “couple” coun¬ 
seling is to let the partners talk as much as possi¬ 
ble. The doctor is there to answer specific ques¬ 
tions AFTER he knows what each partner thinks 
about the question. By allowing each person to 
express his ideas and feelings, you then know 
what is misunderstood and can apply your knowl¬ 
edge directly. Care should always be taken to 
avoid accusing one partner or the other of “bad” 
things. Instead, one might wonder, “If Fred feels 
that he is being entirely fair to Mary.” This 
arouses less anger than the direct statement, “You 
aren’t being fair.” Direct advice sometimes is 
necessary, however, along with facts about anat¬ 
omy and physiology, preferably given as sug¬ 
gestions rather than prescriptions. To tell a re¬ 
luctant man to rub his wife’s clitoris before inter¬ 
course, or her to manipulate his penis might pro¬ 
duce good mechanical results but with little feel¬ 
ings. It is better to wonder if such has ever been 
done by them, and if not, why not. (“How come 
you haven’t?”) After everyone understands the 
aversions or resistances, it may not even be neces¬ 
sary to make a direct prescription. Whenever we 
ask, “Have you ever done such and such?” we 
are actually making a suggestion. 

Masters and Johnson in St. Louis, have done a 
great deal of investigation in human sexual be¬ 
havior. I have only read reviews of their latest 
book, but it seems to represent the most thorough u 


investigation of sexual behavior to date. Masters 
has divided the more severe problems in the male 
into three categories: type 1, inadequate erection; 
type 2, premature ejaculation; and type 3, non- 
emissive erection. 

The problems which the female presents can be 
considered under frigidity. It is important to re¬ 
member that a woman should not be considered 
frigid just because she does not achieve orgasm 
every time she has intercourse; most women don’t. 
Many authorities now believe that many women 
can be completely fulfilled without ever having an 
orgasm. 

Most women are not able to have an orgasm 
when preoccupied or fatigued, although they may 
be quite capable when relaxed. Even under such 
circumstances, they can enjoy the sexual act pas¬ 
sively. The three major factors which the female 
may present as causes of a real frigidity or 
dyspareunia are 1) attitude toward sex, 2) rela¬ 
tionship with husband, and 3) fear of pregnancy. 

Of course, the first level of investigation by 
any physician should be to eliminate any possible 
organic causes for these disabilities, either impo¬ 
tence, frigidity, or dyspareunia. Actually, there 
are not a great many physical causes for sexual 
inadequacy in either sex. Pituitary tumors or 
related lesions or physical trauma may be causes. 
Various hormonal or structural defects causing 
underdevelopment of the sexual organs must be 
considered, but these usually are obvious from 
the history or physical examination. Severe retro¬ 
flexion of the uterus or inadequate lubrication of 
the vagina can cause dyspareunia, or it may be a 
conversion symptom after an industrial accident 
with some totally unrelated physical injury. My 
purpose is not to describe these physical causes, 
yet I do not mean to minimize them, since occa¬ 
sionally a serious yet correctable condition will 
first be presented as a sexual problem. 

What about these patients? Let us take the 
male first. The male who has inadequate erection 
usually has lost confidence in himself, both as an 
adequate marital partner and as an individual. 
Often the more he tries, the less success he has, 
and he then attempts to avoid intercourse. Im¬ 
portant questions in the history should relate first 
to his past sexual experience. Has he always 
had this trouble, or is it a recent development? 
Did it occur with premarital sexual relations with 
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his wife or others? Is it now only limited to his 
wife, if he has had other exposures? Did it come 
on suddenly or slowly? Does he obtain an erection 
with manual manipulation? What sort of homo¬ 
sexual experiences has he had? What is his basic 
attitude toward sex and toward his wife both 
before the problem and now? Is his marriage 
happy, or are there other factors disrupting it 
which might lead to his rejecting his wife in this 
manner? Is he a chronic alcoholic? As Shake¬ 
speare said of alcohol and sex, “It increaseth the 
desire, but taketh away the performance!” 

Concerning the male with premature ejacula¬ 
tion, the wife usually makes the complaint, or 
the husband seeks assistance because of her com¬ 
plaints. Although today, particularly in our mid¬ 
dle class culture, the male tends to feel more 
inadequate when he cannot satisfy his wife, some 
authors suggest that this can be a learned pattern 
from exposure to prostitutes who are always in 
a hurry. I question such a conclusion. The same 
type of history is required in order to under¬ 
stand the situation. 

Masters’ theory that the man who has no 
orgasm with intercourse requires only reassur¬ 
ance, since his wife has her orgasm and he 
achieves it by other means, smacks somewhat of 
therapeutic nihilism; yet psychiatric treatment of 
such patients may be long and tedious. In over¬ 
simplified psychological terms, such men won’t 
even give a woman their sperm. While the non- 
erective male is completely afraid of the vagina, 
the premature ejaculator seems to be in between. 

In the female, a careful history frequently re¬ 
veals a negative attitude toward sex, usually as a 
result of family standards or associated with 
earlier traumatic experiences. This may lead to 
either frigidity or dyspareunia. Fear of preg¬ 
nancy may also be a deterrent to satisfactory 
sexual relations, although it may also be used as 
a screen to prevent unenjoyable relations. Basic 
dislike of the spouse, his body odor, his size, etc., 
may be offered as deterrents. The physician must 
use his clinical judgment to evaluate such com¬ 
plaints. Are they genuine, and can they be simply 
corrected, or are they merely superficial com¬ 
plaints to cover a deeper problem? Frequently, if 
we question this patient carefully, she will show 
us whether her demands are impossible or not. 

The more acute situations probably will respond 


to a good history taking and counseling in the 
areas concerned. The more serious problems, how¬ 
ever, can represent deep and severe emotional 
disturbances which require referral for psycho¬ 
therapy. Rather than spend time where it will 
probably do no good, one should try to avoid the 
“impossible” situations. A couple who have been 
married five or ten years without consummating 
the marriage or seeking any real help for it rep¬ 
resents a gigantic task which should not be under¬ 
taken lightly. The same would apply to the im¬ 
potent male who has been so regularly, or even 
off and on, for many years. Any chronic un¬ 
treated situation is usually presented for treatment 
unwillingly in the first place, further denying the 
possibility of a therapeutic success. 

With reference to these latter problems, another 
excellent book is Human Reproduction and Sexual 
Behavior, edited by Charles W. Lloyd. In it 
Masters describes briefly some direct and “me¬ 
chanical” methods of dealing with these problems. 
For example, for the premature ejaculatory male, 
he suggests repeated “teasing” by the wife, ad¬ 
vancing to the point of reading a book with the 
penis in the coital position. Naturally, any such 
methods require a great deal of mutual desire, 
determination, and cooperation on the part of both 
and, while useful, must be understood to represent 
only a part of the treatment. The psychological 
factors cannot be easily overcome even by way 
of such training methods. One inventive colleague 
suggested that the patient’s wife place ice cubes 
against her husband’s scrotum if he were about 
to climax too soon. I wonder if such a cure 
might not be worse than the disease. In any event, 
it was not effective in the case I heard about. On 
the other hand, while I, personally, cannot ascribe 
to such heroic methods of treatment, some of 
these problems represent serious difficulties and 
do require imagination. 

One of the most important things we have to 
offer such patients is hope and encouragement. 
They need a great deal of support and help in not 
feeling weak or freakish. In merely helping them 
to overcome their feelings of inadequacy, which 
are increased with each failure, we can be of 
tremendous help. 

I spoke before about the significance of the 
history. Past experiences are the foundation of 
present sexual attitudes and behavior. The male 
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who has been raised fatherless, sleeping with his 
mother and sucking her breast for comfort until 
6, and then is placed in an orphanage until 16, 
has a hard row to hoe. I worked with such a 
patient for several years in psychotherapy without 
his obtaining sexual success. I was able to help 
him become more assertive and more adequate 
in his trade. As frequently happens, he married 
a girl who had severe dyspareunia, which didn’t 
help the situation, and she would have no part 
of conjoint therapy, blaming all the difficulty on 
her husband. 

There was, however, another man whose early 
life was reasonably normal, but he suffered severe 
trauma by witnessing an abortion performed on 
his mother in the next room, during which she 
hemorrhaged severely and almost died. His pre¬ 
mature ejaculations were associated with his fear 
of getting his wife pregnant. Some superficial 
insight into this, along with a mature and loving 
wife, enabled him to overcome this readily. Ex¬ 
cessive guilt over previous sexual behavior, fre¬ 
quently masturbation, can cause a great deal of 
inhibition in male or female patients. Although 


simple confession followed by medical reassur¬ 
ance does not immediately solve such problems, 
joint counseling with continued support and a 
real desire to help each other often can produce 
good results. 

Our attitudes must be the same ones that we 
would apply to any other medical problem, genu¬ 
ine curiosity as to the cause and a desire to help 
without embarrassment. A little extra reading on 
sexual problems is necessary, particularly now 
that some real scientific work is being done. As 
you overcome your reluctance to enter this “for¬ 
bidden” area, you will find more and more patients 
who present problems in their sexual life, and 
you will find yourself able to help many of them. 
Don’t be in a hurry, as such problems take time 
to improve; however, helping a couple become 
sexually adjusted is a rewarding experience. 
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niedical facilities are often 
presented with unfamiliar 
patients who have un¬ 
known health histories. 
This is particularly true in 
emergency situations that 
arise due to accidents or 
acute illnesses. These cases 
may need prompt care re¬ 
quiring anesthesia, and if they involve colds, nasal 
allergies or other upper respiratory infections, can 
account for many complications which make up a 
major hazard during emergency anesthesia. 


Administration of general anesthesia to a patient 
with a cold or upper respiratory infection is a haz¬ 
ardous undertaking. It should be avoided if at all 
possible. Indeed, the presence of U.R.I. is good rea¬ 
son for postponement of elective surgery . 1 In emer¬ 
gency surgery, regional or local block should be 
considered, but if general anesthesia is mandatory, 
it should be approached with utmost caution. 

Since the attitude of "emergency surgery — hurry” 
has been replaced by "emergency surgery — watch 
out ’’ 2 a knowledge of the complications is a great 
help in preventing them. Here is a brief outline of 
the problems involved and their treatment. Preven¬ 
tion of the complications is discussed later. 


Complications during the induction of anes¬ 
thesia Most of the complications are a direct re¬ 
sult of secretions and some a result of accompanying 
secondary infection. For example, airway obstruc¬ 
tion due to excessive secretions occurs very com¬ 
monly and is the direct effect of the cold. Respiratory 
exchange may be obstructed at any time during 
anesthesia because of excessive secretions, but is 
most likely to occur during induction. Suction ap¬ 
paratus must be available to overcome this . 3 

Excess secretions which stimulate and irritate the 
epiglottis and vocal chords can cause laryngeal 
stridor and obstruction. This can lead to complete 
laryngeal closure with resultant anoxia and death. 


Bronchospasm and laryngospasm can result from 
secretions penetrating the bronchi and bronchioles. 
In laryngospasm, there are both inspiratory and ex¬ 
piratory stridor and difficulty in inflating the chest; 
in bronchospasm there is an expiratory wheeze, but 
not as much difficulty in inflation, although some 
resistance may be felt. Stridor is due to partial or 
complete closure of the vocal cords in spasm and the 
"crowing” sound is almost pathognomonic. 

Secretions obstruct the nasal airways. This produces 
difficulty in ventilation through the mouth until the 
patient is deep enough to place an oral airway. An 
intravenous agent can be given to facilitate the in¬ 
duction of anesthesia. 

Difficulties can arise if intubation is performed to 
ventilate the patient. For example, teeth can be 
broken by too vigorous attempts at intubation, or 
the intubation itself may be technically difficult due 
to secretions obstructing the view of the glottis. The 
postoperative sequelae of intubation ranges from 
mild laryngitis to pneumonia with atelectasis, and 
are seen far more commonly in patients suffering 
from colds than in normal patients. 





Successive stages of laryngospasm which produce the char¬ 
acteristic stridor or "crowing’ sound. 



Complications during the maintenance of 

anesthesia Bronchospasm can occur in an un¬ 
intubated patient due to secretions entering the bron¬ 
chial tree from above, and acting as an irritant to 
the bronchi and bronchioles. Secretions accumulate 
quickly and the patient has to be suctioned continu¬ 
ally. The whole cycle of coughing, bucking, laryngo- 
spasm and bronchospasm may ensue. The difficult 
decision here is whether it is better to suction the 
patient continually or to use an endotracheal tube 
which protects the cords and bronchi but introduces 
the risk of attendant complications. 


Postoperative complications Postoperatively, 

complications can be more serious than even the intra¬ 
anesthesia complications, and occur much more fre¬ 
quently in a patient who has been intubated. 4 

Sore throat and pharyngitis can result both from the 
preoperative upper respiratory infection and from 
the drying of the mucous membranes which occurs 
during anesthesia. 

Tracheitis and bronchitis often result from secre¬ 
tions trickling down the tracheobronchial tree. 

Laryngitis is frequently seen in patients with upper 
respiratory infections who have been intubated. 
There is a significant increase in the incidence of 
laryngitis compared to that in patients without up¬ 
per respiratory infections. 

Subglottic edema is a condition which occurs mainly 
in children who have been intubated. This pathol¬ 
ogy results from an exudate developing in the areo¬ 
lar tissue just below the cords. Because of the small 
size of the child’s trachea, even a 1 mm increase in 


size of the mucous membrane can severely impair 
the air passage. Children exhibit this by severe ex¬ 
piratory stridor and may even become cyanotic. This 
may so severely embarrass the child’s breathing that 
it must be treated vigorously. Most authorities agree 
on the treatment 5,6,7,8 consisting of a high oxygen 
concentration in the inspired air (60%), plus high 
humidity (close to 100%). Adequate parenteral 
fluid intake and slight cooling of the body tempera¬ 
ture (by a cooled oxygen tent) also help in mild cases. 
In severe cases, there may be hypoxia which in¬ 
creases the restlessness and the oxygen demand rises. 
Sedation is often necessary, although concomitant 
depression of the respiratory center is undesirable. 
An antihistaminic accomplishes this purpose well, 
and adds sedation. Since there is always a possibility 
that an allergic response plays a role in edema, some 
relief of the respiratory distress may occur. Steroids 
should be used to control inflammatory and allergic 
phenomena and swelling. If all this fails, and the 
patient is still restless and hypoxic, a tracheostomy 
should be performed immediately. 

(concluded on following page) 



Open noses all the way! 


Your patient can breathe easily, flying from New York to 
Rome, on just one Triaminic timed-release tablet. 

One tablet goes a long way. For 24 hour relief of nasal 
congestion and postnasal drip due to sinusitis, colds and 
respiratory allergies —simply prescribe one Triaminic 
timed-release tablet, swallowed whole, in morning, mid¬ 
afternoon and at bedtime. 


Side Effects : Occasional drowsiness, blurred vision, car¬ 
diac palpitations, flushing, dizziness, nervousness, or 
gastrointestinal upsets. Precautions : The patient should 
be advised not to drive a car or operate dangerous ma¬ 
chinery if drowsiness occurs. Use with caution in pa¬ 
tients with hypertension, heart disease, diabetes or 
thyrotoxicosis. 


Each 


Triaminic 


timed-release tablet contains.., 


Phenylpropanolamine hydrochloride .50 mg. 

Pheniramine maleate.25 mg. 

Pyrilamine maleate.25 mg. 
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Cross section of trachea showing subglottic edema and 
lumen reduction due to mucous membrane congestion. 

Pneumonia may also follow anesthesia administered 
to a patient with a cold. This can be caused by accu¬ 
mulated secretions becoming secondarily infected 
and causing consolidation of the lung. Atelectasis 
of the lung can result if one of the bronchioles be¬ 
comes plugged by secretions, preventing aeration of 
the distal part of that lung. This is seen more fre¬ 
quently following upper respiratory infection be¬ 
cause dry anesthetic gases aggravate the infection, 
causing secretions to change from watery to thick 
and viscid, and consequently difficult to suction. 

Prevention of complications The first rule to 

prevent complications, of course, is to use a regional 
or local anesthesia whenever possible. But when 
emergency surgery is a must, in spite of the presence 
of a cold, allergy, or upper respiratory infection, 
here are some ways to prevent complications. 

Give nose drops preoperatively. This can help shrink 
the congested nasal mucous membranes and reduce 
secretions for better air passage. (Results of this 
method are sometimes unsatisfactory because of the 
short duration of effect or rebound congestion.) For 
longer effect, oral antihistamines with nasal decon¬ 
gestants are often given to provide and maintain a 
drying effect on secretions. 

To clear the tracheobronchial tree, instruct the pa¬ 
tient to cough preoperatively. Cold steam or water 
nebulizers effectively humidify the nasal, pharyn¬ 
geal and bronchial passages and often make the 
patient more comfortable. Tenacious secretions be¬ 


come more watery under humidification, clear more 
thoroughly preoperatively and are more easily suc¬ 
tioned from the airway during anesthesia. 

Give intravenous fluids to those patients who appear 
dehydrated due to a cold. In a well hydrated patient 
the respiratory tract secretions are less viscid and 
more watery. This is particularly true in asthmatics. 

Summary: Administration of emergency anesthe¬ 
sia to a patient with a cold or upper respiratory in¬ 
fection can lead to a chain of events that may result 
in increased postoperative morbidity and even death. 
This is because of the excess secretions formed in 
these conditions. Preoperative measures to prevent 
or reduce these secretions should be undertaken and 
will result in smoother and safer anesthesia. 


Teferences 1. Ellis, G.: Anesthesia and the Common Cold, Anes¬ 
thesia, 1955, Vol. 10, p. 78. 2. Smith, R. M.: Anesthesia for Infants and 
Children, 1963, p. 353. 3. Gillespie, Noel A.: Endotracheal Anesthesia, 
1963, p. 155 et seq. 4. Smith, R. M.: Anesthesia for Infants and Children, 
1963, p. 353. 5. Written, F. W.: Postoperative Laryngeal Stridor, British 
Journal of Anesthesia, 1966, Vol. 38, p. 73. 6. Snyder & Gants: Respira¬ 
tory Obstruction at the Glottic Level, Anesthesiology, 1953, Vol. 14, p. 
195. 7. Doming, M. V. & Oech, S. R.: Steroid and Antihistaminic Therapy 
for Postintubation Subglottic Edema in Infants and Children, Anesthesi¬ 
ology, 1961, Vol. 22, p. 933. 8. Gillespie, Noel A.-. Endotracheal Anes¬ 
thesia, 1963, p. 118. 



An expectorant that makes coughs count by in¬ 
creasing respiratory tract fluid nearly 200%— 
plus an oral decongestant to relieve a probable 
cause of cough, postnasal drip. Your patients 
receive these benefits when you prescribe... 

Triaminic Expectorant 


Each teaspoonful (5 ml.) contains: 

Phenylpropanolamine hydrochloride .12.5 mg. 

Pheniramine maleate .6.25 mg. 

Pyrilamine maleate 6.25 mg. 

Glyceryl guaiacolate .100 mg. 

Alcohol .5% 


Dosage: Adults—2 teaspoonfuls; Children 6 to 
12 years—1 tsp.; Children 1 to 6 years—% tsp. 
Administer every four hours. Side effects: Occa¬ 
sional drowsiness, blurred vision, cardiac palpi¬ 
tations, flushing, dizziness, nervousness, or 
gastrointestinal upsets. Precautions: The pa¬ 
tient should be advised not to drive a car or oper¬ 
ate dangerous machinery if drowsiness occurs. 
Use with caution in patients with hypertension, 
heart disease, diabetes or thyrotoxicosis. 
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brings 
peace to the 
hyperactive 
colon 



CANTIL 

(mepenzolate bromide) 


helps restore normal motility and tone 


"In 40 of 44 cases of irritable or spastic 
colon, Cantil [mepenzolate bromide] or 
Cantil with Phenobarbital reduced or 
abolished abdominal pain, diarrhea and 
distention and promoted restoration 
of normal bowel function ... Cantil 
[mepenzolate bromide] proved to be 
singularly free of anticholinergic side- 
effects . . . Urinary retention, noted in 
two cases was eliminated in one by re¬ 
ducing dosage.” 1 



LAKESIDE 


IN BRIEF : One or two tablets three times a day and one or 
two at bedtime usually provide prompt relief. Cantil with Phe¬ 
nobarbital may be prescribed if sedation is required. 

Dryness of the mouth or blurring of vision may occur but it is 
usually mild and transitory. Urinary retention is rare. Caution 
should be observed in prostatic hypertrophy—withhold in glau¬ 
coma. Cantil with Phenobarbital is contraindicated in patients 
sensitive to phenobarbital. 

Supplied: CANTIL (mepenzolate bromide)—25 mg. per scored 
tablet. Bottles of 100 and 250. CANTIL with PHENOBARBITAL 
—containing in each scored tablet 16 mg. phenobarbital (warn¬ 
ing: may be habit forming) and 25 mg. mepenzolate bromide. 
Bottles of 100 and 250. 

1. Riese. J. A.: Amer. J. Gastroent. 28:541 (Nov.) 1957 
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A Case of Spontaneous Chylothorax 


Report of a patient with this rare condition 
and discussion of its anatomic basis. 


LOUIS R. SCHOOLMAN, Ml) 

Spontaneous chylothorax is rarely seen in pri¬ 
vate practice or even in a large metropolitan gen¬ 
eral hospital. Among 1,168,760 general admissions 
to the Charity Hospital, New Orleans, from 1936 
to 1956, Nix 1 found only four cases, which in¬ 
cluded cases of chylous effusion into the peritoneal 
and pleural cavities. There were no cases limited 
to the thorax. 

CASE REPORT 

A spinster, age 76, was treated on March 29, 
1964, for a febrile respiratory infection. Her acute 
symptoms subsided within a week. On May 13, 
she was examined for congestive failure with 2+ 
pedal edema, palpable liver, and right pleural effu¬ 
sion. Her leukocyte and differential cell counts 
were normal; hematocrit value, 33%; and blood 
urea nitrogen, 18.5 mg/100 cc. X-ray on May 14 
showed the lower two-thirds of the right lung 
field obscured by pleural fluid. 

After the congestive failure had been relieved 
through diuretics and digitalis, I tapped her right 
chest and withdrew 350 cc of chylous fluid. Bac¬ 
terial studies, including culture for tubercle bacilli, 
and a cell block examination, were performed and 
found negative. 

An x-ray on May 20 showed only slight de¬ 
crease in fluid. On May 26, 800 cc of fluid was 


drained from the right pleural cavity. Bacterial 
and cell block findings again were negative. 

The effusion recurred, and on June 19, 1600 cc 
of fluid was aspirated. A fragment of pleura ob¬ 
tained for histologic examination was found to be 
normal. 

An intravenous pyelogram showed a small kid¬ 
ney on the left, bilateral hydronephrosis, and, in 
the pelvis, a 10 cm calcified uterine fibroid which 
the roentgenologist considered not responsible for 
the hydronephrosis. 

At this point, I thought that the patient should 
be hospitalized for more detailed studies of the 
genitourinary and gastrointestinal tracts, but she 
did not remain long enough for diagnostic studies 
to be completed. 

One month later, after withdrawing 900 cc of 
fluid from the right side of the chest. I prescribed 
chlorambucil for her probable lymphoma. The pa¬ 
tient took the 6 mg per day intermittently for two 
weeks and then stopped because it “upset her 
stomach.” 

On October 26, 750 cc of fluid was aspirated. 
The roentgenologist reading the check-up x-ray 
suspected a neoplasm in the mediastinum, but to¬ 
mographic studies revealed only a calcified lymph 
node. The patient continued in fairly good health. 
Aspiration on February 9, 1965. showed no in¬ 
crease in fluid. 

On March 12, I learned that her long-time per- 
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DACTILASE® 

Each tablet contains: 

Dactil® (piperidolate hydrochloride), 50 mg.; 
Standardized cellulolytic* enzyme, 2 mg.; 
Standardized amylolytic enzyme, 15 mg.; 
Standardized proteolytic enzyme, 10 mg.; 
Pancreatin 3X** (source of lipolytic activity), 

100 mg.; Taurocholic acid, 15 mg. 

•Need in human nutrition not established. 

••As acid resistant granules equivalent in activity to 300 mg. Pancreatin N.P, 



In chronic or acute indigestion, fluttery, 
gassy stomachs obtain prompt, gratifying 
relief through the antispasmodic, surface 
anesthetic and enzymatic activity of 
Dactilase. Dactilase decreases hypermotility 
and pain and reduces the production of 
gas. Dactilase does not induce stasis, but 
helps restore normal tone. It has little or no 
effect on enzyme secretions, but adds 
enzymes, thus contributing to the digestive 
efficiency of the patient. 

Side Effects and Contraindications; 

Dactilase is almost entirely free of side 
effects. However, it should be withheld 
in glaucoma and in jaundice due to 
complete biliary obstruction. 

Administration and Dosage: One tablet 
with, or immediately following, each meal. 
Tablets should be swallowed whole. 

Supplied: Bottles of 60 and 250. 
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sonal servant and cook had open pulmonary tuber¬ 
culosis. I prescribed isonicotinic hydrazide and 
pyridoxine for the patient. On June 13, after 
1,700 cc of fluid had been aspirated, an x-ray 
showed essentially clear lung fields. The leuko¬ 
cyte count was 8,900 with normal differential cell 
count; hematocrit value, 34% ; sedimentation rate, 
14 mm. 

The patient consulted me on July 9 because 
of swollen feet. Examination revealed 3-f- pedal 
edema and extensive right pleural effusion. Thio- 
merin was given. She refused to permit aspiration. 

On July 15 she was found confused and aphasic 
and was admitted to the hospital. She was dis¬ 
oriented and mentally confused but had no paral¬ 
ysis. She had a grade 2 arcus senilis, complete 
cataract of the right lens and incomplete cataract 
of the left lens. The pulse rate was 96; blood 
pressure, 130/80; and heart sounds were clear 
and regular. The chest was flat to percussion up 
to the fourth rib on the right. Abdominal findings 
were essentially negative except for the calcified 
uterine fibroid extending above the pelvis. 

Laboratory study revealed the following values: 
hemoglobin, 9.5 gm/100 cc; hematocrit, 29%; 
WBC, 5,200 with normal differential; serum urea 
nitrogen, 45 mg/100 cc; and fasting blood glucose, 
94 mg/100 cc. Urinalysis showed 1.008, with 
protein, sugar, acetone, and microscopic findings 
negative. A review of the peripheral blood showed 
a reticulocyte count of 0.3% and no signs of 
nutritional anemia. 

X-ray showed pleural fluid up to the third inter¬ 
costal space. Electrocardiogram showed a right 
bundle branch block, SA tachycardia at a rate of 
100, and non-specific myocardial change. The in- 
tradermal tuberculin reaction was positive and 
histoplasmin reaction negative. 

I aspirated 1,300 cc of chylous fluid, and gave 
500 cc intravenously. Six days later, 1,200 cc 
was aspirated and 500 cc given the same day and 
the next day. By the fourth her mind was clear, 
she spoke almost normally, and was ambulatory. 
The serum urea nitrogen had dropped to 24.5 mg/ 
100 cc. She was discharged on July 26, free from 
edema, alert, and energetic. 

During the next week at home her condition 
deteriorated rapidly. She ate poorly and irregular¬ 
ly, took salt at will, and refused medication. Pleu¬ 
ral effusion mounted and pedal edema reappeared. 
She was hospitalized on August 5. On admittance, 


she was confused and hostile. Physical findings 
were essentially the same as those on her previous 
admission, but the hematocrit value had dropped 
to 25% and hemoglobin value to 7.5 gm/100 cc. 
Urinalysis showed 1-J- protein and a high WBC. 
On admission the SUN value was 16.3 mg/100 cc, 
but rose during the next two weeks to 84.2 mg/ 
100 cc. X-ray showed reaccumulation of right 
pleural fluid. 

One the day of admission, 1,000 cc of chylous 
fluid was aspirated and 500 cc given intravenously. 
Another 500 cc was given the next day. On the 
third and fourth days, 500 cc of blood was trans¬ 
fused, raising her hematocrit to 37%. Because of 
the pyuria and rales in the left lung, streptomycin 
and penicillin were given intramuscularly for five 
days. 

The patient remained hostile. On the fifth day, 
she turned her face to the wall and refused to talk 
or to take food. She lapsed into coma and died 
on August 30. 

On postmortem examination, a retroperitoneal 
lymphoma invading the left kidney was found. 
The thoracic duct was not found. There was 
no evidence of tuberculosis. 

DISCUSSION 

Spontaneous cbylothorax is usually associated 
with chylous ascites. A convenient etiologic class¬ 
ification was made by Hoffman. 2 

1. Compression or obstruction of the thoracic 
duct by malignant growths, primary or metastatic, 
including cystic bygroma of the neck and medi¬ 
astinum. 

2. Tuberculous adenitis causing compression or 
ulceration of the thoracic duct. 

3. Thrombosis of innominate or left subclavian 

vein with obstruction of thoracic duct; aneurism 
of the duct itself. I 

4. Various medical entities such as filariasis 
and cirrhosis. 

In 1911, Wallis and Scholberg 3 made a com¬ 
prehensive survey of the literature from 1865 and 
found 27 cases of nontraumatic chylothorax and 
chylous ascites. The causes were: 


Tntra-abdominal carcinoma 10 

Lympboma 7 

Tuberculosis 3 

Cirrhosis of liver 3 

Heart disease 1 

Undetermined 3 


48 


Maryland State Medical Journal. 



For cold hands and feet, nothing 
beats hot stoves—but they are 
awkward to carry around. Now 
Gerilid, in good-tasting take-along 
chewable tablets can provide 
rapid vasodilation of peripheral 
circulation, bringing real warmth 
to the extremities and decreasing 
sensitivity to sudden temperature 
change. Patients like Gerilid and 
know they are getting relief. 



GERILID 


Each chewable tablet contains: 
nicotinic acid (niacin) 75 mg. and 
aminoacetic acid (glycine) 750 mg. 

Administration and Dosage: One or two 

chewable tablets 3 times a day before 
meals. If flushing is objectionable, dosage 
may be lowered. However, tolerance to 
flushing usually develops without loss of 
efficacy in regard to vasodilation. The 
recommended dosage should not 
be exceeded. 

Side effects: Occasional lightheadedness 
or transient itching which may disappear 
with continued use. There are no known 
contraindications; however, caution is 
advised when there is a concomitant 
administration of a coronary vasodilator. 

Supplied : Packages of 50 chewable tablets. 

Also available in liquid form as 
Geriliquid®, in bottles of 8 and 16 ounces. 
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brand 



USE ‘POLYSPORIN’, 

POLYMYXIN B-BACITRACIN 

OINTMENT 

for topical antibiotic therapy with minimum ‘POLYSPORE'Pm 
risk of sensitization polymyxin b BACITRAOI 

ointment? 

Wp prevent infection ii M 1 
burns, and abrasions;* 
aid in healing. 


Caution: As with other antibiotic products, prolonged use may 
result in overgrowth of nonsusceptible organisms, including 
fungi. Appropriate measures should be taken if this occurs. 

Supplied in Va oz. and 1 oz. tubes. 

Complete literature available on request from Professional 
Services Dept. PML. 

BURROUGHS WELLCOME & CO. (U.S.A.) INC. 
Tuckahoe, N.Y. 


Only one patient survived. 

Listerud, 4 in 1958, reviewed the literature from 
1899 to 1956 and found 23 cases of chylothorax 


and chylous ascites. The causes were: 

Lymphoma 6 

Intra-abdominal carcinoma 3 

Thrombosis of left subclavian vein 3 
Tuberculosis 2 

Retroperitoneal neurofibroma 1 

Undetermined 9 

Five of these patients survived. 


Of the four cases reviewed by Nix. 1 the causes 


were: 

Cirrhosis of liver 1 

Adenocarcinoma of ovary 1 

Lymphoma 1 

Undetermined 1 


The fate of the last patient was unknown; the 
others died. 

Nix 1 described the anatomic basis of chylo¬ 
thorax. The cisterna chyli, which collects the 
lymph from the lower extremities and the abdo¬ 


men and the chyle from the intestinal lacteals, lies 
on the anterior surface of the second lumbar ver¬ 
tebra. Its extension upward is the thoracic duct, 
which enters the chest through the opening be¬ 
tween the aorta and the azygos vein. It then enters 
the superior mediastinum behind the aortic arch 
and the subclavian artery, between the left side 
of the esophagus and the left parietal pleura. The 
thoracic duct, being extrapleural throughout, when 
obstructed or torn allows chyle to collect retro- 
pleurally and produce chylothorax only after rup¬ 
ture through the pleura at the lateral ligament. 
The thoracic duct crosses from the right of the 
midline to the left at the fourth and fifth thoracic 
vertebra. Obstruction or injury below this cross¬ 
ing will produce right chylothorax and above it, 
left or bilateral chylothorax. 

3501 St. Paul Street 
Baltmore, Md. 21218 

REFERENCES 

1. Nix, J. T., et al: Amer J Gastroent 28:40, 1957. 

2. Hoffman, W.: New Tork Med J 57:1611, 1957. 

3. Wallis, R. L. M., and Scholberg, H. A.: Quart J Med 4:153, 
1911. 

4. Listerud, M. B., et al: Amer J Surg 96:438, 1958. 


50 


Maryland State Medical Journal 











In fact, there’s as much iron...250 mg. 

...in a 5 cc. ampul of Imferon (iron dextran 
injection) as in a pint of whole blood. 

When iron deficient patients are intolerant 
of oral iron...or orally administered iron 
proves ineffective or impractical...or if 
the patient cannot be relied upon to take oral 
iron as prescribed, Imferon (iron dextran 
injection) dependably increases hemoglobin 
and rapidly replenishes iron reserves. 


WHAT’S THE 

COMMON 

DENOMINATOR? 


. . . IRON 



IMFERON® 

(iron dextran injection) 

IN BRIEF: ACTION AND USES: A single dose of Imferon 
(iron dextran injection) will measurably begin to raise hemo¬ 
globin and a complete course of therapy will effectively rebuild 
iron reserves. The drug is indicated only for specifically- 
diagnosed cases of iron deficiency anemia and then only when 
oral administration of iron is ineffective or impractical. Such 
iron deficiency may include: patients in the last trimester of 
pregnancy; patients with gastrointestinal disease or those re¬ 
covering from gastrointestinal surgery; patients with chronic 
bleeding with continual and extensive iron losses not rapidly 
replenishable with oral iron; patients intolerant of blood trans¬ 
fusion as a source of iron; infants with hypochromic anemia; 
patients who cannot be relied upon to take oral iron. 
COMPOSITION: Imferon (iron dextran injection) is a well- 
tolerated solution of iron dextran complex providing an equiva¬ 
lent of 50 mg. in each cc. The solution contains 0.9% sodium 
chloride and has a pH of 5.2-6.0. The 10 cc. vial contains 0.5% 
phenol as a preservative. 

ADMINISTRATION AND DOSAGE: Dosage, based upon 
body weight and Gm. Hb/100 cc. of blood, ranges from 0.5 cc. 
in infants to 5.0 cc. in adults, daily, every other day, or weekly. 
Initial test doses are advisable. The total iron requirement for 
the individual patient is readily obtainable from the dosage 
chart in the package insert. Deep intramuscular injection in 
the upper outer quadrant of the buttock, using a Z-track 
technique, (with displacement of the skin laterally prior to 
injection), insures absorption and will help avoid staining of 
the skin. A 2-inch needle is recommended for the adult of 
average size. 

SIDE EFFECTS: Local and systemic side effects are few. 
Staining of the skin may occur. Excessive dosage, beyond the 
calculated need, may cause hemosiderosis. Although allergic 
or anaphylatoid reactions are not common, occasional severe 
reactions have been observed, including three fatal reactions 
which may have been due to Imferon (iron dextran injection). 
Urticaria, arthralgia, lymphadenopathy, nausea, headache and 
fever have occasionally been reported. 

PRECAUTIONS: If sensitivity to test doses is manifested, the 
drug should not be given. Imferon (iron dextran injection) must 
be administered by deep intramuscular injection only. Inject 
only in the upper outer quadrant of the buttock, not in the arm 
or other exposed area. 

CONTRAINDICATIONS: Imferon (iron dextran injection) is 
contraindicated in patients sensitive to iron dextran complex. 
Since its use is intended for the treatment of iron deficiency 
anemia only it is contraindicated in other anemias. 
CARCINOGENICITY POTENTIAL: Using relatively massive 
doses. Imferon (iron dextran injection) has been shown to 
produce sarcoma in rats, mice and rabbits and possibly in 
hamsters, but not in guinea pigs. The risk of carcinogenesis, 
if any in man, following recommended therapy with Imferon 
(iron dextran injection) appears to be extremely small. 
SUPPLIED: 2 cc. ampuls, boxes of 10; 5 cc. ampuls, boxes 
of 4; 10 cc. multiple dose vials. 
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Homicides 


in 

Baltimore 

An analysis of homicides in Baltimore City in the 
12-year period 1950-1961 reveals certain trends 
and characteristics of the victims. The highlights 
of these findings are: 

SEX AND RACE—Mo st homicide victims are males, a 
high proportion being nonwhite males. 

AGE—Most victims were killed during the second and 
third decades of life. The average age at death for 
white victims is somewhat higher than for nonwhites. 

The deviation about the mean is greater for whites 
than for nonwhites. The latter age distributions tend 
to approximate a normal curve pattern. The peak modal 
age categories for white females fall at the extreme 
ends of the age distribution, namely, under IS and 60 
or over. 

CRUDE RATE—Annual crude death rates reflect certain 
specific population trends within each sex-race group. 
Nonwhite male homicide rates have decreased over the 
12-year period even though this group has had the high¬ 
est crude rates. Annual crude rates among all other 
groups have remained relatively stable. 

STANDARDIZED RATE—These rates permit valid com¬ 
parisons between groups and over time. The death rates 
are highest among nonwhite males and have remained 
in this relative position over the entire period. How¬ 
ever, this same group has experienced a precipitous 
drop in the death rate. All other groups have shown a 
slight rise in death rates. Nonwhite female death rates 
are second highest throughout the period, with one 
exception. 

METHOD OF HOMICIDE—The most frequent method 
of homicide is the use of firearms. The second method 
is the use of sharp, cutting, or piercing instruments. 

These two methods combined are involved in almost 
eight out of ten homicides. The third most frequently 
used method is physical assault. 

SITE OF HOMICIDE—Most men are killed in outdoor 
locations, while the modal category for females is the 
victim's own residence. 

TIME INTERVAL BETWEEN INJURY AND DEATH— 

Annual average time intervals between injury and death 
are higher for males than for females. Non-white fe¬ 
males have the lowest average time interval. Viewed 
over the 12-year period, average time intervals within 
each sex-race group do not indicate any apparent trend. 


SIDNEY M. NORTON 
RICHARD T. SMITH, PhD 

Numerous authors have investigated the broad 
spectrum of crime in our society. 1 ’ 2 Criminolo¬ 
gists have described the pattern of criminality as 
encompassing two major types: crimes of per¬ 
sonal violence and property crimes.* Crimes of 
personal violence are characterized by differing 
levels of seriousness in that some result in injury 
and some in death. This paper deals with those 
crimes which resulted in death and are defined as 
homicides. 

We have examined the pattern of homicide 
deaths that have occurred over a 12-year period 
in Baltimore City. This report analyzes the trends 
of these homicides and describes some of the per¬ 
tinent characteristics associated with the victims. 

Data Collection 

All known cases of homicide occurring in Bal¬ 
timore City during the period 1950 through 
1961 were included in this investigation. The 
number of unknown homicides not brought to the 
attention of the authorities is estimated to be ex¬ 
tremely low. Reported homicides were initially 
collected by means of a systematic check of death 
records. Using the death registration number on 
the death certificate, a means of cross-reference 

Mr. Norton is director, Bureau of Vital Records, Balti¬ 
more City Health Department, and an assistant in the 
Department of Chronic Diseases. Johns Hopkins Univer¬ 
sity School of Hygiene and Public Health. 

Dr. Smith is assistant professor, Department of Chronic 
Diseases, Johns Hopkins University School of Hygiene 
and Public Health. 

This study was made with the cooperation of Russell S. 
Fisher, MD, chief medical examiner of the State of Mary¬ 
land, and Captain George Klemmick and Lieutenant 
Anton Glover of the Baltimore City Police Department’s 
Homicide Division. 

*As an example, in 1960 crime rates per 100.000 re¬ 
ported as offenses known to the police show the following 
pattern: Murder, 5.0: rape, 8.9; burgulary, 456.5: auto 
theft, 177.6. Figures obtained from the Statistical Ab¬ 
stract of the U. S., 1964, 85th Edition, Washington, D. C., 
1964, Table 197. 
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METAHYDRIN (trichlormethiazide) 
is prescribed by physicians because it 
not only approximates the diuretic 
efficacy of parenteral meralluride 
injection ... but, it is the least expensive 
of all "brand-name" thiazides. Therefore, 
when you prescribe METAHYDRIN 
(trichlormethiazide) your patients receive 
the thiazide diuretic that removes a little 
more salt and water than earlier 
thiazides, with relatively less loss of 
potassium ... and, it's therapy they can 
more easily afford ... only pennies a day. 


SAVES 

LIVES 

SAVES 

MONEY 

WASTES 

WATER 



METAHYDRIN" 

(trichlormethiazide] 

oral diuretic 

Dosage: One 2 or 4 mg. tablet 
once or twice daily. 

Precautions: As with all effective 
diuretics, vigorous therapy may produce 
electrolyte depletion. Patients with 
severely reduced renal function should 
be observed carefully since thiazides 
may be contraindicated. Care should 
be taken with patients predisposed to 
diabetes or gout. Patients with a 
tendency to potassium deficiency, as in 
hepatic cirrhosis or diarrheal syndromes, 
or those under therapy with digitalis, 

ACTH, or certain adrenal steroids, also 
should be watched carefully. 

Side Effects: Nausea, flushing, 
constipation, skin rash, muscle cramps 
and gastric discomfort have occasionally 
been noted; rarely thrombocytopenia 
and bone marrow depression, 
photosensitivity, cholestatic jaundice, 
pancreatitis, perimacular edema, gout 
and diabetes have been caused by 
the administration of thiazides. 
Contraindications: Complete renal 
shutdown; rising azotemia or 
development of hyperkalemia or 
acidosis in severe renal disease; 
demonstrated hypersensitivity. 

How Supplied: Bottles of 100 and 
1000 tablets. 
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TABLE 1 


ACE DISTRIBUTION OF HOMICIDES BY SEX AND RACE, BALTIMORE CITY: 1950-61 


Age 

at 

Death 



Males 





Females 



Total 

White 

Non-white 

Both 

White 

Non-white 

Both 

No. 

% 

No. 

% 

No. 

% 

No. 

% 

No. 

% 

No. 

% 

No. 

% 

<15 

13 

7.4 

21 

3.4 

34 

4.2 

16 

17.7 

19 

10.4 

v 35 

12.9 

69 

6.4 

15-19 

13 

7.3 

40 

6.4 

53 

6.6 

5 

5.5 

19 

10.4 

24 

8.7 

77 

7.1 

20-24 

9 

5.1 

79 

12.6 

88 

11.0 

5 

5.5 

22 

12.1 

27 

9.8 

115 

10.7 

25-29 

15 

8.6 

103 

16.6 

118 

14.8 

11 

12.0 

30 

16.4 

41 

15.0 

159 

14.9 

30-34 

19 

10.8 

104 

16.6 

123 

15.4 

10 

11.0 

36 

19.7 

46 

16.8 

169 

15.9 

35-39 

26 

14.9 

83 

13.3 

109 

13.6 

10 

11.0 

28 

15.3 

38 

13.9 

147 

13.7 

40-44 

16 

9.1 

60 

9.6 

76 

9.5 

7 

7.7 

11 

6.0 

18 

6.5 

94 

8.7 

45-49 

13 

7.3 

47 

7.5 

60 

7.5 

2 

2.2 

7 

3.8 

9 

3.3 

69 

6.4 

50-54 

22 

12.5 

41 

6.6 

63 

7.9 

6 

6.6 

6 

3.1 

12 

4.4 

75 

7.0 

55-59 

10 

5.5 

18 

2.9 

28 

3.5 

5 

5.5 

4 

2.2 

9 

3.3 

37 

3.4 

^60 

20 

11.4 

28 

4.5 

48 

6.0 

14 

15.3 

1 

0.6 

15 

5.4 

63 

5.8 

Total 

176 

100.0 

624 

100.0 

800 

100.0 

91 

100.0 

183 

100.0 

274 

100.0 

1074 

100.0 

Unk’n 

1 


1 


2 


0 


1 


1 


3 


Ave. 

39.0 


34.0 


35.7 


34.9 


29.5 


31.3 


34.9 



Age 


was established with the Police Department’s 
homicide record and the Medical Examiner’s post¬ 
mortem record. Information from each of these 
sources was transcribed to forms specifically de¬ 
vised for this study. Data included such factors 
as date and location of death, manner of homicide, 
the victim’s address, age, race, sex, and marital 
status, and other pertinent aspects of the homicide. 

Findings 

A total of 1,077 homicides occurred during the 
period of investigation. The victims do not rep¬ 
resent a cross-section of the city’s population in 
terms of race and sex. Indeed, males of both races 
account for 74.5% (802) of all known homicides. 
The one-sided picture of homicides is further evi¬ 
dent when observed on the white-nonwhite factor. 
Homicides among white members of the commu¬ 
nity constitute 24.9% (268) of cases, while non¬ 
whites account for 75.1% (809). Nonwhite males 
account for 58.0% (625) of the total. Following, 
in descending frequency, are nonwhite females, 


17.1% (184) ; white males, 16.4% (177) ; white 
females, 8.5% (91). 

The age distribution of homicide victims by sex 
anti race is shown in Table 1. The overall average 
age at death is 34.9 years, which is essentially the 
midpoint in the person’s life span when viewed in 
terms of life expectancy. The average age of fe¬ 
male deaths, 31.3 years, reflects a younger victim 
population as contrasted with males, 35.7 years. 
This same female to male average age discrepancy 
holds for both whites and nonwhites and amounts 
to a diflference of between four and four and one- 
half years. Nonwhite females tend to be victims 
at a younger age, on the average, than any of the 
other sex-race groups. One striking feature of 
this table is the high proportion of deaths in the 
very young and the very old age groups among 
white females. 

If one were to plot bar graphs using the age 
distributions for each group, it would bring into 
relief the fact that both male and female nonwhite 
distributions tend to reflect a normal curve pat- 
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BRING IT DOWN 
AND 

KEEP IT DOWN 



Metatensin lowers blood pressure and 
keeps it low—effectively and 
economically. It combines reserpine 
with trichlormethiazide which affords 
more potent saluresis with less loss of 
potassium than from earlier thiazides. 
Reserpine contributes antihypertensive 
effect by relieving anxiety and tension. 
Metatensin is well-tolerated over long 
periods; with its effectiveness and 
economy it assures antihypertensive 
therapy you and your patients 
can stay with. 

METATENSIN® 

Each scored tablet contains: 

METAHYDRIN® (trichlormethiazide) 

2 mg. or 4 mg. and 
Reserpine 0.1 mg. 

Usual adult dose: One tablet twice 
daily. Precautions and side effects: 

Patients with hepatic cirrhosis or 
diarrheal syndromes, or under therapy 
with digitalis, ACTH, or potassium-losing 
steroids, should be observed for signs 
of hypokalemia. With thiazides, 
electrolyte depletion, diabetes, gout, 
granulopenia, nausea, pancreatitis, 
cholestatic jaundice, flushing, mild 
muscle cramps, constipation, 
photosensitivity, acute myopia, 
perimacular edema, paresthesias, 
neonatal bone marrow depression in 
infants of mothers who received 
thiazides during pregnancy, skin rash 
or purpura with or without 
thrombocytopenia, may occur. With 
reserpine, untoward effects may include 
depression, peptic ulcer and bronchial 
asthma. Withdraw medication at least 
7 days prior to electroshock therapy, 

2 weeks prior to elective surgery. 

Contraindications: Complete renal 
shutdown, rising azotemia or development 
of hyperkalemia or acidosis in severe 
renal disease. 

Supplied: Metatensin tablets, 2 mg., 

4 mg—bottles of 100 and 1000. 
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tern, whereas for white people of both sexes, the 
pattern appears more dispersed across all ages. 
This contrast is particularly distinct for the male 
distributions. Homicides among whites seem more 
likely to occur in any age category, while among 
nonwhites most victims are in the 25-39 age span. 
This observation is partly a reflection of higher 
proportions of younger ages in the nonwhite pop¬ 
ulation as contrasted with the white population. 

To obtain a more meaningful interpretation of 
the differential pattern of homicides in the com¬ 
munity, it is necessary to take into account the 
population distributions for each sex and race 
category. The result is the crude rate.* The crude 
rate is specific to the particular population base 
used and therefore is not directly comparable to a 
crude rate obtained by using a dififerent popula¬ 
tion. Thus, comparisons in Table 2 can be made 


group show a peak rate in 1950 of 56.2 per 100,000 
and diminish over 12 years to a crude rate of 31.8 
per 100,000 in 1961. The crude homicide rate for 
the U.S. nonwhite male population in 1961 was 

33.6 per 100,000. 3 The trend among white males 
over this period shows a slight increase, from a 
crude rate of 5.7 per 100.000 in 1950 to 6.6 in 
1961. The crude homicide rate for the U.S. white 
male population in 1961 was 3.6 per 100,000. 3 The 
crude rates for white females during this period 
show a slight rise from 1.9 per 100,000 in 1950 to 

2.6 per 100,000 in 1961. Among nonwhite females, 
there is a general indication of decreasing crude 
rates after the peak rate of 14.6 per 100,000 in 
1954. 

The annual crude death rate for all cases in 
Baltimore City was 9.8 per 100,000 in 1951 and 
11.5 in 1960. Crude death rates for homicides in 


TABLE 2 

ANNUAL* CRUDE DEATH RATES FOR HOMICIDES, BY SEX AND RACE, 
BALTIMORE CITY: 1950 to 1961 
(Rates per 100,000) 


Year of Homicide 


and Race 

1950 

1951 

1952 

1953 

1954 

1955 

1956 

1957 

1958 

1959 

1960 

1961 

Cases 

MALES 

Total 

17.8 

15.4 

15.0 

13.7 

13.8 

12.9 

11.4 

14.3 

14.1 

13.7 

17.4 

15.7 

800 

White 

5.7 

2.3 

4.4 

4.8 

4.0 

2.5 

4.1 

4.8 

4.2 

6.0 

6.1 

6.6 

176 

Nonwhite 

56.2 

54.7 

45.0 

37.6 

38.6 

37.9 

28.0 

34.7 

34.2 

28.6 

38.4 

31.8 

624 

FEMALES 

Total 

3.5 

4.3 

3.9 

2.9 

5.9 

5.1 

4.3 

4.5 

6.8 

4.9 

5.8 

4.3 

274 

White 

1.9 

1.9 

1.4 

2.2 

2.6 

2.6 

0.9 

1.8 

4.3 

2.2 

2.5 

2.6 

91 

Nonwhite 

8.6 

11.6 

11.1 

4.5 

14.6 

11.2 

12.2 

10.4 

12.0 

10.3 

11.8 

7.4 

183 


* Specific sex-race total populations for other than the census years 1950 and I960 estimated by interpolation. 


only horizontally within each row and not verti¬ 
cally within a given column. 

Annual crude death rates by sex and race for 
the 12-year period are presented in Table 2. This 
table permits an overview of trends in crude rates 

Appreciably high crude rates are observed for 
nonwhite males. Annual crude rates within this 

* Crude Rate = no. of cases X 100,000 
•' total population 


the United States population during the same 
period are almost one-half of the Baltimore City 
rates. In 1951, the U.S. death rate for homicides 
was 4.9 per 100,000 and in 1960 it stood at 4.7. 3 
The U.S. rates are diluted by the inclusion of 
rural and other less urban areas where criminal 
homicide rates are low. Crude rates for urban 
areas of 250,000 population or more probably 
are comparable to Baltimore City rates. 
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When depressed patients say: 



NORPRAMIN 9 

(desipramine hydrochloride) 


non-sedating* rapid-acting 
ANTI DEPRESSANT 


helps restore normal patterns of sleep and activity 


Norpramin (desipramine hydrochloride) 
often reverses the signs and symptoms 
of depression including sleep disturb¬ 
ances feeling of sadness, guilt, anxiety, 
worthlessness and bodily complaints 
without physical basis. In 2-5 days most 
patients become more hopeful, active and 
less weighed down by their problems. 


Norpramin (desipramine hydrochloride) 
has only slight sedative qualities, never¬ 
theless sleep disturbances and restless¬ 
ness are relieved as depression is lifted. 
If anxiety or tension develop or persist a 
tranquilizer may be added or dosage 
reduced. Side effects are usually mild, 
occurring in about 1 of 4 patients. 


Indications: In moderate to severe depression—neurotic or psychotic. Dosage: Optimal results are 
obtained at a dosage of two 25 mg. tablets t.i.d. (150 mg./day). Contraindications and Precautions: Glau¬ 
coma, urethral or ureteral spasm, recent myocardial infarction, severe coronary heart disease and epilepsy. 
Should not be given within two weeks of an MAO inhibitor. Safety in human pregnancy has not been 
established. Adverse Effects: Usually mild, may include: dry mouth, constipation, dizziness, palpitation, 
delayed urination, "bad taste", sensory illusion, tinnitus, agitation and stimulation, sweating, drowsiness, 
headache, orthostatic hypotension, flushing, nausea, cramps, weakness, blurred vision and mydriasis, 
rash, allergy, transient eosinophilia, granulopenia, altered liver function, ataxia and extrapyramidal signs. 
Supplied: Norpramin (desipramine hydrochloride) tablets of 25 mg., in bottles of 50, 500 and 1000. 

PRODUCTS FOR PATIENTS YOU SEE EVERY DAY LAKESIDE LABORATORIES, INC., Milwaukee, Wisconsin 53201 


57 


September, 1966 









TABLE 3 

AGE-ADJUSTED* STANDARDIZED! ANNUAL DEATH RATES FOR HOMICIDES, BY 
SEX AND RACE, BALTIMORE CITY: 1950 TO 1961 
(Rates per 100,000) 


Year of Homicide Total 


and Race 

1950 

1951 

1952 

1953 

1954 

1955 

1956 

1957 

1958 

1959 

1960 

1961 

Cases 

MALES 

Total 

15.2 

13.5 

13.5 

12.5 

12.8 

12.0 

10.7 

12.4 

13.6 

13.5 

17.5 

16.0 

800 

White 

5.3 

2.2 

4.3 

4.4 

3.9 

2.3 

3.8 

4.6 

4.2 

5.8 

5.9 

6.5 

176 

Nonwhite 

47.6 

48.5 

40.1 

35.5 

37.2 

37.1 

27.2 

35.8 

33.2 

29.6 

41.6 

33.9 

624 

FEMALES 

Total 

3.2 

3.9 

3.4 

2.9 

5.6 

4.8 

4.2 

4.4 

6.5 

4.8 

5.7 

4.4 

274 

White 

2.0 

1.8 

1.3 

2.2 

2.6 

2.6 

0.9 

1.9 

4.2 

2.2 

2.4 

2.5 

91 

Nonwhite 

6.7 

10.4 

9.9 

4.0 

12.1 

10.3 

11.3 

8.8 

11.0 

8.8 

10.8 

7.0 

183 


* Specific sex-race-age population distributions for other than the census years 1950 and I960 estimated by interpola 
tion using age-specific categories. 

f Standard population: I960 census of total population for Baltimore City. 


A useful method for comparing rates among 
different population groups is called the direct 
method of standardization. 4 This method takes 
into account differences in sex, race, and age group 
distributions among the several classes being in¬ 
vestigated as well as changes in these distributions 
over time. The resulting death rates are hypo¬ 
thetical rates that would obtain if each set of age- 
specific rates, for each sex-race category, were 
compared using identical populations. 

The results of this standardization method for 
annual homicide rates observed for each sex-race 
group are shown in Table 3. By using this meth¬ 
od. comparisons can be made both across and down 
the table. The striking feature of these standard¬ 
ized rates is the relatively high rate among non¬ 
white males for the entire 12-year period. The 
second important facet of this table is the precip¬ 
itous decline in the annual rates for this same 
group. This is perhaps the more significant find¬ 
ing of the two mentioned. Furthermore, this trend 
among nonwhite males should be viewed in light 
of the fact that no other sex-race category shows 
an overall decline in rates for this period. 

Among white males, the death rates have in¬ 


creased slightly over the 12 years but, in contrast 
to the nonwhite males, they are considerably lower. 
For females, the rates for nonwhites have re¬ 
mained consistently higher than whites throughout 
this period. In addition, nonwhite females have 
higher death rates than white males. In general, 
throughout the period under investigation, the 
nonwhites experienced higher homicide rates than 
the whites. 

Other important characteristics of homicide per¬ 
tain to the manner of homicide, the place where 
death occurred, and the time interval between in¬ 
jury and death. These factors will be discussed. 

The methods employed in homicide are pre¬ 
sented in Table 4. The most prevalent method is 
the use of firearms. This is characteristic of all 
sex and race categories except nonwhite males. 
Sharp, cutting, or piercing instruments, such as 
a knife, rank first for this group, with firearms 
a close second. Combined, these two methods 
account for 79.3% of all homicides in this group. 
These same methods account for 64.2% of homi¬ 
cides among nonwhite females. In contrast, the 
use of firearms and sharp instruments cause 
58.6% of the deaths among white males and 
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In colicky infants Pediatric Piptal with 
Phenobarbital slows down spasm, diminishes 
pain and crying and improves feeding pat¬ 
terns. It permits sleep and rest for patient and 
family. The less than hypnotic amount of 
phenobarbital in the recommended dose 
affords a mild, calming action and enhances 
the antispasmodic action of Piptal (pipenzo- 
late bromide). The latter drug, as reported in 
the medical literature, has a favorable ratio of 
effectiveness to side-effects which is unusua I 
in anticholinergics and thus is particularly 
appropriate to pediatric use. 



PEDIATRIC PIPTAL® 

WITH 

PHENOBARBITAL 

each cc. contains 6 mg. phenobarbital (warning: may 
be habit forming); 4 mg. Piptal® (pipenzolate bromide), 
and 20% alcohol. 


Pleasant-tasting Pediatric Piptal with 
Phenobarbital is miscible in milk, formulas 
and fruit juices, and may also be given by 
dropper directly on the infant’s tongue. Dos¬ 
age is 0.5 cc. 15 minutes before feeding; in 
severe cases, 1.0 cc. four times daily. High 
doses may occasionally cause constipation 
with tenesmus and, rarely, flushing without 
fever. It is contraindicated in bowel obstruc¬ 
tion or sensitivity to phenobarbital or anti¬ 
cholinergics. Available in 30 cc. dropper 
bottles, droppers calibrated to deliver 0.5 cc. 
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METHOD 

OF 

HOMICIDES 

BY SEX 

TABLE 4 

AND RACE, 

BALTIMORE 

CITY: 

1950 

- 61 


Method of 
Homicide 



Males 





Females 



White 

Non-white 

Both 

White 

Non-white 

Both 

No. 

% 

No. 

% 

No. 

% 

No. 

% 

No. 

% 

No. 

% 

Firearms 

74 

41.7 

240 

38.5 

314 

39.2 

37 

40.6 

61 

33.2 

98 

35.7 

Sharp instrument 

30 

16.9 

255 

40.8 

285 

35.6 

13 

14.3 

57 

31.0 

70 

25.4 

Assault 

46 

26.0 

70 

11.2 

116 

14.5 

17 

18.7 

28 

15.2 

45 

16.4 

Strangulation 

3 

1.7 

1 

0.2 

4 

0.5 

12 

13.2 

20 

10.9 

32 

11.6 

Legal 

5 

2.8 

34 

5.4 

39 

5.0 

0 

0 

0 

0 

0 

0 

Other* 

19 

10.9 

24 

3.9 

43 

5.2 

12 

13.2 

18 

9.7 

30 

10.9 

Total 

177 

100.0 

624 

100.0 

801 

100.0 

91 

100.0 

184 

100.0 

275 

100.0 

* Includes poisoning, drowning, crushing, 

:ausing to 

fall, bu 

rning, exposure 1 

neglect) 

and miscellaneous other 

causes 

excluding unknown causes. 













54.9% among white females. The same pattern 
in the use of these methods was observed by 
Wolfgang in his study of criminal homicides in 
Philadelphia for the period 1948 to 1952. 5 

Death by sharp instruments is more character¬ 
istic of nonwhite than of white homicides. On the 
other hand, physical assault, such as being beaten 


or struck by a blunt instrument, accounts for a 
greater proportion of cases among whites than 
among nonwhites. A means predominantly used 
for females is strangulation. This finding is ex¬ 
pected, since strangulation is likely to be used by 
the stronger male offender against his victim. 

The method labeled legal homicide relates to 


SITE OF HOMICIDES 

TABLE 5 

BY SEX AND RACE, 

BALTIMORE CITY: 1950 - 61 


Site of Homicide 



Males 





Females 



White 

Non 

-white 

Both 

White 

Non 

white 

Both 

No. 

% 

No. 

% 

No. 

% 

No. 

% 

No. 

% 

No. 

% 

Own residence—indoors 

38 

21.6 

159 

25.5 

197 

24.7 

54 

60.0 

Ill 

60.6 

165 

60.4 

Own residence—outdoors 

3 

1.7 

26 

4.2 

29 

3.6 

1 

1.1 

7 

3.8 

8 

2.9 

Other residence—indoors 

14 

8.0 

103 

16.5 

117 

14.6 

8 

9.0 

20 

11.0 

28 

10.2 

Other location—outdoors 

74 

42.1 

272 

43.5 

346 

43.4 

19 

21.1 

38 

20.8 

57 

20.9 

Place of employment 

24 

13.6 

1 

0.2 

25 

3.1 

2 

2.2 

0 

0 

2 

0.7 

Tavern or bar 

8 

4.5 

36 

5.8 

44 

5.5 

1 

1.1 

2 

1.1 

3 

1.1 

Prison or jail 

2 

1.1 

10 

1.6 

12 

1.5 

0 

0 

0 

0 

0 

0 

Other 

13 

7.4 

16 

2.7 

29 

3.6 

5 

7.7 

5 

2.7 

10 

3.8 

Total 

176 

100.0 

623 

100.0 

799 

100.0 

90 

100.0 

183 

100.0 

273 

100.0 


60 


Maryland State Medical Journal 




























Doctor, 

Here is the Abbott anorectic 
program designed to meet 
the individual needs of your 
overweight patients. 










mood elevation 


Abbott 

Anorectic 

Program 


DESOXYN® Gradumet® (metham- 
phetamine hydrochloride) 

Smooth appetite control plus mood elevation. 


If she can't take plain amphetamine, 
put her on DESBUTAL? Gradumet 

Calms anxieties; controls compulsive eating. 


The obese patient on a diet often has to battle 
depression as well as overweight. Desoxyn Grad¬ 
umet helps the dieter in both battles by elevating 
the mood while it curbs the appetite. Thanks to 
the Gradumet, medication is smoothly released 
all-day from a single oral dose. 


Desbutal Gradumet provides 2 drugs in 2 tablet 
sections, combined back to back to form a single 
tablet. One section contains Desoxyn to curb the 
appetite and lift the mood; the other contains 
Nembutal® (pentobarbital) to calm the patient and 
counteract any excessive stimulation. 

Both drugs are released in an effective dosage 
ratio throughout the day. 






controlled release 


Abbott 

Anorectic 

Program 



They are not subjected to ups and downs of 
drug release ... or to erratic release from patient 
to patient ... or to erratic release in the same 
patient from day to day. 


Not all long-release vehicles are 
the same. Here is why the Gradumet 
is different and what it means 
for your overweight patients. 


The release action is purely physical and relies on 
only one factor common to every patient: gastro¬ 
intestinal fluid. There is no dependence on enteric 
coatings, enzymes, motility, or an “ideal” ion con¬ 
centration in the gastrointestinal tract. 

Your patients get a measured amount of medi¬ 
cation, m oment by moment, throughout the day . 


That's why the Gradumet provides 
controlled-release as well as 
long release. 


Perhaps you saw the Gradumet model demon¬ 
stration which shows that the release is entirely 
physical. When fluid is added, the drug in the outer 
ends of the channels dissolves. As fluid pene¬ 
trates deeper into the channels, there is a con¬ 
tinuous release of medication. The rate of release 
is rigidly controlled by the size and number of 
channels. 












choice of 5 strengths 3 


DESOXYN Gradumet 

Methamphetamine Hydro¬ 
chloride in Long-Release 
Dose Form 



5 mg. 10 mg. 15 mg. 


DESBUTAL 10 Gradumet 

10 mg. Methamphetamine 
Hydrochloride, 

60 mg. Pentobarbital Sodium 

- ' J 

Front Side 


DESBUTAL 15 Gradumet 

15 mg. Methamphetamine 
Hydrochloride, 

90 mg. Pentobarbital Sodium 

ygr il 

Front Side 


samples available 



Each sample contains 6 tablets and a filled 
Sucaryl® Sweetener dispenser. Fora supply, write 
Abbott Laboratories or ask your Abbott man. 


economy 


Patients, in many cases, save 
enough to get five weeks of 
medication for the price of 
four, compared to other leading 
long-release anorectics. 

601060 


Desbutal 15 Gradumet 

Product of choice for patients who 
overreact to plain amphetamine 

As *« anorectic in treatment of 
obwrty: stso to counteract anxiety and miW depression. 

, - Desbutal is coi>»ra>n«it*Sed in pa¬ 

tients totting a monoamine oridase inhibitor Nervousness 
or excessive sedation have occasionally been observed; 
often Dies* effects will disappear after a few days. Use 
with caution in patisnts with hypertension, cardiovascular 
disease, hyperthyroidism or who are sensitive to sympa¬ 
thomimetic drugs Careful supervision ts advisable with 
mat ad tusted imiivrduals. 

»< ■ A single Gradumet tablet in the morning 

provides afi-day appetite control. 

Desbutal 10 contains to mg of meih 
amphetamine hydrochloride and GO mg. of pentobarbital 
sodium Desbutal 15 contains 15 mg. of methamphetamine 
hydrochloride and 9® mg. of pentobarbital sodium. In 
bottles of 1(» and 500, 
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A carefully balanced formula to 
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CONTRAINDICATION: Desoxyn and Desbutal are 
contraindicated in patients taking a monoamine 
oxidase inhibitor. 

PRECAUTIONS: Use with caution in patients with 
hypertension, cardiovascular disease, hyperthy¬ 
roidism, old age, or those sensitive to sympatho¬ 
mimetic drugs or ephedrine and its 
derivatives. Careful supervision is ad¬ 
visable with maladjusted individuals. 

Gradumet—long-release dose form, Abbott: U.S. Pat. No. 2,987,445. 
Sucaryl—Abbott brand of low and non-caloric sweeteners. 












either judicial execution or justifiable homicide by 
the police. This method is characteristic of males 
only and primarily occurs among nonwhite males. 
Usually it is the result of police action in the line 
of duty, when a criminal suspect resists arrest or 
attempts • escape. Of the 39 cases labeled legal 
homicide, the records show that 27 cases (69%) 
were due to injury by the police while the remain¬ 
ing 12 cases (31% ) were legal executions. 

The ecological distribution of homicides may be 
significant in relating the overall pattern of this 
crime with factors associated with the social milieu. 
In this respect, a meaningful distinction can be 
drawn between locations associated with the vic¬ 
tim's own environment and the more general area 
of public domain. A homicide committed in the 
victim’s home may involve a different set of fac¬ 
tors in the victim-offender situation than one com¬ 
mitted in some other private or public location. 
Furthermore, one can differentiate other factors 
in homicides that occur solely in the victim’s home 
as being either domestic precipitated or intruder 
precipitated events. 

In Table 5, homicides have been categorized 
into a number of primary sites, and the distribu¬ 
tions shown are by sex and race. The major sites 
listed are residence, outdoor non-residence, place 
of employment, tavern or bar, prison or jail, and 
miscellaneous places. The residence category has 
been further delineated by taking into account the 
victim’s status with reference to the household. 
Either the victim resided in the household (“own 
residence”), or the homicide occurred in some 
other household (“other residence”). Such homi¬ 
cides were also classified according to whether 
they occurred indoors or outdoors. “Other loca¬ 
tion—outdoors” includes such places as street, 
park, vacant lot, or river. The category, “other” 
is a potpourri of sites including automobile, public 
or commercial building, transportation terminal, 
or hotel. 

Among male victims, the modal group falls into 
the category of outdoor locations. These homi¬ 
cides probably involve the victim in situations re¬ 
lated to aggravated assault, robbery, and inten¬ 
tional murder. Both white and nonwhite male dis¬ 
tributions show that a little over two out of every 
five homicides occur outdoors. The second most 
frequent site for males of both races is inside the 
victim’s own residence. One out of every five 
white males and one out of four non white males 


are killed in their home. These cases usually in¬ 
volve domestic issues within the family. 

For nonwhite males, the third most frequent 
site of homicide is in a residence other than the 
victim’s. The high proportion of cases occurring 
in proximity to the victim’s residence, 29.7%, in¬ 
creases to 46.2% if other residential locations are 
included. This combined figure outranks all other 
categories in the nonwhite male group. The com¬ 
parable figure for white males is 31.3%, which 
does not outrank the first category mentioned for 
this group, namely, other outdoor locations. 

The third most frequent site of homicide for 
white males is his place of work, which presents 
a sharp contrast to that noted for nonwhite males. 
The residual categories shown in Table 5 for 
males account for fairly small proportions in each 
group. 

For females, a distinct contrast is observed for 
the site of homicide and the proportion of cases in 
this modal category. Three out of five women are 
killed within the victim’s own residence. Probably 
such homicides relate to domestic matters within 
the family or at least within the social web of 
proximate personal relations. The other factor 
pertinent to homicides in this situational context 
is that of intruder precipitated action. Both female 
groups show considerably higher proportions of 
cases observed for homicides occurring in prox¬ 
imity to residential locations. The combined figure 
for white females is 70.1% and for nonwhite fe¬ 
males it is 75.4%. 

One out of five females are victims in other 
outdoor locations. This site is ranked second in 
frequency. This situation probably involves an 
element of isolation from other persons, since most 
of the sites in this category are places that would 
be devoid of individuals at some time during any 
24-hour period. 

The final factor concerns the time interval be¬ 
tween injury and death. In each case, the interval 
has been established from the records of the Medi¬ 
cal Examiner’s office and the Police Department. 
In a number of cases, the time of injury could 
only be estimated by the police or the coroner’s 
office. In like manner, the time of death had been 
established afterward. 

The average time interval has been calculated 
for each sex-race group for the years 1950-1961. 
These figures are presented in Table 6. The aver¬ 
ages are not based on the original numbers in each 
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TABLE 6 

AVERAGE TIME INTERVAL* BETWEEN INJURY AND DEATH FOR HOMICIDES, 
BY SEX AND RACE, BALTIMORE CITY: 1950 TO 1961 


Sex and Race 


ear Males Females 

of - All - All 


Death 

White 

Non-white 

Males 

White 

Non-white 

Females 



AVERAGE TIME 

INTERVAL 



1950 

0-18 

1-08 

1-06 

0-02 

0-10 

0-09 

1951 

0-02 

1-17 

1-13 

0-02 

1-05 

0-20 

1952 

1-08 

0-16 

0-19 

0-07 

1-06 

1-01 

1953 

1-13 

1-09 

1-10 

1-09 

0-05 

0-21 

1954 

1-11 

1-04 

1-05 

1-19 

0-07 

0-18 

1955 

1-16 

1-05 

1-06 

1-03 

1-09 

1-08 

1956 

0-22 

2-01 

1-19 

0 

0-05 

0-05 

1957 

1-20 

1-16 

1-17 

0-16 

0-02 

0-07 

1958 

2-20 

1-08 

1-16 

0-10 

0-22 

0-17 

1959 

4-05 

0-23 

1-14 

0-04 

0-16 

0-12 

1960 

0-19 

1-08 

1-05 

1-18 

1-13 

1-14 

1961 

0-15 

1-05 

1-01 

4-02 

0-23 

1-23 

Total 

1-09 

1-08 

1-08 

1-03 

0-19 

0-22 


* Average time interval is shown as: No. of days — No. of hours. 


group for these years. Insufficient record informa¬ 
tion resulted in the loss of cases in each of these 
groups. The residual number of cases in each 
sex-race group, for all years, are as follows: white 
males, 133; nonwhite males, 528; white females, 
58; non white females, 134. 

The most noticeable difference in average time 
intervals occurs by sex. Female victims of homi¬ 
cide tend to survive for a shorter time than do 
males. In addition, nonwhite females show an 
overall average time lapse of 19 hours, while white 
females show an average of 27 hours. This latter 
average comes closer to the total average time in¬ 
tervals observed for both male groups. There 
appears to be no consistent trend in average time 
intervals over the 12-year period. 

Bureau of Vital Records 
Baltimore City Health Dept. 
Municipal Building 
Baltimore, Md 21202 
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Most of my patients with 
high blood pressure are 
as old as I am. A lot of them 
are living on pensions. 
They’re grateful when I can 
keep prescription costs 
down. 


Regroton 


chlorthalidone 50 mg. reserpine 0.25 mg, 


1 tablet daily 
brings pressure down 


Advantage: Both components of Regroton 
are long-acting. 

/Average dosage: One tablet daily with 
breakfast. 

Contraindications: History of mental 
depression, hypersensitivity, and most 
cases of severe renal or hepatic diseases. 
Warning: Discontinue 2 weeks before 
general anesthesia, 1 week before electro¬ 
shock therapy, and if depression or 
peptic ulcer occurs. With administration 
of enteric-coated potassium supplements, 
the possibility of small bowel lesions 
should be kept in mind. 

Precautions: Reduce dosage of con¬ 
comitant antihypertensive agents by one- 
half. Discontinue if the BUN rises or 
liver dysfunction is aggravated. Electro¬ 
lyte imbalance and potassium depletion 
may occur; take particular care in 
cirrhosis or severe ischemic heart disease, 
and in patients receiving corticosteroids, 
ACTH, or digitalis. Salt restriction is not 
recommended. Use with caution in 
patients with ulcerative colitis, gall¬ 
stones. or bronchial asthma. 

Side effects: Nausea, vomiting, diarrhea, 
muscle cramps, headaches and dizziness. 
Potential side effects include angina pecto¬ 
ris, anxiety, depression, drowsiness, 
hyperglycemia, hyperuricemia, lassitude, 
leukopenia, nasal stuffiness, nightmare, 
purpura, urticaria, and weakness. 

For full details, see the complete prescrib¬ 
ing information. 

Availability: Bottles of 100 and 1000 tablets. 
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B and C vitamins are therapy: STRESSCAPS B and C vitamins in thera¬ 
peutic amounts... help the body mobilize defenses during convalescence... aid 
response to primary therapy. The patient with a severe infection, and many 
others undergoing physiologic stress, may benefit from STRESSCAPS capsules. 




Each capsule contains: 

Vitamin Bi (as Thiamine Mononitrate) 10 mg 


Vitamin B 2 (Riboflavin) 10 mg 

Vitamin B 6 (Pyridoxine HCI) 2 mg 

Vitamin B )2 Crystalline 4 mcgm 

Vitamin C (Ascorbic Acid) 300 mg 

Niacinamide lOOmg 

Calcium Pantothenate 20 mg 


Recommended intake: Adults, 1 capsule 
daily, for the treatment of vitamin deficien¬ 
cies. Supplied in decorative “reminder" 
jars of 30 and 100; bottles of 500. 



626 - 6-3612 


LEDERLE LABORATORIES, A Division of American Cyanamid Company, Pearl River, New York 
















Supervoltage x-ray therapy is curing a sig¬ 
nificant number of patients with nasopharyn¬ 
geal cancer. Further improvement is possible 
through earlier diagnosis. The physician 
should consider this possibility whenever he 
encounters posterior nasal obstruction, epis- 
taxis, or obstructive symptoms of the 
eustachian tube. Cranial nerve involvement 
and cervical metastases should alert him. The 
extent of the primary tumor often can be 
determined by means of x-ray of the skull 
and sinuses. A definitive diagnosis can be 
established by nasopharyngoscopy and biopsy 
of the lesion. 


CANCER OF THE NASOPHARYNX 


JERRIE CHERRY, MD 
J. STEWART LOTT, MD 
R. ROBII\SOI\ BAKER, MD 


Cancer of the nasopharynx accounts for ap¬ 
proximately 1% of all cancers occurring in the 
United States. Fifty per cent of these patients 
can be cured if diagnosis is made early in the 
course of the disease. However, there are still many 
patients being diagnosed in the late stages of 
disease. The average time lag from onset of 
symptoms to diagnosis is 11 months. 3 Aware¬ 
ness of the symptoms and signs of nasopharyngeal 
carcinoma, coupled with an increased use of cell 
washings and biopsy, will lead to earlier diagnosis 
and more cures. 

Incidence .—This disease occurs more commonly 
in Caucasians than Negroes 3-5 and is three times 
as common in men than in women. 3 - 4 The aver¬ 
age age of onset is 51 years. 2,3 

Anatomy .—The nasopharynx (Fig) is a medial 
space just posterior to the nose, beneath the 
sphenoid bone, anterior to the cervical vertebrae Ci 
and C 2 , and posterior to the dorsum of the soft 
palate. The lateral extent of this space is bounded 
by the eustachian tube orifices. This nasopharyn¬ 
geal space is lined by respiratory epithelium and 
contains numerous lymphoid elements which in 

From the Department of Otolaryngology, Division of 
Radiotherapy, and the Department of Surgery, The Johns 
Hopkins University School of Medicine. 
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The nasopharynx (shaded 
area) is bounded anteriorly 
by the middle turbinate of 
the nose, superiorly by the 
sphenoid bone, interiorly by 
the soft palate, and poster¬ 
iorly by the prevertebral 
fascia. 


children and adolescents form the pharyngeal 
tonsils. This space is hidden from direct view 
and easy palpation. It is bounded on four sides 
hy bone and is visualized only with an indirect 
mirror or nasopharyngoscope. 

Symptoms .—The presenting symptoms vary 
with the anatomic location of the primary lesion 
within the nasopharynx and the biologic behavior 
of the tumor. They fall into three general pat¬ 
terns : 1) lesions causing local obstruction of the 
nose or eustachian tube; 2) lesions causing cra¬ 
nial nerve involvement and bony erosions; 3) le¬ 
sions which metastasize to regional lymph nodes 
or to distant areas. Those lesions causing ob¬ 
structive signs, such as nasal congestion, epis- 
taxis, hearing loss, tinnitus, and otitis media, are 
most common. The group of patients presenting 
with cervical metastasis form the next most com¬ 
mon group, followed by those patients presenting 
with cranial nerve involvement. 2, 3 ’ 5 Few patients 
present with headache or dizziness. 3 ’ 4 

Pathology .—Most malignant tumors in this re¬ 
gion are carcinomas. These tumors characteris¬ 
tically are poorly differentiated and are asso¬ 
ciated with a high incidence of cervical lymph 


node metastases. In addition to squamous cell 
carcinomas, lymphoepitheliomas are commonly 
encountered in this anatomic area. These tumors 
are of epithelial origin but contain a heavy infiltra¬ 
tion of lymphocytes. Small lesions within the 
nasopharynx are frequently associated with mas¬ 
sive cervical metastases. Malignant lymphomas, 
such as reticulum cell sarcoma and lymphosar¬ 
comas, are also found occasionally in the naso¬ 
pharynx. 

A method of staging nasopharyngeal lesions has 
been suggested by Geist and Portmann. 1 A Stage 
I lesion is confined to the nasopharynx without 
palpable cervical lymph nodes or cranial nerve 
involvement; Stage II lesions have cervical node 
involvement but no evidence of cranial nerve 
involvement or x-ray evidence of erosion of the 
skull; Stage III lesions have local bony invasion 
of the skull with neurological signs; Stage IV 
lesions have distant metastases. 

Therapy .—Radiotherapy is the treatment of 
choice for the primary nasopharyngeal lesion. 
When the aim of treatment is cure, either super¬ 
voltage or Colbalt 60 beam therapy is superior to 
the conventional x-ray from the standpoint of 
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MAPLE HILL PRIVATE AMBULANCE AND OXYGEN SERVICES 


Phone 685-1655 226 W. Monument St. Baltimore, Maryland 21201 
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both normal tissue tolerance and tumor destruc¬ 
tion. Radium therapy can be used occasionally 
to supplement external beam radiotherapy if 
higher local dosage is required. 

The tumor destructive dose for lymphosarcoma 
or reticulum cell sarcoma is of the order of 3,000 
rads in three to four weeks, including the node 
hearing areas of the neck and possibly the upper 
mediastinum in the treatment fields. For lympho- 
epithelioma, 4,000 to 5,000 rads in four to five 
weeks will be required. Squamous cell carcinoma, 
being still more resistant, necessitates more local¬ 
ized treatment and higher dosage in the range of 
5,000 to 6,000 rads in five to six weeks. 

Involvement of the base of the skull and cervi¬ 
cal lymph node metastases are unfavorable prog¬ 
nostic signs; such cases are seldom cured. Incur¬ 
able disease may be effectively relieved and re¬ 
strained by radiotherapy in dosage designed to 
shrink the tumor mass without producing signifi¬ 
cant normal tissue reaction. If the primary naso¬ 
pharyngeal lesion has been controlled for a period 
of four to six months, surgical excision of re¬ 
current or persistent neck nodes may be done 
with a slight chance of cure. 


STAGE OF DISEASE CORRELATED WITH 
FIVE-YEAR SURVIVAL RATES 5 


Stage 

5-year Survival 

1 

50% 

II 

40% 

III 

16% 

IV 

Incurable 


Survival figures correlated with the stage of 
disease are presented in the Table. 

The Johns Hopkins University School of Medicine 

Baltimore, Md. 21205 
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Now 

b.i.d. convenience 

plus 

even greater patient savings 
over q.i.d. tetracycline therapy 

( plus all the advantages of \ 
tetracycline phosphate complex/ 

newTe e i bidCAPS 

(tetracycline phosphate complex) 


Maximum patient savings. New 

bidCAPS now enable you to pre¬ 
scribe tetracycline in an even more 
economical, more convenient 
form. Your patient’s prescription 
dollar gets maximum value: a 
daily bidCAPS dose is priced lower 
than any other leading brand of 
tetracycline —b.i.d . or q.i.d. 


More of the active antibiotic in 
the blood. The basic tetracycline 
in Tetrex (tetracycline phosphate 
complex) is less bound to serum 
protein than is demethylchlortet- 
racycline. 1 Result: Tetrex (tetracy¬ 
cline phosphate complex) pro¬ 
vides a higher percentage of 
active antibiotic in the blood. 


Well tolerated. Tetrex (tetracy¬ 
cline phosphate complex) is well 
tolerated. Gastrointestinal side 
effects are few; photodynamic 
reactions are extremely rare. 


Available in bottles of 16 and 60. 
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BRISTOL LABORATORIES 
Division of Bristol-Myers Company 
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Night Leg Cramps. ..Frequent Bedfellow 
In Diabetes' Arthritis , 2 and Peripheral Vascular Disorders 2 


now.. . specific therapy for night leg cramps 

QUIIMAMM 


Consistently effective, QUINAMM provided com¬ 
plete relief in 94% of 200 patients studied, many of 
whom were severe cases refractory to other medica¬ 
tion. 3 Your prescription for one tablet at bedtime 
often controls painful night cramps with the initial 
dose . . . helps restore restful sleep. 


w:\lke 



QUINAMM Prescribing Information: Composition: Each white, 
beveled, compressed tablet contains: Quinine Sulfate 4 grains (250 
mg.) and Aminophylline 3 grains (200 mg.). Precautions: Amino- 
phylline may produce intestinal cramps in some instances, and 
quinine may produce symptoms of cinchonism, such as tinnitus, 
dizziness, and gastrointestinal disturbance. Discontinue use if ring¬ 
ing in the ears, deafness, skin rash, or visual disturbances occur. 
Contraindication: QUINAMM is contraindicated in pregnancy be¬ 
cause of its quinine content. Dosage: One tablet upon retiring. 
Where necessary, dosage may be increased to one tablet follow¬ 
ing the evening meal and one tablet upon retiring. Supplied: 
Bottles of 100 and 500 tablets. Caution: Federal law prohibits 
dispensing without prescription. 

References: 1. Shuman, C.: Am. J. Med. Sci., 225:54, 1953. 2. 
Perchuk, E., et al.: Angiology, 12:102, 1961. 3. Rawls, W., et a!.: 
Med. TimeS, 87:818, 1959. 
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ARRHYTHMIAS SECONDARY TO 
CRANIOCEREBRAL TRAUMA. 

Review of the literature and report of a case 


Cardiovascular changes may take place second¬ 
ary to intracranial damage. 1-12 These cardiovas¬ 
cular changes differ from the electrocardiographic 
changes seen with high blood pressure and slow 
pulse. The ECG changes also vary from tachy¬ 
cardia, auricular fibrillation, bradycardia, to 
changes in the QT complex. 4 

The source of intracranial damage may be 
either spontaneous such as intracerebral hemorr¬ 
hage, or traumatic; ie, concussion, hemorrhage, 
or occurring during pneumoencephalography 6 and 
brain surgery. 13 

The route of the cerebrocardiac syndrome has 
been traced by stimulating different areas in the 
brain electrically or mechanically or by blocking 
the vagi chemically, producing various responses. 

Cushing 7 was one of the first to describe slow 
pulse and increased blood pressure secondary to 
increased intracranial pressure. Walker 8 demon¬ 
strated immediate slow pulse after cerebral con¬ 
cussion, which could be prevented by sectioning 
of the vagi. 

Jacobson and Danufsky 4 showed that abnor¬ 
malities of cardiac function can be produced by 
cranial trauma in mice. These changes occurred 
immediately after trauma, suggesting that they are 
due not to increased intracranial pressure but to 
impulses through nerve fibers of the cholinergic 
group, probably by those of the vagus, which 
disappeared by injection of atropine. 

Increased amplitude of T and RS waves during 
brain surgery has been reported, as well as pro¬ 
longation of the Q-T segment in intracerebral 
hemorrhage and high intracranial pressure. 5 


E. G. ELIAS, MD 

Resident surgeon. Union Memorial Hospital 

WILLIAM FIIMSEY, MD 
IS eurosurgeon, Union Memorial Hospital 


Ventricular tachycardia has been reported fol¬ 
lowing head trauma 9 and associated with internal 
hydrocephalus. 10 Abnormalities of cardiac rate and 
rhythm are common in bulbar poliomyelitis. 

White 11 found that electrical stimulation of the 
lateral wall of the third ventricle induced tachy¬ 
cardia and that mechanical stimulation of the 
optic chiasma induced bradycardia, premature 
systoles, nausea, vomiting, and increased peri¬ 
stalsis. This would not occur if the patient had 
previously received atropine. 

Beatie et al 12 produced ventricular premature 
systoles by stimulating the hypothalamus. Others 
reported, in addition, the production of sinus 
tachycardia and prolonged conduction time. 

Abeles and Schneider 6 reported that pneumo¬ 
encephalography may produce ECG changes com¬ 
patible with stimulation of the pacemaker through 
the vagus. These changes include sinus arrhy¬ 
thmia, sinus bradycardia, sinus tachycardia, mi¬ 
gration of pacemaker between S-A and A-V 
nodes, transitory nodal rhythm. 

The case we are to present suggests that sub¬ 
dural hemorrhage and increased intracranial pres¬ 
sure can manifest themselves clearly by arrhyth¬ 
mias. 
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Case Report 

A 62-year-old white man was admitted to the 
Union Memorial Hospital, because of uncon¬ 
sciousness after a fall down 15 steps. There was 
no history of syncope or dizziness, lie had, how¬ 
ever, been seen in the outpatient departments of 
other hospitals because of nonspecific abdominal 
complaints and headaches. There was no history 
of cardiac disorders. 

The patient had consumed alcoholic beverages 
before his fall. 

On admission, he was stuporous but arousable 
and would follow simple commands. There were 
no localizing neurologic signs nor bleeding from 
ears, nose, or throat. The patient was believed 
to be inebriated, and he was placed under obser¬ 
vation. 


Physical findings on admission were: pulse, 80 
and irregular blood pressure, 180/110; respira¬ 
tions, 20; temperature, 97.6. Other physical find¬ 
ings were negative except for abrasions on the 
right anterior chest wall. X-ray of the skull 
showed a linear fracture of the left temporal bone. 
The pineal gland was calcified midline. 

The patient was kept under close observation. 
Twelve hours later his neurologic condition was 
unchanged, although the patient developed irregu¬ 
lar pulse (irregular irregularity). ECG showed 
auricular fibrillation with ventricular response of 
130-f/min (Fig 1). 

At that time lanatoside C (Cedilanid) and 
digitoxin were administered. Blood pressure was 
160/100; rectal temperature, 102; lumbar punc¬ 
ture was done with opening pressure of 290 mm 


Fig 1 
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HoO (patient flat), and the cerebrospinal fluid 
was xanthochromic with red blood cell count of 
5,643/cu. mm. 

Up to that time, the presumed diagnosis was 
stroke or subarachnoid hemorrhage. The visascope 
was connected to the patient. He received repeated 
doses of lanatoside C until full digitalization 1.6 
gm was attained, but there was no change in 
cardiac rate. 


Six hours later, 1 gm of procainamide hydro¬ 
chloride (Pronestyl) was given intravenously. 
One hour later there was still no response. The 
ECG showed ventricular tachycardia and frequent 
systoles with aberrant conduction and occasional 
PVC, as well as ST, changes of myocardial 
ischemia (Fig 2). 

At that time the pupils were still equal and 
reacted to light. There was no papilledema or 
pathologic reflexes. The only new neurologic 
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finding was a right central VII paresis. Blood taken to the operating room, with the visascope 
pressure was 176/90; pulse 140-160/min. connected (Fig 3A). Bilateral subtemporal burr 

The patient was slipping into deeper coma and holes were placed and bilateral subdural hemato- 
was not responding to painful stimuli. He was mata evacuated. After the second trephine was 

Fig 3 
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a new formulation 
that relieves pain 
in tension headache 
and neuralgia 


Dialog is a combination of 15 mg allobarbital and 
300 mg acetaminophen. Allobarbital, a proven bar¬ 
biturate, provides desirable sedation in patients 
experiencing pain and discomfort. Acetaminophen 
is a nonsalicylate analgesic-antipyretic, well tolerated 
and useful in a wide range of mildly painful and 
febrile conditions. 

Dialog is well tolerated, even by those sensitive to 
aspirin. It is nonirritating to the gastrointestinal tract 
and has no adverse effects on the kidneys. 


• Raises the pain threshold 

• Suppresses the pain-producing mechanism 

2/3453MK—2 . Reduces emotional tension 





Dialog 

(allobarbital and acetaminophen CIBA) 

Indications: For relief of pain and discomfort of 
simple headache; neuralgia, myalgia, and musculo¬ 
skeletal pain; dysmenorrhea; bursitis; sinusitis; 
fibrositis. Also indicated to reduce fever and to 
relieve discomfort due to respiratory infections, influ¬ 
enza, and other febrile conditions. 

Contraindication: Not recommended during pregnancy. 

Caution: May be habit-forming. Do not use in patients 
sensitive to barbiturates or in those with moderate 
to severe hepatic disease. 


Side Effects: Nausea, transitory dizziness, rash. Over¬ 
dosage of allobarbital produces symptoms typical 
of acute barbiturate excess. 

Dosage: Adults: 1 or 2 tablets every 4 hours. Not to exceed 
8 tablets in 24 hours. Children 6 to 12: 1 h to 1 tablet every 
4 hours. Not to exceed 4 tablets in 24 hours. 

Supplied: Tablets (white, scored), each containing 
15 mg allobarbital and 300 mg acetaminophen; units of 
3 bottles of 30. 

For your convenience —prescription-size bottle of 30. 

CIBA Pharmaceutical Company, Summit, N. J. 

CIBA 






arrest diarrhea 


LOMOTIL 

Each tablet and each 5 cc. of liquid contains: 


diphenoxylate hydrochloride .2.5 mg. 

(Warning: May be habit forming) 
atropine sulfate. 0.025 mg. 


- 
















Effectiveness Lomotil possesses a unique degree of 
effectiveness in both acute and chronic diarrhea. 


Convenience: Lomotil is supplied as small, easily car¬ 
ried, easily swallowed tablets and as a pleasant, fruit- 
flavored liquid. 

Versatility: The therapeutic efficiency, safety and con¬ 
venience of Lomotil may be used to advantage alone 
or as adjunctive therapy in diarrhea associated with: 


• Ulcerative colitis 

• Acute infections 

• Irritable bowel 

• Regional enteritis 

• Drug therapy 


• Food Poisoning 

• Functional hypermotility 

• Malabsorption syndrome 

• Ileostomy 

• Gastroenteritis and colitis 


Dosage: For correct therapeutic effect—Rx correct therapeutic dos¬ 
age. The recommended initial daily dosages, given in divided doses, 
until diarrhea is controlled, are: 

Children: 

Age 

Total Daily Lomotil Liquid Dosage 

Lomotil (Each teaspoonful [4 cc.] contains 

Dosage 2 mg. of diphenoxylate HCI) 

3-6 months 

.3mg.^£^£^ V 2 tsp. 3 times daily 

6-12 months 

. 4 mg.V 2 tsp. 4 times daily 

1-2 years. . 

. 5 mgtsp. 5 times daily 

2-5 years. . 

. 6 mg .0 0 # 1 tsp. 3 times daily 

5-8 years. . 

. 8 mg. 0 ^ 1 tsp. 4 times dai ly 

8-12 years . 

10 rng.^ ^ ^ 1 tsp. 5 times daily 


Adults: 20 mg. (2 tsp. 5 times daily or 2 tablets 4 times daily) Based 
on 4 cc. per teaspoonful. Maintenance dosage may be as low as 
one-fourth the initial daily dose. 

Precautions: Lomotil, brand of diphenoxylate hydrochloride with 
atropine sulfate, is a Federally exempt narcotic preparation of very 
low addictive potential. Recommended dosages should not be 
exceeded. Lomotil should be kept out of reach of children since 
accidental overdosage may cause severe respiratory depression. 
Lomotil should be used with caution in patients with impaired liver 
function and in patients taking addicting drugs or barbiturates. The 
subtherapeutic amount of atropine is added to discourage deliber¬ 
ate overdosage. 

Side Effects: Side effects are relatively uncommon but among those 
reported are gastrointestinal irritation, sedation, dizziness, cutane¬ 
ous manifestations, restlessness, insomnia, numbness of extremities, 
headache, blurring of vision, swelling of the gums, euphoria, depres¬ 
sion and general malaise. 
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Research in the Service of Medicine 



















Everyone says she’s a barrel of fun 



But what does she think? 





















Many overweight patients 
can benefit from the appetite 
control provided by the sustained 
anorexigenic-tranquilizing 
action of BAMADEX SEQUELS: 
anorexigenic action of 
amphetamine; tranquilizing 
action of meprobamate; 
prolonged action through 
sustained release of 
active ingredients. 

Bamadex Sequels® 

DEXTRO AMPHETAMINE SULFATE (IS mg.) SUSTAINED RELEASE CAPSULES 
WITH MEPROBAMATE (300 mg.| 

to help establish 
a new dietary pattern 


Contraindications: Dextro-amphetamine sulfate: in 
hyperexcitability and in agitated prepsychotic 
states. Previous allergic or idiosyncratic reactions 
to meprobamate. 

Precautions: Use with caution in patients hypersensi¬ 
tive to sympathomimetic compounds, who have 
coronary or cardiovascular disease, or are severely 
hypertensive. 

Dextro-amphetamine sulfate: Excessive use by un¬ 
stable individuals may result in psychological 
dependence. 

Meprobamate: Careful supervision of dose and 
amounts prescribed is advised, especially for pa¬ 
tients with known propensity for taking excessive 
quantities of drugs. Excessive and prolonged use in 
susceptible persons, e.g. alcoholics, former addicts, 
and other severe psychoneurotics, has been re¬ 
ported to result in dependence on the drug. Where 
excessive dosage has continued for weeks or months, 
reduce dosage gradually. Sudden withdrawal may 
precipitate recurrence of preexisting symptoms such 
as anxiety, anorexia, or insomnia; or withdrawal re¬ 
actions such as vomiting, ataxia, tremors, muscle 
twitching and, rarely, epileptiform seizures. Should 
meprobamate cause drowsiness or visual distur¬ 
bances, reduce dosage and avoid operation of 
motor vehicles, machinery or other activity requir¬ 
ing alertness. Effects of excessive alcohol consump¬ 
tion may be increased by meprobamate. Appropri¬ 
ate caution is recommended with patients prone to 
excessive drinking. In patients prone to both petit 
and grand mal epilepsy meprobamate may precipi¬ 
tate grand mal attacks. Prescribe cautiously and in 
small quantities to patients with suicidal tendencies. 
Side Effects: Overstimulation of the central nervous 
system, jitteriness and insomnia or drowsiness. 
Dextro-amphetamine sulfate: Insomnia, excitability, 
and increased motor activity are common and ordi¬ 
narily mild side effects. Confusion, anxiety, aggres¬ 
siveness, increased libido, and hallucinations have 
also been observed, especially in mentally ill pa¬ 
tients. Rebound fatigue and depression may follow 
central stimulation. Other effects may include dry 
mouth, anorexia, nausea, vomiting, diarrhea, and 
increased cardiovascular reactivity. 

Meprobamate: Drowsiness may occur and can be 
associated with ataxia; the symptom can usually be 
controlled by decreasing the dose, or by concomi¬ 
tant administration of central stimulants. Allergic or 
idiosyncratic reactions: maculopapular rash, acute 
nonthrombocytopenic purpura with petechiae, ecchy- 
moses, peripheral edema and fever, transient leu¬ 
kopenia. A case of fatal bullous dermatitis, following 
administration of meprobamate and prednisolone, 
has been reported. Hypersensitivity has produced 
fever, fainting spells, angioneurotic edema, bron¬ 
chial spasms, hypotensive crises (1 fatal case), 
anuria, stomatitis, proctitis (1 case), anaphylaxis, 
agranulocytosis and thrombocytopenic purpura, and 
a fatal instance of aplastic anemia, but only when 
other drugs known to elicit these conditions were 
given concomitantly. Fast EEG activity, usually after 
excessive dosage. Impairment of visual accommo¬ 
dation. Massive overdosage may produce drowsi¬ 
ness lethargy, stupor, ataxia, coma, shock, vaso¬ 
motor and respiratory collapse. 



LEDERLE LABORATORIES 
A Division of American Cyanamid Company, 
Pearl River, New York 
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made (on the left) the left side of the brain 
partially decompressed, the ECG and pulse re¬ 
verted to normal (Fig 3B). 

During surgery, the brain re-expanded rapidly, 
filling the space where the subdural hematomata 
had been evacuated. 

Digoxin, 0.5 mgm daily, was maintained post- 
operatively. The patient became more responsive 
and moved all extremities. The pulse rate was 
80-100/min and regular for eight hours after 
surgery. It then became irregular. Figure 4 shows 
the postoperative electrocardiographic findings. 
Mercaptomerin sodium (Thiomerin) and manni¬ 
tol improved the urinary output. The intravenous 
fluids were restricted to a minimum. Twenty 
hours after surgery the temperature rose to 103 
rectally, and hypothermia was instituted. 

Electrolytes remained normal: BUN, 20%; 
SGOT, 25 units/ml; Hct, 45%, WBC, 13,900/ 


cu mm. The patient regressed slowly into deep 
coma. Forty-eight hours after operation, there 
was definite spasticity of the left side. Cerebral 
needling through the right parieto-occipital burr 
hole evacuated 5 ml of blood. The patient con¬ 
tinued to deteriorate with labored breathing. He 
died on the seventh day of hospitalization. 

At autopsy were found the remnants of the 
subdural hematoma, subarachnoid hemorrhage, 
and a fresh intracerebral hematoma that measured 
6-7 x 3-4 cm in the white matter of the right 
central and parietal lobe, extending from the 
cortex to the lateral angle of the sella media of 
the right lateral ventricle at the level of the lateral 
geniculate body. The brain was edematous and 
weighed 1650 gm. There was no compression of 
the midbrain. 

The coronary arteries showed atherosclerosis 
with pinpoint lumen. The heart was enlarged and 


Fig 4 
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LEAD VF AVF 


weighed 500 gm. There was no evidence of recent 
or old myocardial infarction. The liver showed 
acute congestion and fatty metamorphosis. 

Conclusion 

From review of the literature and from obser¬ 
vations made on this patient, it would seem that 
cardiac arrhythmias may result from rapid in¬ 
crease in intracranial pressure rather than from 
specific brain damage. Subdural hematoma is 


presented in this case report as a specific cause 
of cardiac arrhythmia. 

5713 Chinquapin Pky 
Baltimore, Md 21212 
(Dr. Elias) 


GENERIC AND TRADE NAMES OF DRUGS 
Digitoxin— Crystodigin, Digitaline Nativelle, Purodigin 
Lanatoside C— Cedilanid 
Mannitol— Osmitrol 
Mercaptomerin sodium— Thiomerin 
Procainamide hydrochloride —Pronestyl 
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Offering full treatment to the adult physically handicapped, specialized care to the 
senior citizen, and convalescent care to post-stroke and post-operative cases. 
Separate area for cancer patients. All facilities available to private physician. 

Professionally staffed and equipped PhysicalTherapy gymnasium,underthedirect 
supervision of a specialist in physical medicine. There is also an organized 
program of recreation. 

Everything at The Regent is designed to be used by wheel chair patients. 
Adjacent to the Penn-Mar Shopping Center on Marlboro Pike Beltway Exit 34 
Call or write for brochure. Phone 736-0240 
8100 Marlboro Pike, Forestville, Maryland 
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The success car of the year . . . 

TEST DRIVE ONE REAL SOON AT 

KELLY PONTIAC 

MARYLAND’S OLDEST AND LARGEST PONTIAC DEALER 

5801 BELAIR ROAD AT WHITE AVENUE 

CL 4-7777 


THE TIGER 


SCORES AGAIN 


September, 1966 


89 

















incisive 


A good way to describe 'Stelazine’. 
It's different from the tranquilizers 
that sedate and dull your anxious 
patients. Its antianxiety effect is 
direct. On ‘Stelazine’, your patients 
can be calmed yet remain alert. 


And ‘Stelazine’ offers additional bene¬ 
fits. Dependence has not been re¬ 
ported. At low doses, side effects are 
minimal. Its b.i.d. dosage is con¬ 
venient and economical. 


Stelazine® 

brand of trifluoperazine 

The following is a brief precautionary statement. Before prescribing, the physician should be familiar with the complete 
prescribing information in SK&F literature or PDR. Contraindications: Comatose or greatly depressed states due to C.N.S. 
depressants and in cases of existing blood dyscrasias, bone marrow depression and liver damage. Precautions: Use with 
caution in angina patients and in patients with impaired cardiovascular systems. Antiemetic effect may mask symptoms 
of other disorders. An additive depressant effect is possible when used with other C.N.S. depressants. Prolonged adminis¬ 
tration of high doses may result in accumulative effects with severe C.N.S. or vasomotor symptoms. Use in pregnant patients 
only when necessary for the patient's welfare. Side Effects: Occasional cases of mild drowsiness, dizziness, mild skin 
reactions, dry mouth, insomnia and amenorrhea. Neuromuscular (extrapyramidal) reactions (motor restlessness, dystonias, 
pseudo-parkinsonism) may occur and, in rare instances, may persist. In addition, muscular weakness, anorexia, rash, 
lactation, hypotension, and blurred vision have been observed. Blood dyscrasias and cholestatic jaundice have been 
extremely rare. 

For a comprehensive presentation of 'Stelazine' prescribing information and side effects reported with phenothiazine 
derivatives, please refer to SK&F literature or PDR. 


Smith Kline & French Laboratories, Philadelphia 
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SURGICAL REHABILITATION AFTER 
RADICAL MAXILLECTOMY AND 
ORBITAL EXENTERATION 


The extent to which an ablative technique rea¬ 
sonably may be applied depends upon the degree 
to which satisfactory function and acceptable ap¬ 
pearance may be restored. Interference with func¬ 
tion or alteration of appearance to a point that 
would preclude the patient’s right to pursue a 
useful, meaningful existence violates the basic 
tenets of medicine. Reconstructive techniques have 
been highly refined, yet inadequate advantage has 
been taken of modern surgical methods to provide 
optimal management for patients with cancer of 
the head and neck. 

Resection of the maxilla is a well established 
technique in the management of caner. In its 
limited form, the resection introduces relatively 
minor problems in reconstruction. When combined 
with more extensive resections, which require 
considerable sacrifice of soft tissue and the orbital 
contents, few procedures produce more devastat¬ 
ing functional impairment or more grotesque de¬ 
formity. 

Five major areas of reconstruction must be 
dealth with. The goals are: 1) to obtain a healed 

From the Division of Plastic Surgery, The Johns Hop- 
kins Hospital and School of Medicine. 


JOHN E. HOOPES, MD 
MILTON T. EDGERTON, MD 

wound, 2) to restore palatal competence, 3) to 
support the orbital contents, 4) to restore facial 
contour, and 5) to obliterate the facial defeat. 

Initially, maxillary resection was associated with 
high morbidity. The large areas of exposed muscle 
and bone contaminated by oral secretions gave rise 
to repeated postoperative hemorrhages. Profuse 
drainage required meticulous nursing care with 
careful attention to frequent wound packing. Dis¬ 
comfort was considerable and prolonged, and 
marked deformity resulted from contracture and 
displacement of soft tissues. 

Application of a skin graft to denuded areas pro¬ 
vides the most expedient means of obtaining a 
clean, healed wound. The concept of immediate 
replacement of lining is a major advance toward 
reconstruction after maxillectomy. The skin graft 
is placed on the buccal surface of the cheek flap 
and sutured to the remaining mucosa with fine 
catgut. The entire pterygoid fossa and the under¬ 
surface of the globe, if necessary, are covered so 


Refinements in reconstructive techniques allow a more thorough 
surgical approach to tumor extirpation by assuring satisfactory 
functional and cosmetic rehabilitation. Operative rather than pros¬ 
thetic management of palatal defects is preferred and should pre¬ 
cede closure of an orbitofacia! defect. Forehead and cervical areas 
provide ideal pedicle flap tissue in terms of accessibility, rapidity 
of transfer, and quality of material. 
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as to leave no granulating surface other than the 
resection margin on the palate. The cavity is 
packed firmly with iodoform gauze saturated with 
balsam of Peru, care being taken to apply pressure 
and overcorrect the cheek. The packing is re¬ 
moved on the seventh postoperative day, and a 
temporary dental prosthesis is used to support a 
lighter pack for an additional week. The patient 
is comfortable throughout convalescence; healing 
is prompt and uncomplicated, allowing early tol¬ 
eration of a prosthesis; and deformity is minimal. 
This refinement overcame many of the problems 
associated with maxillectomy but left unresolved 
management of the palatal fistula and restoration 
of facial contour. 

The functional disability caused by loss of the 
palate is tremendous, and restoration of palatal 
competence is mandatory. Having experience with 
both prosthetic and surgical closure we are con¬ 
vinced that repair with living tissue offers un¬ 
equalled results in terms of comfort, speech, hy¬ 
giene, and eating. Patients who have experienced 
both methods of management uniformly report 
surgical repair to be the more satisfactory. The 
impetus for repair has come from patients dis¬ 
satisfied with prostheses. 

Dental prostheses have a number of disadvan¬ 
tages : 1) there is difficulty in obtaining an ade¬ 
quate leak-tight seal without irritation; 2) re¬ 
tention is virtually impossible without adequate 
dentition; 3) the prosthesis impinges on mobile 
structures and gag areas; 4) frequent necessary 
replacement is prohibitively expensive; 5) all pa¬ 
tients complain of discomfort, continued difficulty 
with speech, problems of oral hygiene, and a deep 
sense of personal deformity associated with daily 
care and wearing of the prosthesis. 

Objections to surgical repair are proposed in 
terms of age of the patient, time and expense in¬ 
volved in staged procedures, creation of secondary 
deformity, and technical problems encountered in 
intra-oral wound healing. It is the elderly, eden¬ 
tulous patient who rarely obtains an acceptable 
result with a prosthesis. The magnitude of the 
palatal defect resulting from extensive resections 
prevents retention of any ordinary prosthesis. 
With proper planning, most of the reconstructive 
procedures can be performed under local anes¬ 
thesia ; brief periods of hospitalization are required 
for each procedure; and negligible secondary de¬ 
formity is produced. The period of reconstruction 


is brief when compared to a lifelong commitment 
to an obturator. Much reluctance to pursue surgi¬ 
cal rehabilitation stems from unfamiliarity with 
reconstructive techniques. 

Local tissues in the form of palatal or buccal 
mucosal flaps are used to repair limited palatal 
fistulas. For larger defects, a generous cervical 
tube pedicle flap is most satisfactory. The recon¬ 
structed palate must be airtight. It must have ade¬ 
quate rigidity without excessive bulk. Two non¬ 
hair-bearing lining surfaces must be provided, and 
it must not interfere with the wearing of a denture. 
Cervical tissue satisfies these qualifications ad¬ 
mirably. 

The dimensions of the flap depend upon the 
location and size of the palatal defect. The flap is 
outlined transversely within the natural skin lines 
with the permanent pedicle located slightly below 
the angle of the mandible on the side of the defect. 
The donor area usually may be closed primarily 
but is grafted if necessary (Fig 1). Delay of the 
distal pedicle three weeks after the initial pro- 



Fig 1 


The usual deformity consists of a large palatal fis¬ 
tula and absence of bony support in the malar re¬ 
gion. The bipedicle cervical flap is elevated within 
the natural skin lines and tubed. The donor area 
usually may be closed primarily. 
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Fig 2 

The distal pedicle is lined 
with a skin graft which will 
serve as nasal lining. 



Elevating flap 
to create 
pocket 


Split graft 
inlay to line 
pocket 


Opening 

cleaning 


Fig 3 

The distal pedicle is intro¬ 
duced into the buccal cavity 
through the submaxillary tri¬ 
angle on the medial aspect 
of the mandible and sutured 
into the palatal defect. 




Wire support 
around zygomatic 
arm 


Wire basket 
of 

'easing 


Flap passec 
thru cheek 
and incision in 
buccal mucosa 


cedure consists of lining the pedicle with a skin 
graft which later serves as the nasal floor (Fig 
2). The scar tissue incited by the grafting pro¬ 
vides rigidity that is desirable in a reconstructed 
palate. Three weeks after delay, the distal pedicle 
is transferred into the mouth through the sub¬ 
maxillary triangle on the medial aspect of the 
mandible. Introduction of the flap through a sub¬ 
mandibular incision avoids facial scarring and 
compromising the oral aperture. The recipient site 
for the flap is prepared by elevating mucoperi- 


osteum, which is turned toward the margin of the 
defect, thus providing mucosal tissue for the at¬ 
tachment of the flap and increasing the area of 
attachment. The flap is contoured to the proper 
size and sutured into place in two layers (Fig 3). 
Proper support of the flap is essential. A wire 
basket is constructed within the superior alveolar 
arch and wired either to the teeth or directly 
to the alveolus. The basket permits packing to be 
inserted and held with moderate pressure against 
the implanted end of the flap. Nasal packing is 
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inserted above the Hap. At the time of division of 
the pedicle, sufficient skin is preserved to create a 
sulcus between the reconstructed palate and the 
buccal mucosa. The total reconstruction is accom¬ 
plished in four operative procedures over a period 
of eight to ten weeks. Complications in the form 
of infection and partial flap separation have oc¬ 
curred but never have been of sufficient magnitude 
to warrant abandoning the original plan. 

Temporary use of a prosthesis is advisable if 
delayed reconstruction is planned. In this circum¬ 
stance, preoperative dental consultation should be 
arranged for obtaining impressions and prepar¬ 
ing existing teeth for retention of the prosthesis. 
Fewer than 5 c /c of patients benefit by this ap¬ 
proach. 

Young patients tolerate reasonably well use of 
a flap from the medial aspect of the brachium. 
This method is preferred for palate reconstruction 
if cervical tissues are not available or if the defect 
is anteriorly and centrally located. Elderly patients 
may suffer permanent pain and disability in the 
upper extremity after immobilization. 

Although the usual resection either retains the 
orbital floor or includes an orbital exenteration, 
occasionally the orbital floor is sacrificed but in¬ 
tegrity of the orbital contents maintained. Binocu¬ 
lar vision can be preserved only by providing 
adequate support for the globe. Immediate and 
permanent support may be provided either by a 
temporalis muscle-fascia flap transferred across 


the floor of the orbit to the medial margin of the 
bony resection or by a median forehead flap trans¬ 
posed inferior to the globe with the forehead skin 
directed into the antrum. Reconstitution of the 
orbital floor with a bone graft may be performed 
as a secondary, planned procedure if necessary. 

Restoration of facial contour is as important as 
functional considerations and must be an integral 
step in rehabilitation. The method to be used is 
determined by the specific situation and the in¬ 
genuity of the surgeon. If a cervical flap has been 
employed to reconstitute the palate, the unused 
portion of the flap provides excellent contour 
material. The epithelium is carefully removed and 
the fat flap transposed subcutaneously into the 
area of the malar prominence (Fig 4). Dermis-fat 
grafts are suitable, but resorption occurs to a 
greater degree and they are less predictable than 
grafts with pedicled fat. The new synthetic mate¬ 
rials appear promising for use in this area of re¬ 
construction. Dental prostheses can be modeled 
to support the cheek and orbital contents. 

Combined palatofacial defects extending from 
the brow to the lip, from the zygomatic arch to the 
midline of the nose, and looking directly down on 
the tongue and pharynx pose complex restorative 
problems. In our initial experience with such pa¬ 
tients, obliteration of the orbitofacial defect was 
assumed to be the major surgical need, and a den¬ 
tal prosthesis was used for the palatal defect. De¬ 
finitive reconstruction demands flap coverage. Tis- 



Pedicle of 
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Fig 4 

The denuded, excess portion 
of the cervical flap provides 
ideal contour material for 
correction of the cheek de¬ 
formity. 
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sue pedicled about the head and neck has proved 
more satisfactory than distant tissues, and we have 
tended to rely on the scalp or cervicothoracic re¬ 
gion for donor material. Preparation of these flaps 
includes application of a skin graft lining which 
will be sutured to the mucosal margins of the 
defect. Even though the wounds are massive and 
topographically complex, it often is possible and 
practical to obtain a healed wound by careful appli¬ 
cation of a skin graft, thereby allowing somewhat 
more deliberation in securing pedicle flap coverage. 

It is surprising that most patients are content 
to disguise the residual deformity with either a 
frosted lens or a black patch. An occasional pa¬ 
tient will benefit from the excellent facial pros- 
theses now available. 

Experience has shown that restoration of palatal 
competence is of primary importance and should 
precede obliteration of the orbitofacial defect. On 
this basis, we have sought methods of accomplish¬ 
ing repair in both areas with a minimal number of 
procedures. 

The hinged nasal septum flap provides an ex¬ 
pedient means of reconstituting the palate. After 
resection, the margins of the palatal defect are per¬ 
mitted to heal completely so that adequate mucosal 
circulation is reestablished on the side of the 


defect. Three to four weeks after resection, the 
cheek incision is reopened to provide access to the 
nasal septum and palatal defect. The palatal defect 
is reproduced on the septum with the base of the 
flap on the vomer. The entire thickness of the 
septum is incised down to the junction of the sep¬ 
tum with the remnant palate. The septal flap is 
bent over to the side of the defect until the cartilage 
dislocates from its nasal crest articulation and the 
vomer fractures in its caudal portion. Appropriate 
mucosal flaps are elevated about the perimeter of 
the palatal defect to receive the margin of the 
septal flap so that a double-layered closure can be 
accomplished (Fig 5). The procedure has the 
obvious advantages of being accomplished in one 
stage and of providing a thin, rigid palate. It has 
become our procedure of choice for restoration of 
hemipalatal defects. A lined forehead flap to the 
orbitofacial defect completes the reconstruction. 
We have encountered no functional problems ref¬ 
erable to loss of the nasal partition. 

The total forehead flap lined with a skin graft 
may be used for total reconstruction. In terms of 
color, lack of hair, accessibility, and texture and 
body which give it supporting quality, the fore¬ 
head flap provides an ideal tissue for this purpose. 
In view of the almost perfect color match provided 


Fig 5 

The hinged nasal septum 
flap is the preferred method 
for restoration of hemi-pal- 
atal defects. Obliteration of 
the orbitofacial defect is ac¬ 
complished with a lined fore¬ 
head flap. 
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Fig 6 

A total forehead flap based 
on the ipsilateral temporal 
artery and lined with a skin 
graft provides an expedient 
method for restoring palatal 
competence and obliterating 
the orbitofacial defect. 


by a skin graft obtained from the neck or clavicular 
area, we have no reservations about using the total 
forehead as flap donor tissue. A bipedicle flap of 
the forehead is elevated down to frontalis from ear 
to ear and from hairline to brow with preservation 
of both temporal arteries. The flap is lined with a 
skin graft and returned. Ten days later, the con¬ 
tralateral pedicle is divided on a line with the 
lateral canthus and the distal end of the flap passed 
through the orbitofacial defect and approximated 
to the margins of the palatal defect with the fore¬ 
head skin directed orally. Suturing to the lip 
requires removal of a strip of forehead skin epi¬ 
thelium. The flap is supported with the wire bas¬ 
ket described previously. The forehead is grafted 
with a split thickness graft from the neck or cla¬ 
vicular area. The skin graft is applied as a single 
unit extending from hairline to brow and from 
lateral canthus to lateral canthus. Three to five 
weeks later, the temporal pedicle is divided and 


the remaining flap used for partial or complete 
obliteration of the orbitofacial defect (Fig 6). 
Partial obliteration with preservation of a “win¬ 
dow” for follow-up evaluation frequently is pre¬ 
ferred to complete closure. The entire reconstruc¬ 
tion requires only one additional procedure and 
three weeks longer than simple obliteration of the 
cheek defect. 

The question of timing must be weighed care¬ 
fully. Proponents of delayed reconstruction argue 
that the patient should not be submitted to a series 
of “needless” operations without assurance of cure 
and that reconstruction masks recurrence. What 
constitutes a reasonable period of observation is 
open to considerable question. Basal cell carcinoma 
and melanoma may recur many years after initial 
therapy. Although most epidermoid carcinomas 
which recur do so with in one year, even a three- 
year period free of disease is no guarantee of cure. 

Plow long should a patient be made to endure 
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the psychological and general physical deteriora¬ 
tion consequent to a radically destructive pro¬ 
cedure which precludes normal function? Only 
rarely will reconstruction conceal a recurrence and 
deceive the meticulous examiner. Performance of 
multiple biopsies during a series of reconstructive 
procedures often has disclosed clinically unsus¬ 
pected recurrence which has yielded to further 
surgery. Patients who develop recurrence in non- 
resectable areas obtain considerable dividends from 
immediate reconstruction. 

Flap preparation at the time of resection saves 
time. In the usual case, construction of a cervical 
or forehead flap is performed in conjuction with 
the extirpative procedure. The occasional patient 
will he managed most efficiently by flap prepara¬ 
tion before resection. Delayed reconstruction is 
reserved for selected patients with anaplastic tu¬ 
mors in whom further removal of tissue would be 
possible and in whom the functional and cosmetic 
deficit is compatible with a happy, useful existence. 

The extent to which reconstruction is pursued 


is governed by the patient’s desires and the sur¬ 
geon’s ability to achieve further improvement. The 
effective degree of cosmetic deformity must be 
appraised carefully; the limitations of plastic sur¬ 
gery must be realized. Reconstruction should 
always be planned and often initiated at the time 
of tumor resection. 

The Johns Hopkins Hospital 
Baltimore, Md 21205 
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Heathfield Road, Baltimore, Aid. 
21212 

Linarelli, Louie G., ALD., 1505 East 
Monument Street, Baltimore, ATd. 

Lockert, Charles R. L., ALD., 1531 
Wadsworth Way, Baltimore, Aid. 
21212 

Logan, William J., M.D., 10409 

Montrose Avenue, Bethesda, Md. 
20014 

Manlapaz, Carolina P., ALD., 1229 
North Quaker Lane, Alexandria, 
Va. 22301 

Mann, Oscar, ALD., 4900 Battery 
Lane, Bethesda, Md. 20014 


Marek, William J., M.D., 2909 

Mathews Street, Baltimore, Aid. 
21218 

Marsh, H. Brandis, M.D., 721 Hunt¬ 
ington Avenue, Boston, Mass. 
02115 

Mayor, Ramon G., ALD., 5614 H.- 
M.C., Apt. 6, Houston, Tex. 77021 

Mazer, Howard, M.D., 5908 Rising 
Sun Avenue, Philadelphia, Pa. 

Mazlen, Roger G., ALD., 10401 
Grosvenor Place, Rockville, Md. 

Miller, Albert T., M.D., 632 Bris¬ 
bane Road, Baltimore, Aid., 21229 

Mishelevich, David J., ALD., 6122 
East Pratt Street, Baltimore, Aid. 
21224 

Monfried, Allan J., M.D., 3312 Ter¬ 
rapin Road, Pikesville, Md. 21208 

Moniz, Albert, M.D., 10210 Shiloh 
Street, Fairfax, Va. 22030 

Muneses, Silvino B., ALD., 2232 
Hamiltowne Circle, Baltimore, 
Md. 21206 

Nystrom, Karl F., ALD., 21 Sixth 
Street, Washington, D.C. 20002 

Ortiz, Juan At., ALD., 3000 Newport 
Gap Pike, Wilmington, Del. 19808 

Padron, Alenelio S. D., ALD., 2050 
45th Street, N., St. Petersburg, 
Fla. 33713 

Panlilio, Lutgardo G., ALD., 1926 
Gwynn Oak Avenue, Baltimore, 
Aid. 21207 

Pass, Carolyn J., ALD., 4001 Wil- 
kens Avenue, Baltimore, Aid. 21229 

Pava, Hernando, ALD., 4781 Mel- 
bourne Road, Baltimore, Aid. 
21229 

Pearson, Rufus J.. Jr., M.D., Nat. 
Naval Med. Ctr., Bethesda, Aid. 
20014 

Pena, Manuel G., ALD., 302 Wash¬ 
ington Street, Rumford, Maine 
04276 

Petrucci, John V., ALD., USPHS 
Hospital, Wyman Park Dr., Bal¬ 
timore, Aid. 21211 

Plotnick, Gary D., ALD., 2408 Wil¬ 
low Glen Drive, Baltimore, Md. 
21209 

Plutzkv, Maximo, M.D., 1244 Lions 
Avenue, Morgantown, W. Va. 
26505 

Ponce de Leon, Felipe J., ALD., 
V. A. Hospital, Chillicothe, Ohio 
45601 
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Prats, Benito H., M.D., 7507 Arling¬ 
ton Road, Bethesda, Md. 20014 

Primack, Marshall P., M.D., 240 
East 30th Street, New York, 
N. Y. 10016 

Putnam, Peter Lewis, M.D., 12024 
Valley wood Drive, Wheaton, Md. 
20902 

Quock, Collin P., M.D., D. C. Gen¬ 
eral Hospital, Washington, D. C. 
20003 

Rabinowitz, David, M.D., 2306 

Kenoak Road, Baltimore, Md. 
21209 

Ramirez, Carlos E., M.D., Kings 
Park State Hospital, Kings Park, 
L. I., New York 

Ramirez, Jorge B., M.D., 3927 

Annapolis Road, Baltimore, Md. 

Ravenhorst, John N., M.D., 271 Earl 
Street, St. Paul, Minn. 55106 

Rhode, Oscar E., M.D., 1101 North 
Calvert Street, Baltimore, Md. 
21202 

Rich, Joseph C., Jr., M.D., 550 
North Broadway, Baltimore, Md. 
21205 

Robin, Bennett A., M.D., 911 Silver 
Spring Avenue, Silver Spring, Md. 
20910 

Rose, Robert M., M.D., 1700 Har¬ 
vard Street, N. W., Washington, 
D. C. 20009 

Rose, Walter C., Jr., M.D., 10407 
Sweetbriar Road, Silver Spring, 
Md. 

Santos, Arsenio, M.D., 452 Phirne 
Court East, Glen Burnie, Md. 21061 

Schlesinger, Robert A., M.D.. 806 
St. Francis Drive, Broomall, Pa. 
19008 

Schwartz, David S., M.D., 3324 
Kelox Road, Baltimore, Md. 21207 

Senter, Richard G., M.D., 13540 
Superior Road, East Cleveland, 
Ohio 44112 

Serlin, Stephen M., M.D., 264-10 
74th Avenue, Floral Park, N. Y. 
11004 

Sharif, Sabihe, M.D., 1023 West 
Briar Drive, Vienna, Va. 22180 


Shuger, Richard D., M.D., 8 East 
Pleasant Street, Baltimore, Md. 
21202 

Shwartz, Samuel, M.D., 3839 Gar¬ 
field Street, N.W., Washington, 
D. C. 20007 

Sigalos, George L., M.D., 3270 P 
Street, N.W., Washington, D. C. 
20007 

Sila, Basri A., M.D., 6316 Green- 
spring Avenue, Baltimore, Md. 
21209 

Sila, Ulgan I., M.D., 6316 Green¬ 
spring Avenue, Baltimore, Md. 
21209 

Silva, Alvaro J., M.D., 2304 Libbie 
Avenue, Richmond, Va. 23230 

Simborg, Donald W., M.D., 5715 S. 
Drexel Avenue, Chicago, Ill. 60637 

Simon, Guillermo S., M.D., 2504 
Kirston Street, Hyattsville, Md. 
20783 

Skinner, Newman S., Jr., M.D., 
4500 Puller Drive, Kensington, 
Md. 

Slavin, Richard E., M.D., 8415 

Bellona Lane, Towson, Md. 21204 

Solomon, Herbert M., M.D., 1806 
Metzerott Road, Adelphi, Md. 

Sopher, Irvin M., M.D., 5613 Cross 
Country Blvd., Baltimore, Md. 
21209 

Sordo, Juan F., M.D., 5708 The 
Alameda, Baltimore, Md. 21212 

Steele, Mark W., M.D., Johns 

Hopkins Hospital, Dept. Pediat¬ 
rics, Baltimore, Md. 21205 

Sueper, Robert H., M.D., Apt. #3, 
10619 Weymouth Street, Bethesda, 
Md. 

Sung, Shen, M.D., 7131 Carroll Ave¬ 
nue, Takoma Park, Md. 20012 

Susel, Richard M., M.D., 4001 Wil- 
kens Avenue, Baltimore, Md. 21229 

Swick, Herbert M., M.D., 506 North 
Washington Street, Baltimore, 
Md. 21205 

Thomas, Marion G., M.D., 2703 
Cheswolde Road, Baltimore, Md. 
21209 


Trujillo, Emilio A., M.D., P.O. Box 
116, 1123 Chestnut Ave., Apt. 317, 
Vineland, N. J. 08360 

Tuthill, Timothy M., M.D., 13540 
Superior Road, East Cleveland, 
Ohio 44112 

Twining, Ralph H., Jr., M.D., 6218 
Chinquapin Pkwy, Baltimore, Md. 
21212 

Vaughn, Phyllis P., M.D., 5965 
Ponce de Leon Blvd., Coral Gables, 
Fla. 33146 

von Muehlen, Lutz H., M.D., 1526 
Park Avenue, Baltimore, Md. 
21217 

Watts, Hugh B., M.D., 1116 Elbank 
Avenue, Baltimore, Md. 21212 

Webb, Charles A., Jr., M.D., 4423 
Wickford Road, Baltimore, Md. 
21210 

Weinfeld, Andrew P., M.D., 906 

Douglas Terrace, Union, N. J. 
07083 

Wennberg, John E., M.D., 2403 W. 
Rogers Avenue, Baltimore, Md. 

21209 

Werthmann, Milton W., Jr., M.D., 
5021 Townsend Way, Apt. B-2, 

Bladensburg, Aid. 20710 

Wile, Margery B., M.D., 1616 18th 
Street, N.W., Washington, D. C. 
20009 

Winslow, Robert M., M.D., 550 

North Broadway, Baltimore, Md. 
21205 

Wirth, Charles H., M.D., Portland 
Place, Lothian, Md. 20820 

Wittmann, Stephen J., M.D., 1223 
North Calvert Street, Baltimore, 
Md. 21202 

Woel, Gerard M., M.D., 5809 Green¬ 
spring Avenue, Baltimore, Md. 
21209 

Woody, Emma M., M.D., 5958 East 
Pratt Street, Baltimore, Md. 

Young, Robert S., M.D., 4017 Bal¬ 
timore Avenue, Philadelphia, Pa. 
19104 

Zients, Alan B., M.D., 12218 May- 
check Lane, Bowie, Aid. 12218 

Zucker, Sandra L., M.D., 405 Long 
Island Avenue, Baltimore, Md. 
21229 


Names and addresses of above physicians received too late to appear in the Directory of Registered Physicians. 
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An eminent role in 
medical practice 

• Clinicians throughout the world con¬ 
sider meprobamate a therapeutic 
standard in the management of anxi¬ 
ety and tension. 

• The high safety-efficacy ratio of 
‘Miltown’ has been demonstrated by 
more than a decade of clinical use. 


Indications: Meprobamate is effective 
in relief of anxiety and tension states. 
Also as adjunctive therapy when anxi¬ 
ety may be a causative or otherwise 
disturbing factor. Although not a hyp¬ 
notic, meprobamate fosters normal 
sleep through both its anti-anxiety and 
muscle-relaxant properties. 
Contraindications: Previous allergic or 
idiosyncratic reactions to meprobamate 
or meprobamate-containing drugs. 
Precautions: Careful supervision of 
dose and amounts prescribed is advised. 
Consider possibility of dependence, 
particularly in patients with history of 
drug or alcohol addiction; withdraw 
gradually after use for weeks or months 
at excessive dosage. Abrupt withdrawal 
may precipitate recurrence of pre-exist¬ 
ing symptoms, or withdrawal reactions 
including, rarely, epileptiform seizures. 
Should meprobamate cause drowsiness 
or visual disturbances, the dose should 
be reduced and operation of motor ve¬ 
hicles or machinery or other activity re¬ 
quiring alertness should be avoided if 
these symptoms are present. Effects of 
excessive alcohol may possibly be in¬ 
creased by meprobamate. Grand mal 
seizures may be precipitated in.persons 
suffering from both grand and petit 
mal. Prescribe cautiously and in small 
quantities to patients with suicidal tend¬ 
encies. 

Side effects: Drowsiness may occur 
and, rarely, ataxia, usually controlled 
by decreasing the dose. Allergic or idio¬ 
syncratic reactions are rare, generally 
developing after one to four doses. 


Mild reactions are characterized by an 
urticarial or erythematous, maculopap- 
ular rash. Acute nonthrombocytopenic 
purpura with peripheral edema and 
fever, transient leukopenia, and a single 
case of fatal bullous dermatitis after ad¬ 
ministration of meprobamate and pred- 
nisolonehave been reported. More severe 
and very rare cases of hypersensitivity 
may produce fever, chills, fainting spells, 
angioneurotic edema, bronchial spasms, 
hypotensive crises (1 fatal case), anuria, 
anaphylaxis, stomatitis and proctitis. 
Treatment should be symptomatic in 
such cases, and the drug should not be 
reinstituted. Isolated cases of agran¬ 
ulocytosis, thrombocytopenic purpura, 
and a single fatal instance of aplastic 
anemia have been reported, but only 
when other drugs known to elicit these 
conditions were given concomitantly. 
Fast EEG activity has been reported, 
usually after excessive meprobamate 
dosage. Suicidal attempts may produce 
lethargy, stupor, ataxia, coma, shock, 
vasomotor and respiratory collapse. 
Usual adult dosage: One or two 400 
mg. tablets three times daily. Doses 
above 2400 mg. daily are not recom¬ 
mended. 

Supplied: ‘Miltown’ (meprobamate) is 
available in two strengths: 400 mg. 
scored tablets and 200 mg. coated tab¬ 
lets. ‘Meprotabs’ (meprobamate) is 
available as 400 mg. white, coated, un¬ 
marked tablets. Before prescribing, con¬ 
sult package circular. 
iR WALLACE LABORATORIES 
\kfzCranbury, N.J. cm-7*i« 
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Chapter 9.—The Baltimore 
Department of 
Social Change 

So have attitudes toward medical care shifted over the 
centuries: from a “blessed benevolence” or a “private 
luxury,” medical care has gradually assumed the status 
of a necessity and a “civic right.” The speed and degree 
of the most recent change have been so great that we 
may be said to be living in a veritable “revolution of 
rising expectations” in regard to health and medical care. 1 

This period started with the Great Depression, 
with its mass of unemployed patients on welfare. 
It progressed through the Second World War and 
ended in a period of unusual prosperity. Under 
the Department of Public Welfare, administrative 
procedures improved efficiency. More significant 
was the growing acceptance of the idea that the 
poor and unemployed had certain rights due them 
from the state and were not mere subjects of 
benevolent paternalistic private charity. 1 

At the beginning of the period, the new Acute 
Hospital, the north section of the B Building, and 
the new Nurses’ Home were put into operation. 
The new Tuberculosis Sanitarium was completed 
in 1937. During World War II and thereafter 
all services deteriorated. Toward the end of this 
20-year period, it became obvious that all serv¬ 
ices would have to be headed by full-time chiefs, 
that renovation of the Almshouse would be re¬ 
quired, and that additions to the General Hospital 
were essential. 

A number of men influenced this era in the 
hospital’s history. Dr. George Walker, a urologist 
in private practice in Baltimore and a member of 
the Board of Trustees foresaw the need for an 
acute general hospital. It was his vision which 


City Hospitals Under the 
Public Welfare: 
(1935-1955) 

resulted in the building of the present Acute 
Hospital. Dr. Walker was also instrumental in 
having the Baltimore City Hospitals placed in the 
Welfare Department and, along with Dr. Alan 
Chesney, in cementing the relationship with the 
medical schools. 

Another man influencing the hospital during 
this period was Mr. Thomas J. S. Waxter (1898- 
1962), who was the first director of the Baltimore 
City Department of Public Welfare. He was 
particularly concerned that the hospital render 
excellent care to the indigent of Baltimore. He 
was ably assisted by Mr. Francis Davis of the 
Board of the Department of Public Welfare. The 
hospital was fortunate in obtaining as superin¬ 
tendent Mr. Parker J. McMillin, who directed the 
hospital throughout this period and retired in 
April, 1959. 

The new Acute Hospital (present A Building) 
w r as opened March 1, 1935. The building was in 
form of an E, and it contained the obstetrical, 
surgical, medical and pediatric services. The oper¬ 
ating rooms were on the top (fifth) floor. Admin¬ 
istrative offices, the emergency room, laboratories, 
the pharmacy, the Department of Pathology, and 
x-ray were on the lower floors. Each clinical 
service was laid out on a single floor with 100 beds. 

In 1935, the north section of the Chronic 
Hospital (present north section of the B Build¬ 
ing) was opened. The chronic neurological ward, 
a chronic orthopedic ward, and chronic medical 
and surgical wards were located in this section. 
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During the next few years, applications for 
housestaff positions exceeded anything which had 
ever occurred before. The Medical Advisory 
Board met monthly and made numerous recom¬ 
mendations to the Department of Public Welfare. 

WPA labor was used for several years to 
renovate and recondition the Infirmary and other 
buildings of the hospital. The farming operation 
consisted of a large truck farm and a dairy herd 
of 70 milk cows with two bulls. In 1937, after 
the extensive building and renovation, all patients 
were housed in reconditioned or new buildings. 
No further major changes in buildings occurred 
until the addition of the Outpatient Department 
in 1950, the building of the new Tuberculosis 
Sanitarium in 1954, and the renovation of the 
Infirmary in 1959. 

Hospital costs gradually increased and were 
ascribed to the development of modern facilities, 
the decreasing number of people admitted able to 
perform work, and the gradual improvement in 
the standard of service and medical care. 

In 1937, Dr. Frank Kendall, who for many 
years had been resident in pathology in the Johns 
Hopkins Hospital, became pathologist-in-chief at 
the Baltimore City Hospitals, the first full-time 
chief of a service. On September 1, 1936, Dr. 
Thomas R. Boggs, physician-in-chief since 1911, 
died and was succeeded by Dr. John T. King. 
In 1939, Dr. Arthur M. Shipley resigned as chief 
of Surgical Service and was replaced by Dr. 
Thomas B. Aycock. In 1940, through the efforts 
of Dr. John T. King, the United States Public 
Health Service established a research unit of the 
newly formed Department of Gerontology under 
Dr. Edward J. Stieglitz. This new unit was to 
study the problems of aging and, over the years, 
has gradually increased in importance and flour¬ 
ished under Dr. Nathan Shock. In 1943, the 
Psychiatric Service was discontinued at the Balti¬ 
more City Hospitals and was taken over by the 
State of Maryland. In 1948, all farming opera¬ 
tions were discontinued. 

World War IT brought on tremendous prob¬ 
lems for the hospitals. The number of visiting 
physicians and housestaff dwindled. The Pediatric 
Service was closed, and admission to the Obstetri¬ 
cal Division was restricted. Red Cross nurse’s 
aides, Grey Ladies, and home nursing and dieti¬ 
tian aides helped fill the gaps in the nursing 



A cup awarded to the Baltimore City Hospital 
dairy herd in 1945. All farming operations (started 
in 1866) were discontinued in 1948, thus ending 
the workhouse function of the Almshouse. 

Presented to 
Baltimore City Hospital 
by the 

Balto. Co. D. H. I. A. No. I 
for having the 
High Herd Institution Class 
1945 

Herd Average 
Milk 9907 
B'Fat 362 
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service. In 1946, the personnel deficiency was at 
its worse. German prisoners and conscientious 
objectors, who had previously been working in 
the hospital, were withdrawn at the end of the 
war. The shortage of nurses was met to some 
extent by the graduates from the School of 
Practical Nursing. 

The hospital had by no means recovered from 
the deterioration of World War II when the 
Korean conflict took place. Toward the end of 
this period, it became clear that the serious per¬ 
sonnel shortages could not be met by methods used 
in the past. Although the shortage of doctors was 
serious, Dr. Holmes Boyd and Dr. Otto Branti- 
gan carried on excellent services as chiefs of 
medicine and surgery, respectively. In 1945, Dr. 
Harold Harrison was selected as full-time chief 
of pediatrics; Dr. Frederick Mandeville, as full 
time chief of X-ray Department; and Dr. Gardner 
Warner, chief of pathology. It became obvious 
that the most effective operation of the hospital 
would require that each department be headed by 
a full-time man. In the fall of 1952, Dr. George 
Mirick became the first full-time chief of medical 
service. In 1948, an eight million dollar bond 
issue had been passed by the people of Baltimore 
to construct a new tuberculosis unit and to reno¬ 
vate the Infirmary. As the new buildings became 
available and the number of full-time chiefs of 
service increased, the overall operation of the 
hospital improved radically. 

After the great depression of 1929, a major 
change occurred in the attitude of the City toward 
the sick poor. At first, attempts were made to 
give relief through private charities, local munici¬ 
pal government, and the State; but finally the 
need for federal aid became clear. The belief that 
unemployment was not the fault of the individual 
was now clearly accepted. 

Looking back, in 1952, on the work of the 
Department of Public Welfare of Baltimore, Mr. 
Thomas J. S. Waxter, director of the department, 
pointed out that the principle of assistance to the 
disabled and partially disabled was not new in the 
1930’s, but the volume and methods started in 
these years of depression were new and not com¬ 
pletely accepted by all segments of American 
voters. 

Probably public assistance is now, insofar as public 
attitude is concerned, in the same position as the public 


health movement and the public school movement years 
past, before they had become generally accepted. 

Against this newness and the American attitude of 
giving short shrift to failures and a small hard core of 
people, who resent change of any kind, it has been dif¬ 
ficult for those of us who believe in public assistance 
to gain the kind of approval for the public assistance 
program, which the public health authorities, the schools 
and such agencies as the public library enjoy. The 
beneficiaries of the public assistance program are the 
most handicapped and the least vocal group in the 
community. 2 

A second great force changing attitudes toward 
the poor was the pervasive influence of Sigmund 
Freud. He preached that there were hidden and 
uncontrolled instincts in all people, rich and poor 
alike, which, when exaggerated, led to certain 
mental illnesses. All people were in the grip of 
potentially disruptive forces. Health passed im¬ 
perceptibly into sickness and virtue into sin. 
Therefore, all men were vulnerable to mental 
illness, irrational behavior, and depravity. 

Furthermore, Freud’s method was that of lis¬ 
tening to people, accepting them as they were, 
and taking them seriously. His attempt to take 
the time to understand others was a measure of 
belief in the dignity and freedom of other in¬ 
dividuals, no matter how perverse. 

The depression helped men to see poverty as 
the result of circumstances beyond the control 
of the individual. Freud helped men to see that 
all men are vulnerable yet are capable of recovery. 
Thus, public welfare became acceptable treat¬ 
ment for those unable to care for themselves. 
Welfare services administered justly under fed¬ 
eral, state, and municipal law became the order 
of the day. 

The founding of the Department of Welfare 
and its direction under trained professional work¬ 
ers interested in the poor added tremendously 
to the effectiveness and understanding with which 
the sick were cared for. In the combined report 
for the years 1954 and 1955, Miss Esther Laza¬ 
rus, who had replaced Mr. Thomas Waxter as 
director of the Department of Public Welfare, 
noted some of the changes made in the 20 years 
since the founding of the department in 1935. 

Until the 1930’s, society here and elsewhere accepted 
and operated on the assumption that there must be 
something fundamentally wrong with the individual in 
need. We viewed as different in kind and quality from 
the rest of the population the clients of social agencies, 
and we invested these persons with certain unique de¬ 
fects and weaknesses. The Depression proved this atti- 


Sf.ptembfr, 1966 


107 



CALL 

TONGUE, BROOKS & COMPANY 

FOR YOUR BEST ADVICE ON 

professional 
liability 
i nsu ranee 


• BETTER SERVICE 


• THE ONE POLICY APPROVED BY 
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tude to be untrue. As economic breakdown unfolded and 
enveloped millions, depriving them of the opportunity 
to meet their basic needs for living, we began to recog¬ 
nize the forces operated in an industrial society which 
were beyond the control of any individual. 3 

She noted the shift in emphasis from problems 
and procedures designed to meet crises to emphasis 
on people affected by problems and on protective 
and preventive services. She noted that the Social 
Security Act, passed in 1935, marked a major 
milestone in the development of the country’s 
philosophy of social welfare. 

“From the beginning, the Department of Public 
Welfare has been concerned that services be given 


iiiiiiiiiiiiiiiiiiiiiiiiiimiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiMiiiniiiiiiiiiiiiitiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiHiiiiiiiiiiiiiiiiiiiiiiiii 

in such a way as to preserve and reinforce the 
dignity and integrity of the individual.” 

In the care of children who became the re¬ 
sponsibility of the Department of Public Welfare, 
every effort was made to nourish any spark of 
family life that might allow the child to remain 
with his parents while under the supervision of 
the department. 

REFERENCES 

1. Somers, H. M. and Somers, A. R.: Doctors, Patients, and 
Health Insurance. Garden City, NY : Doubleday Anchor, 
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2. Department of Public Welfare, 1952. 

3. Department of Public Welfare, 1954-55. 
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AN ULTRA-MODERN HOME IN THE SUBURBS 

ON 17 ACRES WITH COUNTRY ATMOSPHERE 

ALL THE COMFORTS OF HOME . . . FOR 


POST OPERATIVE 
DIABETIC 
INVALID 
AGED 

• Occupational and Physical Therapy 

• Beautifully Decorated 

• Large Porches 

• Supervised Diets 

• Reasonable Rates 

MEMBER OF 

National Geriatrics Society 
American Nursing Home Assn. 
Maryland Nursing Home Assn. 


CHRONIC 
AMBULATORY 
PARALYTIC 
RETIRED GUESTS 

• Private and Semi-Private Rooms with 

Connecting Complete Bath Rooms 

• Television in Spacious Lounges 

• Beautician Service 

• Patients May Retain Their Own 

Physicia; 


ACCREDITED BY THE 
NATIONAL COUNCIL FOR 
THE ACCREDITATION OF 
NURSING HOMES 




KENSINGTON GARDENS SANITARIUM 

A Medical Institution Under the Supervision of Registered Nurses 

ESTABLISHED 1947 LICENSED BY STATE AND COUNTY 

3000 McComas Avenue, Kensington, Maryland 20795 
Proprietors-Administrators — 

LILLIAN H. and GEORGE L. BRICKER 

For Further Information 
Phone 


933-0060 or 933-0872 
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The synthesis of cortisone was 
accomplished by Merck Sharp & 
Dohme in 1948—the famous “Com¬ 
pound E” used by Dr. Philip Hench 
in his historic experiment at the 
Mayo Clinic. 

But proud as we are of our role in 
the development of cortisone and 
subsequent corticosteroids, we 
have continued to seek a greater 
understanding of arthritic disorders 


and new drugs for their treatment. 

One such drug —INDOCIN* (indo- 
methacin), a nonsteroid , anti¬ 
inflammatory agent fundamentally 
different in structure and activity 
from other drugs in use —was re¬ 
cently made available for the treat¬ 
ment of arthritic conditions. It 
opens new possibilities for the long¬ 
term management of arthritis and 
inflammatory disease. 


MERCK SHARP & DOHME I where today’s theory is tomorrow's therapy 

Division of Merck A Co., Inc., West Point, P*. | 
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COMPONENT MEDICAL SOCIETIES 


INDOCIN 

INDOMETHACIN 


Indications: Chronic and acute rheumatoid arthritis, 
rheumatoid (ankylosing) spondylitis, degenerative 
joint disease (osteoarthritis) of the hip, and gout. 
Contraindications: Active peptic ulcer, gastritis, 
regional enteritis, or ulcerative colitis. Safety in 
pregnancy has not been established. Not recom¬ 
mended for pediatric age groups. 

Warning: Patients who experience dizziness, light¬ 
headedness, or feelings of detachment on 
INDOCIN should be cautioned against operating 
motor vehicles, machinery, climbing ladders, etc. 
Use cautiously in patients with psychiatric dis¬ 
turbances, epilepsy, or parkinsonism. 

Precautions and Adverse Reactions: Most com¬ 
monly, headache, dizziness, lightheadedness, G.l. 
disturbances. The C.N.S. effects are often tran¬ 
sient and frequently disappear with continued 
treatment or reduced dosage. The severity of these 
effects may occasionally require cessation of 
therapy. G.l. effects may be minimized by giving 
the drug with food or with antacids or immedi¬ 
ately after meals. Ulceration of the stomach, duo¬ 
denum, or small intestine has been reported and, 
in a few instances, severe bleeding with perfora¬ 
tion and death. Gastrointestinal bleeding with no 
obvious ulcer formation has also been noted; 
INDOCIN should be discontinued if G.l. bleeding 
occurs. As a result of G.l. bleeding, some patients 
may manifest anemia, and for this reason periodic 
hemoglobin determinations are recommended. 
Rare reports of effects not definitely known to 
be attributable to INDOCIN include bleeding from 
the sigmoid colon (either from a diverticulum or 
without a known previous pathologic condition), 
perforation of preexisting sigmoid lesions (di¬ 
verticulum, carcinoma), and hematuria. In other 
rare cases, a diagnosis of gastritis has been made 
while the drug was being given. One patient de¬ 
veloped ulcerative colitis, and another, regional 
ileitis, while receiving INDOCIN; when the drug 
was given to patients with preexisting ulcerative 
colitis, there was an increase in abdominal pain. 
Infrequently observed side effects may include 
drowsiness, tinnitus, mental confusion, depression 
and other psychic disturbances, blurred vision 
stomatitis, pruritus, edema, and hypersensitivity 
reactions. Slight BUN elevation, usually transient, 
has been seen in some patients, although the pre¬ 
ponderance of evidence indicates that INDOCIN 
does not adversely affect renal function, even in 
patients with preexisting renal disease. Neverthe¬ 
less, renal function should be checked periodically 
in patients on long-term therapy. Leukopenia has 
been seen in a few patients. Transient elevations in 
alkaline phosphatase, cephalin-cholesterol floccu¬ 
lation, and thymol turbidity tests have been ob¬ 
served in some patients and, rarely, elevations of 
SGOT values; the relationship of these changes to 
the drug, if any, has not been established. As with 
any new drug, patients should be followed carefully 
to detect unusual manifestations of drug sensitivity. 
Before prescribing or administering, read prod- 

uct circul ar with package or available on r equest. 



j ik NNE ARUNDEL COUNTY 

I Our fifth annual banquet and dance was held 
| June 4 at the Annapolis Roads Country Club. 
1 It was the biggest and best yet. 

I Among the guests of the Society were the ad- 
I ministrators of Anne Arundel County’s two hos- 
| pitals, and their wives. 

1 Cocktails and a buffet supper were served. 
I During the dancing intermission, several talented 
1 members of the Society entertained. Drs. Antonio 
1 Rivera and Max Frank, our Spanish linguists, 
I sang some Latin songs. A clever skit humorously 
1 depicted the new cardiac unit at the Anne 
I Arundel General Hospital. Drs. Gerry Church 
j an d Bill Wallop sung “Medicare Blues” to the 
I tune of “Wouldn’t It Be Loverly.” 

MEDICARE BLUES 
(Lyrics by Church and Wallop ) 

| We’re very sad this year, 

I We feel we’re filled up with despair, 

I The President wants to open up a plan called Medicare, 

| To all of us this plan seems bad and anything but fair, 

1 Oh, oh, wouldn’t it be loverly. 

f All we want is to work somewhere 
I Far away from the Medicare, 

1 Where we won’t tear out our hair, 

I Oh, wouldn’t it be loverly. 

1 No King-Anderson or such health bill, 

1 No more forms for us to fill, 

1 We’d simply use our skill, 
f Oh, wouldn’t it be loverly. 

—3— 

| Oh so loverly being away from Lyndon B., 

I We could have our very own new greater society. 

— 4 — 

I No new frontiers for you and me, 

| Hubert Humphrey we’d never see, 

| We would have an honest fee, 
f Oh, wouldn’t it be loverly. 

(repeat 1) 

I Music for the entertainment was provided by 

Dr:. Richard Hochman, Gerry Church, Henry 
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Holtgrewe, and Stephen Hiltabidle (on the 

wash tub). All of the performers were accorded 
lusty cheers from the members,' Aheir wives, 
and their guests. 

Samuel Borssuck, MD 


w 

VI ASHINGTON COUNTY 

New Physician in Community 

We welcome Rizalito A. Amarillo, MD, to our 

community. He opened his office at 120 Main 
Street, Sharpsburg. Dr. Amarillo attended high 
school, college, and medical school in the Philip¬ 
pines. He served his internship and a residency 
in pathology at the Brooklyn Jewish Hospital in 
New York. He also served a residency in general 
practice at the Cabell Huntington Hospital, Hunt¬ 
ington, WVa; at the North Charles General 



1st floor suites in a new 
luxury hi-rise on upper 
Connecticut Avenue. 
Management will parti¬ 
tion to suit tenant. Roof¬ 
top pool privileges plus 
24 hour secretarial serv¬ 
ice. Adequate parking. 

REIlENCf I 

HOUSE 

5201 Connecticut Avenue, N.W., Washington, D. C. 


CONTACT: MR. FOWLER—EMerson 2-9000 



Hospital, in Baltimore; and at the Huey P. Long 
Charity Hospital, Pineville, La. 

Dr. Amarillo was in private practice in the 
Philippines from 1961-64, was house physician 
in surgery at Marymount Hospital, Garfield 
Heights, Ohio, from 1964-65, and junior staff 
physician at the Lynchburg Training School and 
Hospital, Colony, Va., from 1965 until May, 1966. 

The Amarillos are making their home in 
Sharpsburg. 

Health Fair 

The Washington County Medical Society will 
again participate in the health fair to be held in 
Hagerstown in November. John J. Donoghue, 
MD, is working on plans through the Public 
Relations Committee of the medical society. 
Details will be announced later. 

The health fair will coincide with Community 
Health Week, sponsored by the American Medical 
Association. 

Richard A. Young, MD, was chairman of the 
first health fair, held last year. The medical 
society’s exhibit included a demonstration of 
anatomy, using a mannequin, as well as free 
urine testing for diabetes, managed by our 
Woman’s Auxiliary. 

John C. Stauffer, MD, returned recently from 
Africa, where he took part in a project sponsored 
by Operations Cross Roads Africa, a non-profit 
organization similar to HOPE, in cooperation 
with the Nigerian government’s Ministry of 
Health. Dr. Stauffer was located at a new general 
hospital (about 300 beds) in the eastern district 
of Nigeria, in a town called Enugu. He was there 
from June 26 through August 26. There is no 
remuneration for the physicians who take part in 
this project. 

Our president, Richard A. Young, MD, had the 
honor of having his picture appear in a recent 
copy of the AMA News. Dr. Young, one of 13 
recipients of the 1965 physicians awards for out¬ 
standing community service, was the guest of 
E. Claiborne Robins, president of the A. H. 
Robins Co., which sponsors the awards. The 
affair was held in Richmond in May. It was 
attended by the 13 physicians who had received 
the awards. 

John W. Clark, MD, DDS 
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ACHROCIDIN 

Tetracycline HCI-Antihistamine-Analgesic Compound 


Each tablet contains: Caffeine . 30 mg 

ACHROMYCIN® Tetracycline HCI. 125 mg Salicylamide . 150 mg 

Phenacetin . 120 mg Chlorothen Citrate. 25 mg 

The patient can feel better while getting better. ACHROCIDIN brings the treatment together in a single prescription- 
prompt symptomatic relief together with early, potent control of the tetracycline-sensitive organisms frequently respon¬ 
sible for complications leading to prolonged disability in the susceptible patient. 


Effective in controlling complicating tetracycline-sensitive bac¬ 
terial infection and providing symptomatic relief in allergic 
diseases of the upper respiratory tract. 

Contraindication— History of hypersensitivity to tetracycline. 

Warning-lf renal impairment exists, even usual doses may lead 
to liver toxicity. Under such conditions, lower than usual doses 
are indicated and if therapy is prolonged, tetracycline serum 
level determination may be advisable. Hypersensitive individuals 
may develop a photodynamic reaction to natural or artificial sun¬ 
light during use. Individuals with a history of photosensitivity 
reactions should avoid direct exposure while under treatment and 
treatment should be discontinued at first evidence of skin 
discomfort. 

Precautions— Some individuals may experience drowsiness, ano¬ 


rexia, and slight gastric distress. If excessive drowsiness occurs, 
it may be necessary to increase the interval between doses. Per¬ 
sons on full dosage should not operate any vehicle. Use may 
result in overgrowth of nonsusceptible organisms. If infections 
appear during therapy, appropriate measures should be taken. If 
adverse reaction or idiosyncrasy occurs, discontinue medication 
and institute appropriate therapy. Infections caused by beta- 
hemolytic streptococci should be treated for at least 10 full days 
to help prevent rheumatic fever or acute glomerulonephritis. Use 
of tetracycline during tooth development (last trimester of preg¬ 
nancy, neonatal period and early childhood) may cause discolora¬ 
tion of the teeth (yellow-grey-brownish). This effect has been 
observed in usual short treatment courses. 

Average adult dosage: 2 tablets four times daily, given at least 
one hour before, or two hours after meals. 


LEDERLE LABORATORIES, A Division of American Cyanamid Company, Pearl River, New York 

608 - 6-3393 
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Offering 2 GENERATIONS of research 
and experience in cooperation with the 
MEDICAL PROFESSION 


CORRECT SHOES 


for every 



need 


Normal 

Straight 

Corrective 


Pronators 
Supinators 
D. B. Splints 


Modifications and Custom Work 


HERBERT COX 


Pikesville 21208 
1433 Reisterstown Rd. 
HU 4-0021 


Baltimore 21201 
210 N. Liberty St. 
SA 7-7883 


Brenttooflii Inn 

FRENCH CONTINENTAL CUISINE 

Smorgasbord Luncheon and Dinner 

every Tuesday. 

“Home of Maryland's Internationally 
Famous Wine Cellar" .... 

We honor all preferred Credit Cards 



A/piAt I Another Dining Room has been added ^ 

• IwCVw . f 0 accommodate our many guests ® 

OPEN DAILY & SUNDAY 11 A.M. to 2 A.M. 

Fifth Ave. & Brentwood—I block N. E. of Dundalk and Holabird 
Ave. I mile from Holabird Ave. Exit of Baltimore Harbor Tunnel 

We cater to Private Parties, Banquets and Dinners 

AT. 5-0520 Ample Free Parking BALTIMORE, MD. 21222 

IMIllllllllllllllllllllllllllllllllllllllUimillllllllimilllllllllllllllllllllllllllllMMIIMIIIIMIII 


Save time • save trouble • save money 




So many of your needed forms are “stock items” with 
our Professional Service Division. And your specialized 
needs are a specialty with this department that’s so 
well versed in serving the medical profession. Order¬ 
ing’s a breeze, with all your forms and stationery avail¬ 
able at one time-saving source. And we’ll gladly be your 
“Stationery room," storing your order and delivering 
it as needed. May we show samples and prices at 
your convenience? 

[EAGLE 


PRINTING 


COMPANY 

1021 Cathedral Street • PLaza 2-5400 



BLOOD SERVICE PLAN 

of the 

METROPOLITAN WASHINGTON 
BLOOD BANKS. INC. 

—NOT FOR PROFIT— 

. A BLOOD 

1*4 DONATION TODAY 
PROTECTS YOU AND 
?1 YOUR FAMILY 

— TOMORROW 

A Medically Supervised 
Blood Benefit Program 

Individual—Family—Group Memberships 

T. A. Loosbroclc, Exec. Dir. 

Phone 659-2133 

2007 Eye St., N.W. Washington, D. C. 20006 

Netv D. C. Medical Society Building 
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AMNIOCENTESIS IN 
ERYTHROBLASTOSIS FETALIS 


A number of reports have appeared in recent 
years on the examination of amniotic fluid in 
pregnancies in which the development of erythro¬ 
blastosis is possible. Because the principal prob¬ 
lem of the erythroblastotic fetus is severe anemia 
with subsequent cardiac failure, it is important 
to know what the effect of sensitization on the 
fetus has been during the last part of pregnancy. 
One can then decide whether to carry out fetal 
intraperitoneal transfusions or to deliver the baby 
at the best time for survival. 

Techniques have been developed to determine 
levels of bilirubin-like substances in the amniotic 
fluid. Bevis 1 showed that the amniotic fluid of 
erythroblastotic fetuses contained an increased 
quantity of blood pigments, which he believed 
gave an indication of increased hemolysis. Al¬ 
though the pigment is presumed to be bilirubin, 
its exact chemical composition is unknpwn. 4 
Subsequent reports have correlated the severity 
of the hemolytic disease in the fetus with the 
level of these bilirubin-like substances. 

The amniotic fluid specimens are obtained by 
a transabdominal approach into the amniotic sac 
(usually near the fetal neck). The specimen is 
then placed in a dark, stoppered bottle and sent 
to the clinical laboratory for determination of the 
bilirubin-like substances. 


W. BRADLEY KING, JR., MD 

Since the aspiration of blood or bloody fluid 
immediately introduces a complication (for it 
may be from the mother’s abdominal or uterine 
walls, placenta, fetus, or umbilical cord), it is 
necessary to determine whether the erythrocytes 
present are maternal or fetal or both. This can 
be done by the Kleihauer-Betke stain.* 2 The 
same problem exists if bloody fluid is aspirated 
from the amniotic sac. 

Amniocentesis in patients known to be sensitized 
may be performed as a single determination 3 or 
as a pair of determinations: if single, at about 32 
weeks; if double, the first between 29-32 weeks 
and the second about two to four weeks later. 
The purpose of the two determinations is to detect 
any change in the rate or degree of hemolysis, 
as manifested in the level of the bilirubin-like 
substances in the amniotic fluid (Fig 1). 

*In alcohol-fixed smears of the bloody fluid, when the 
smears are then treated with a citric acid-phosphate 
buffer solution, of pH 3.4 - 3.6, at 37°C, the adult RBC 
lose their hemoglobin and become shadow forms, whereas 
the fetal RBC retain their hemoglobin and are still 
readily visible on the smears. 
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Fig 1 Fig 2 


The level of these bilirubin-like substances is 
determined with a spectrophotometer set at 
450 m fx. Liley 4 considers centrifugation (30 min 
at 3,000 rpm) of the specimen adequate in most 
cases, but if the fluid remains turbid, filtration 
with Whatman #42 paper and the use of short- 
light path (2.5 mm) cuvettes, filtration through 
a cytosieve (Gelman), or dilution will clear the 
specimen to give a reliable result. Several sources 
of error are possible: 1) wrong fluid (maternal 
urine, fetal ascitic fluid, multiple amniotic sacs, 
and amniotic cysts); 2) wrong pigment or pig¬ 
ment source (serum, hemoglobin, meconium and 
bilirubin associated with bilirubin regurgitation, 
as in fetal duodenal atresia); and 3) wrong dates 
(due to miscalculation of estimated date of con¬ 
finement), either regarding the planning of the 
dates for amniocentesis or relating the results 
from a given amniocentesis to that expected. 
Minor blood-staining is not important. 

The realization that one is determining differ¬ 
ences in optical density and not absolute values 
of the “bilirubinoid” pigment is important. Thus, 
whereas the normal plot of absorbance (OD) of 
amniotic fluid at various wave lengths is virtually 
a straight line from 400-600 m/t, when hemolytic 
disease of the newborn is present, there is a 
consistent deviation at 450 m/t, and this deviation 
from the straight line is what is actually being 
measured (Fig 2). The OD may be read at 
intervals from about 600 down to about 350 m/x 
and the curve plotted, recording the peak differ¬ 
ence at 450 m /x (or, in modern parlance, 450 nm, 
which is 450 x 10~ 9 M or 450 nanometers). Freda 5 


noted . . In every abnormal tracing . . . devia¬ 
tion from the normal slope of the curve always 
begins at about 525 m jul, and the tracing never 
resumes the normal slope until about 375 m fi.” 

Three major levels of absorbance differences 
and their interpretations are as follows 3 : Group 
A, showing little or no deviation at 450 m/i and 
associated with little or no perinatal mortality and 
constituting about 25% of cases; Group B, show¬ 
ing a mild bulge of 0.08 to 0.15, constituting 
about 40% of cases and associated with need for 
therapy (transfusions or delivery before term 
or both); and Group C, showing a marked devia¬ 
tion (over 0.15), constituting about 30% of 
cases, and associated with a high incidence of 
perinatal mortality, even if everything possible 
is done. 

The importance of amniocentesis is emphasized 
by Friesen and Bowman 6 in a neat summary of 
the five major advances in reducing fetal losses 
due to Rh sensitization: 1) the discovery of the 
Rh factor, in 1940; 2) the development of ex¬ 
change transfusion, in 1945; 3) the selective 
induction of labor, in 1950; 4) spectrophotometric 
examination of the amniotic fluid, as reported by 
Liley, 7 in 1961; 5) fetal or intrauterine trans¬ 
fusions, first reported by Liley, 8 in 1963. Accord¬ 
ing to Friesen and Bowman’s report, the death 
rate in sensitized pregnancies has been about 
halved with each of these advances. Pathologically, 
though, amniocentesis is the latest advance, and 
its use will increase with recognition of its im¬ 
portance and adequate instrumentation of the 
clinical laboratories to perform the procedure. 
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A Key Site of Action of the 
Protoveratrine A in Salutensin 

“The main function of the 
carotid sinus is regulation of 
the blood pressure... . M1 

The veratrum component of 
Salutensin acts here (and in the 
myocardium), initiating 
“...a reflex fall in blood pressure 
through a generalized vaso¬ 
dilation and fall in heart rate.” 2 



This is 
logical 

Blood Pressure 
Regulator 


BECAUSE 
IT ENHANCES 
THE BODY’S OWN 
MECHANISMS 
?0R REDUCING 
BLOOD PRESSURE 


BRISTOL THERAPEUTIC SUMMARY 
For complete information consult Official 
Package Circular. 

Indications: Essential hypertension. 
Warnings: Small-bowel lesions (obstruc¬ 
tion, hemorrhage, perforation) have oc¬ 
curred during therapy with enteric-coated 
formulations containing potassium, with 
or without thiazides. Such potassium for¬ 
mulations should be used with Salutensin 
only when indicated and should be discon¬ 
tinued immediately if abdominal pain, dis¬ 
tention, nausea, vomiting or gastrointesti¬ 
nal bleeding occurs. 

Contraindications: Salutensin is contra¬ 
indicated in severe depression. 
Precautions: Azotemia, hypochloremia, 
hyponatremia, hypochloremic alkalosis and 
hypokalemia (especially with hepatic cir¬ 
rhosis and corticosteroid therapy) may oc¬ 
cur, particularly with pre-existing vomit¬ 
ing and diarrhea. Potassium loss, which 
may cause digitalis intoxication, responds 
to potassium-rich foods, potassium chlor¬ 
ide or, if necessary, stopping therapy. Se¬ 
rum ammonia elevation may precipitate 
coma in precomatose hepatic cirrhotics. 
Discontinue therapy two weeks before sur¬ 
gery or if myocardial irritability, progres¬ 
sive azotemia or severe depression occur. 
Exercise caution with patients with peptic 
ulcers or renal insufficiency (if severe, 
Salutensin is contraindicated). 

Side Effects: Hydroflumethiazide: Purpura 
plus or minus thrombocytopenia, hyper¬ 
uricemia, leukopenia, hyperglycemia, gly¬ 
cosuria, malaise, weakness, dizziness, fa¬ 
tigue, paresthesias, muscle cramps, skin 
rash, epigastric distress, vomiting, diar¬ 
rhea and constipation. Reserpine: Depres¬ 
sion, peptic ulceration, diarrhea, Parkin¬ 
sonism, nasal stuffiness, dryness of the 
mouth and, with overdosage, agitation, in¬ 
somnia and nightmares. Protoveratrine A: 
Nausea, vomiting, cardiac arrhythmia, pros¬ 
tration, excessive hypotension and brady¬ 
cardia. (Treat bradycardia with atropine 
and hypotension with vasopressors.) 

Usual Dose: 1 tablet b.i.d. 

BRISTOL LABORATORIES 
Division of Bristol-Myers Co. 
Syracuse, New York 


In mild 

to moderate hypertension: 

Salutensin enhances the body’s own 
mechanisms for lowering blood 
pressure. The veratrum component 
of Salutensin acts on the carotid 
sinus and myocardial receptors, 
initiating .. a reflex fall in blood 
pressure through a generalized 
vasodilation and fall in heart rate.” 2 
To achieve this reflex modification 
of hypertension, Salutensin 
utilizes protoveratrine A. 

In addition, to facilitate and 
maintain blood pressure reduction, 
Salutensin incorporates reserpine 
and a highly effective thiazide. 

In general, side effects have been 


reported infrequently but 
may include those listed in the 
therapeutic summary. 

Simple dosage—low-cost 
therapy: Many patients on 
Salutensin respond to 1 tablet b.i.d. 
Long-term economy is assured, 
since dosage can frequently 
be lowered after initial control is 
established. 

Available: Prescription-size 
bottles of 60 tablets. 

References: 1. Editorial: JAMA 
191 :592 (Feb. 15) 1965.2. Meil- 
man, E., in Moyer, J.H.: Hyper¬ 
tension, Philadelphia, W B. 
Saunders Company, 1959, p. 395. 


BRISTOL 


Salutensin 


Each tablet contains: 
protoveratrine A, 0.2 mg.; 
hydroflumethiazide, 50 mg.; 
reserpine, 0.125 mg. 









THE 


Latrobi 



Offices Available 
Within 12 blocks of 12 hospitals 

Parking facilities for 300 cars within one block 


The LATROBE 2 E. Read Street 

Baltimore, Md. 21202 
call SAratoga 7-2180 



ASSISTANCE IS ONLY 
A PHONE CALL AWAY 


We are Baltimore's centrally located am¬ 
bulance service, which means that we can 
easily get to any part of Metropolitan Balti¬ 
more in a matter of minutes. Our ambulances 
are Air-Conditioned and Oxygen equipped 
and are operated by trained and experienced 
personnel. 

COMMUNITY 
AMBULANCE SERVICE 
PHONE: 669-4454 


TEMPLE UNIVERSITY MEDICAL CENTER 

presents the TOtli Annual Postgraduate Course 

RECENT ADVANCES IN 
MEDICINE 

11:00 A.M. to 4:00 P.M. 
on 

8 consecutive Wednesdays 
from 

October 26 to December 14, 1966 

The course will consist of seminars, panel 
discussions, clinics, lectures and ward 
rounds considering subjects of interest to 
the family physician. Several distinguished 
out of state authorities will participate. 

Enrollment limited. Registration fee: $50.00 

For further information and curriculum, 
write to: 

DEPARTMENT OF MEDICINE 
TEMPLE UNIVERSITY HOSPITAL 
Philadelphia 40, Pa. 

Albert J. Finestone, M.D. 
Director of Postgraduate Course 


Wm Infants . □ □. 
Wm AdisEti '□a* 

The standard of quality, 
purity, and dependability 
in the Baltimore-Washing¬ 
ton area for over 90 years. 

In Baltimore area call 889-3500 
In Washington area call 965-2211 



TRADE MARK 


DAIRY PRODUCTS 
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WILLIAM STIFLER. JR., M.D., Chairman 


RAY HEPNER, M.D., Editor 


EDQAR ALLAN POE SCHOOL 


EDITOR’S NOTE: This announcement from 
the Baltimore City Department of Education 
has special significance to all of us who work 
with children. Teenage reproduction is more 
frequently inefficient and is associated not only 
with more maternal complications but also with 
a high risk of low birth weight and all attendant 
handicapping conditions. The social support 
offered by this special school may go far to 
prevent repeaters and an excess production of 
handicapped future citizens. 


An adolescent girl who becomes pregnant is a 
girl in trouble and one who needs help. She lacks 
a sense of values and has a poor self concept. 
Lack of success in school can be a facet of this 
image. As a girl learns to see herself as having 
some worth, and if she can see that she is making 
progress academically, it will be easier to help 
her make life readjustments. 

This month, the Baltimore City Department of 
Education is opening a school for pregnant girls. 
The Edgar Allan Poe School #1, located at the 
northeast corner of Fayette and Greene Streets, 
will allow a girl to continue her education while 
pregnant so that she will not lose time and wall 
be able to return to a regular school after her 
baby is born. 

It is recognized that a school is only one of 
three approaches to the many complex problems 
facing a pregnant girl. In addition to continuing 
her education, each girl is expected to receive from 
a medical facility the proper prenatal care and 
help from a casework agency, not only for her¬ 


self but also for her parents, the boy, and his 
parents. 

The school will cover the secondary level, in¬ 
cluding grades seven through twelve, and if neces¬ 
sary wall make individual provisions for an ele¬ 
mentary school girl. The teachers will work with 
the girls with patience and understanding and will 
have the ability to individualize instruction. The 
school will operate on a 12-month basis. 

All pregnant girls under 16 will be expected 
to attend the school. Girls will be transferred 
to School #1 from a regular school upon veri¬ 
fication of pregnancy. It is hoped that agencies 
and doctors wall also make referrals to the school. 

Persons wishing to make referrals or having 
questions concerning the school should contact 
the principal, Mrs. Vivian E. Washington, 
467-4000, ext 884. 


A & F Nurses Registry 



LICENSED & BONDED 

• MALE & FEMALE 

• GRADUATE 

• UNDERGRADUATE 

• PRACTICAL 

• COMPANION 

NURSES 

For Private Homes 
Hospitals 
Institutions 

D. S. Anderson, Mgr. Dir. 
24 Hour Service 


613 E. 32nd St. BElmont 5-7135 

613 Homestead St. If no answer call: HOpkins 7-6746 

Baltimore, Md. 21218 
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I HARFORD GARDENS I 

NURSING AND CONVALESCENT CENTER 

• 24 Hour professional nursing care 

• Meals prepared by staff dietician 

• Physical, Occupational and recreational 
therapy 

• Complete medical examination facilities 


HARFORD GARDENS 
4700 Harford Road 
Phone 669-4454 


MEMBER OF 



Earn Higher Dividends 
on your savings with 
our anticipated 

EXTRA 

DIVIDEND 

Chesapeake Federal 

SAVINGS & LOAN ASS'N. 

Eastern Ave. & Patterson Pk. • OR 5-6602 


Chesapeake Federal Savings & Loan Assn. 
Check Enclosed □ 

Open my Account □ 

NAME . 

ADDRESS . 

ZIP CODE. PHONE. 


DRINK MORE MILK 
for your health sake 

• More Vitamins 

• More Minerals 

• More Energy 




Deliveries in Mary¬ 
land, Washington, 
and Virginia. 

Life Begins With 
Embassy Milk 

EMBASSY DAIRY 
DU 7-1441 

1620 First St. N.W. 
Washington, D. C. 


The Science of Communication 
as practiced at Monumental Printing 

It's more than a science.- it’s an Art, the precise translitera¬ 
tion in print of an intangible idea for a heterogeneous group 
of critical readers. 

Here, at Monumental Printing, we learned to handle the tools 
pf intelligent communication by the empirical method: work¬ 
ing with them. The brush and palette of our art, the chisel, 
the score, the script are simply words on paper. We learned 
their proper use over 50 years of practice by being per¬ 
mitted to print such Journals as: 

Clinical Chemistry 
Digestive Diseases 
Fertility & Sterility 
Occupational Medicine 
Leprosy 

Mental Hospitals 
Psychiatric Studies and Projects 
Psychosomatic Medicine 

We speak your language. We know the difference between 
edema and enema; syndrome and symptom; sewage and 
sewerage. And when and why we should use 12 point 
Caslon Bold instead of 10 point Stymie. 

If you, too, need a good printer, let's communicatel 

Monumental Printing Co. 

3110 Elm Avenue Baltimore, Md. 21211 

BEImont 5-9141 

Washington and New York offices, also 
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REHABILITATION SECTION DOUGLAS G. CARROLL M.D. 

BALTIMORE CITY MEDICAL SOCIETY, _ EDITOR 


PHYSIOLOGY OF EXERCISE 


“The vast field of observation from which med¬ 
ical rehabilitation will have to synthesize its con¬ 
cepts and methods is the clinical physiology of 
exercise.” 1 


Although the cardiovascular, pulmonary, renal, 
and hemopoetic systems play a supporting role 
during exercise, it is primarily the neuromusculo- 
skeletal system which is active. This system acts 
as a unit. The basic physiologic unit is the reflex, 
and the basic anatomic unit is the peripheral 
nerve, the myoneural junction, and the muscle 
fiber. 

1. Mechanism of Muscular Contraction. —The 

contractile molecule is a protein, myosin, of an 
approximate molecular weight of 800,000. In the 
rest phase, it is linked to a fibrous protein, actin. 
The myosin molecule can shorten by approxi¬ 
mately 40% during contraction. Contraction is 
a chemicomechanical process in which the termi¬ 
nal high energy phosphate bond of adenosine- 
triphosphate (ATP) is split off, supplying energy 
for the mechanical changes in the contractile 
protein. Exact concentrations of calcium, magnes¬ 
ium, and potassium are important in this reaction. 

Prior to muscular contraction the muscle cells 
are loaded and ready to contract when triggered 
by a depolarizing effect of sufficient magnitude'; 
a wave of depolarization takes place, presumably 
disturbing the ionic equilibrium sufficiently to 
cause contraction. 

Each motor nerve fiber or motor unit divides 
locally to innervate five to several hundred muscle 
cells. There is an all or none response of each 
motor unit. An artificial single stimulus to a 


motor unit or a larger segment is a muscle twitch. 
For .001 second after the stimulus reaches the 
muscle, there is a latent period without contrac¬ 
tures, followed by an extremely short period of 
contracture. The refractory period is completed 
during the latent period (synaptic transmission 
and early depolarization). Repeated stimuli at 30 
to 40 per second give a tetanus, a smooth wave 
of sustained contraction. Slower stimuli give a step 
like curve of contraction (incomplete tetanus). 

Normally stimuli arrive through motor nerves 
at a rate of 10 to 15 per second. These stimuli 
act in an asynchronous manner on different motor 
units thus making a smooth motion. 

2. Neurological Integration of Muscular Acti¬ 
vity. —The activity of the neuromusculoskeletal 
system may be thought of as resting on reflexes of 
increasing complexity as activities become con¬ 
scious and voluntary. Every unconscious or vol¬ 
untary activity starts with a sensory component 
carried through a single synapse or group of 
synapses, resulting in motor nerve impulses and 
muscular activity. At the simplest level, the sen¬ 
sory stimulus of a tap on the quadriceps tendon 
is carried to the cord through a single synapse 
to the motor cells which are activated to cause 
sudden contracture of the quadriceps muscle. 
More complex reflexes are represented by the 
crossed extensor reflex and the tonic neck reflexes. 
A multitude of these involuntary reflexes subserve 
the more conscious activities, yet many conscious 
movements (such as walking) which require a 
prolonged learning process become practically un¬ 
conscious. Even the most unusual and complex 
voluntary motions may be thought of as the result 
of the sensory reflexes entering the body through 
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sight, hearing, taste, and feeling. These sensory 
stimuli may be modified by complex higher centers 
concerned with judgment and memory, but in the 
sense that most experience is accumulated through 
the senses, we can think of motor activity as 
influenced by some recent or former sensory 
stimuli. 

3. Functions of Various Levels of the Nervous 
System. —The spinal cord has three main func¬ 
tions: it contains the centers for the transfer of 
impulses; it contains the motor cells of the final 
common pathway; and it contains the basic ele¬ 
ments of crude motor patterns, especially those of 
locomotion. 

The subcortical centers are concerned with the 
smoothing of muscular activity and the integra¬ 
tion of sensory stimuli from special sense organs 
and the labyrinthine apparatus. 

The cerebellum also plays a smoothing and 
coordination role in movement, especially the inte¬ 
gration of proprioceptive information into the 
motion pattern. 

The cerebrum has been considered as the center 
of initiation of voluntary motion. We have men¬ 
tioned above that much so called voluntary motion 
is set off from sensory stimuli and is only modi¬ 
fied by judgment and memory in the cerebral 
centers. To some degree the cerebrum is a synaptic 
center between sensory information and muscular 
activity. 

4. Nervous System Integration of Motion 
Patterns. —W e can think of any individual mo¬ 
tion starting as a response to some external event. 
Sensory data is fed into the cortical area through 
the special senses, where it is modified in the 
light of purpose and past experience. A choice 
is then made of a possible motor response which 
is started into execution through the efferent 
nerves. If the selected activity is one which has 
been learned, the activity will be performed semi- 
automatically. If it is a complex unusual motion, 
proprioceptive and sensory information from the 
cerebrum, the lower centers and the cerebellum 
will have to be integrated into the motion while 
it is being performed. The motor cells of the 
spinal cord are finally impinged upon as the final 
common pathway, and the primary reflexes are 
integrated into the activity. 

5. Therapeutic Exercise. —Muscular function 
may be affected by a variety of neurologic 


diseases. Muscular activity may also be impaired 
because of faulty or painful joint function as 
well as by diseases which involve the muscle itself. 
In treating any disease which may affect mobility, 
the purposes of treatment will be of two types: 

1) to develop voluntary, well-coordinated move¬ 
ments, 2) to develop strength and endurance. 
These two purposes are interdependent and must 
be developed to subserve the patient’s needs effec¬ 
tively and safely. 

6. Determination of Patient’s Needs for Exer¬ 
cises. —To determine what type of exercise and 
how much is necessary, several factors must be 
taken into consideration. First, the diagnosis of 
the disease must have been established and medi¬ 
cal treatment of the condition must have been 
started. The motivation and psychiatric back¬ 
ground of the patient being treated must be un¬ 
derstood. Second, a knowledge of the actual 
weakness or dyskinesia present must be obtained. 
A muscle test may be basic to an understanding 
of the location of muscular weakness. The effec¬ 
tiveness of treatment can be judged only by hav¬ 
ing an accurate initial evaluation of muscle 
strength. A third area which may be important 
is the sensory evaluation, particularly when dys¬ 
kinesia is present. A fourth area of importance 
is the range of motion of joints, the presence of 
contractures and fibrosis of muscle segments. In 
muscle paralysis it is particularly important to 
consider the overall effect of isolated muscular 
weakness on long-term development of skeletal 
abnormalities. Finally, a goal must be set for 
each patient after consideration of the physical, 
emotional, social, financial, and vocational re¬ 
sources and deficiencies. Only then can a logical 
program of exercise be set up. , 

7. Techniques of Developing Muscle Coordi¬ 
nation and Strength.— A. Muscle reeducation: 
When a muscle has suffered a complete or partial 
loss of its motor or sensory innervation, the pa¬ 
tient may forget how to use the muscle effectively 
while the nerve is regenerating. This phenomenon 
is seen most strikingly in acute anterior poliomy¬ 
elitis and in peripheral nerve injuries. Frequently, 
muscles which are not involved take over the 
activities of paralyzed muscles. The result is that 
the strong muscles hypertrophy, and the weak 
muscles are not used and therefore atrophy. It is 
important, therefore, to prevent substitution pat- 
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terns and to concentrate on bringing individual | 
weak muscles to full strength while regeneration I 
of the nerve occurs. During the period of regen- I 
eration, individual muscles are being strengthened | 
and the use of the strong muscles is kept to a I 
minimum. 

B. Development of muscle strength: The I 
strengthening of muscles which are weak because I 
of partial denervation is based on the principal 1 
of graded gradually increasing load. With muscle j 
strength grades of “trace” to “poor,” the muscles [ 
must be strengthened individually by manual j 
methods given by a skilled physiotherapist. It is ; 
unlikely that normal muscle can be injured by j 
excessive exercise, but in poliomyelitis particu- ; 
larly, overwork of the muscle may result in de- ; 
dining strength. This may be detected by re- ; 
peated muscle testing. 

For strengthening normal muscle which has 
undergone disuse atrophy if there is no joint 
disease, heavy resistance with weights is the meth¬ 
od of choice. The most effective method of devel¬ 
oping muscle strength over a short period of time 
is called progressive resistive exercise (PRE). 
By trial and error, the maximum weight which 
the muscle can carry through full range of motion 
10 times in a prescribed time period is found. 
This weight then is lifted through the full range 
of motion 10 times several times daily. This is 
carried out for five days each week, and the 
weight is increased each week to the maximum 
that the patient can do in the 10 motions. 

C. Coordination: Coordination is the ability to 
perform a motion with the right timing of each 
muscle movement and the proper intensity of 
muscular contraction. Although coordination de¬ 
pends on normal functioning of all muscles and 
nerves in the area in use, a good deal can be done 
to prevent grossly incoordinated movements. This 
may be done by the prevention of substitution 
patterns and the use of braces and supports where 
permanent weakness may be present. 

D. Endurance: Endurance refers to the ability 
to carry out repetitive movements for prolonged 
periods. Exercises designed to increase endurance 
do not require great effort but require prolonged 
repetition. 

REFERENCE 
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BRAND THIPHENAMIL HC1 


Available in 100 milligram pink sugar- 
coated tablets. 

The high therapeutic index permits dos¬ 
age sufficient to relieve spasm promptly. 
Administer 4 tablets every 4 hours until 
relief is constant, then adjust mainte¬ 
nance dosage. 

Trocinate BRAND THIPHENAMIL HC1 

Directly relaxes smooth muscle spasm 
Combats hypermotility 
Non-mydriatic, may be used in glaucoma 

Sixteen years of clinical use, with absence of 
untoward effects, has established the safety 
and effectiveness of Trocinate. 

Trocinate is metabolized in the body and 
completely eliminated, which is a safety 
factor. Dosage must be sufficient to maintain 
the therapeutic blood level. 

DISPENSED IN BOTTLES OF 
100, 250 AND 2000 TABLETS 
Literature and samples sent upon request 

WM. P. POYTIIRESS & CO., INC. 
RICHMOND, VIRGINIA 

Manufacturers of ethical pharmaceuticals since 1856 


September, 1966 


125 













Cinemicrography*of living tissue shows 
that Synalar works at the cellular level to stop 
the inflammatory chain reaction 






water escapes 
into the tissue, 
causing edema 


white blood 
cells escape 
through permeable 
capillary walls, 
invade injured 
tissue and become 
macrophages 



capillaries 
absorb water 
and swell 




Inflammatory reaction after injury 













perithelial cells 
swell, break off from 
outside capillary 
walls and become 
macrophages i 


mast cells 
are breaking up 
and releasing 
cytotoxins 


macrophages 
are ingesting 
toxic 

substances 


fibroblasts 
are in a 
high state 
of activity, 
much distorted 


*A New View of Corticosteriod Action in inflammatory Dermatoses 
A 16 mm. film utilizing time-phase einemicrographic techniques. Available for showing on request to Syntex Laboratories. 
















In contact dermatitis 

Synalar 

(fluocinolone acetonide) 

stabilizes cell and capillary walls 
prot ects against the chemical impact of cytotoxins 

interrupts the chain reaction of destructive 
_changes at th e cellular level 

permits inactivation, absorption and transportation 
of toxins away from the injured area by natural 
processes...edema is absorbed and cells return 
to normal size, shape, and activity 


In inflammatory dermatoses choose a steroid syn¬ 
thesized specifically for topical use. Synalar (fluocin¬ 
olone acetonide) provides therapeutic results often 
comparable to those of systemic and intralesional 
corticosteroids with fewer hazards .'" 3 


when complicated by infection 

u<M»-*vualar 

(fluocinolone acetonide-neomycin sulfate cream) 


For initiation of therapy: Cream 0.025%, 5 and 15 Gm. 
tubes, 425 Gm. jars; for emollient effect: Ointment 
0.025%, 15 Gm. tubes; for maintenance therapy: Cream 
0.01%, 15 Gm. tubes, 45 Gm. tubes, 120 Gm. jars; for 
intertriginous or hairy sites: Solution 0.01%, 20 cc. and 
60 cc. plastic squeeze bottles; for infected inflammatory 
dermatoses: Neo-Synalar® Cream (0.025% fluocinolone 
acetonide, neomycin sulfate, equivalent to 0.35% neo¬ 
mycin base), 5 and 15 Gm. tubes. 

Contraindications: Tuberculous, fungal, and most viral 


lesions of the skin, (including herpes simplex, vaccinia, 
and varicella). Not for ophthalmic use. Contraindicated 
in individuals with a history of hypersensitivity to any of 
its components. Precautions: Synalar preparations are 
virtually nonsensitizing and nonirritating. However, the 
solution may produce burning or stinging when applied 
to denuded or fissured areas. In some patients with dry 
lesions, the solution may increase dryness, scaling or 
itching. The neomycin in Neo-Synalar Cream rarely 
produces allergic reactions. Prolonged use of any anti¬ 
biotic may result in overgrowth of nonsusceptible orga¬ 
nisms; if this occurs, appropriate therapy should be 
instituted. Where severe local infection or systemic 
infection exists, the use of systemic antibiotics should 
be considered, based on susceptibility testing. While 
topical steroids have not been reported to have an 
adverse effect on pregnancy, the safety of their use on 
pregnant females has not absolutely been established. 
Therefore, they should not be used extensively on preg¬ 
nant patients, in large amounts, or for prolonged periods 
of time. Side Effects: Side effects are not ordinarily 
encountered with topically applied corticosteroids. As 
with all drugs, however, a few patients may react un¬ 
favorably to Synalar under certain conditions. 

References: 1. Kanee, B.: Canad Med Ass J 88:999 (May 18) 1963. 2. Scholtz, 
J. R.: Calf Med 95:224 (Oct.) 1961. 3. Jansen. G. T., Dillaha, C. J., and 
Honeycutt, W. M.: Arch Derm 92:283 (Sept.) 1965. 
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When Professional Experience Counts 


The House In The Pines Staff Is Able and Ready To Serve! 


H OUSE IN THE PINES Nurs¬ 
ing and Convalescent Homes 
offer efficient, round the clock care 
under the direct supervision of 
registered nurses, 24 hours a day. 

The aged, convalescent and the 
chronically ill guests enjoy a mod¬ 
ern, home-like atmosphere with the 
most up-to-date medical and therapy 
equipment at their side. 

Complete physical and occupational 
therapy programs are available. 
The recreational programs are de¬ 
signed to full-fill the needs and 
desires of our guests. 



HOUSE IN THE PINES 
NURSING HOMES 


1 I 

Accredited by the Joint Commission for 
the Accreditation of Hospitals 



IN BALTIMORE. MD. 

BEL-AIRE— 5837 Belair Rd .CL 4-8800 

BELVEDERE— 2525 W. Belvedere Ave. FO 7-9100 


IN CATONSVILLE, MD. 

CATONSVILLE— 16 Fusting Ave .Rl 7-1800 

IN EASTON, MD. 

EASTON— Rt. 50 & Dutchman's La. TA 2-4000 

Your Inspection Invited — Brochure Upon Request 
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RETARDED CHILDREN 
CAN BE HELPED 


MARYLAND ASSOCIATION FOR RETARDED CHILDREN, INC 


1514 Reisterstown Road 


Baltimore, Maryland, 21208 


486-8168 


President 

Mr. David Kahn 


Executive Director Editor 

Morris Sciierr Dick M. Hoover 


IQ, Specific Abilities, and Adaptive Behavior 


ALFRED M. POMMER , PhD 
Clinical Assistant Professor of Pediatrics (Nutrition) 
Georgetown University Medical Center 

The determination of IQ or mental age is a 
psychological measure; no reputable psychologist 
will contend that retarded children can be classi¬ 
fied in terms of IQ or mental age alone. The 
president of the American Association on Mental 
Deficiency, in his presidential address of June 11, 
1965, predicted that within 25 years the terms 
“mental age” and “IQ” will be used only when 
speaking or writing historically. D. O. Hebb, in 
his book, The Organization of Behavior, has dem¬ 
onstrated that the IQ which amounts to measure¬ 
ment of an average level of performance in a 
miscellany of tasks is inappropriate for persons 
with brain damage. Essentially, IQ tests should 
not be used to classify children because the per¬ 
formance in all types of intellectual effort must 
be known and because the computation of an 
average necessary for IQ tests wipes out infor¬ 
mation concerning the strength and weaknesses 
of the individual child. 

Batteries of tests are being developed at The 
Johns Hopkins University, under the leadership 
of Dr. Henry Mark, which make possible the 
determination of a profile based on the intellectual 
ability most developed in a given child in relation 
to the other abilities of the child. A classification 
based on a profile such as this is clearly preferable 
for administrative and educational decisions than 
one based on either an IQ or a label of “trainable” 
or “educable.” 

In the classification of the mentally retarded, 
adaptive behavior may be more important than 
intellectual performance; an adaptive behavior 
rating scale has been developed and may be 
superior to our present classification of “depen¬ 


dent,” “trainable,” and “educable.” It is certainly 
more meaningful than IQ. Consider the following 
example: 

We have two youngsters, both with an IQ, perhaps, of 
50. One is able to remain properly dressed, uses limited 
but clean language, is not hostile, does not get into 
fights, and is generally not considered a community 
problem; and the other youngster is slovenly in his 
behavior, uses improper language, throws rocks, kicks 
dogs, goes around with his fly open (and here a girl 
has an advantage over a boy because a dress will stay 
down naturally). There should be little question in any 
of your minds as to which of your children will have to 
eventually be institutionalized or be brought to a clinic. 
. . . Both youngsters are considered to have the same 
intelligence, but one more clearly has a lower level of 
adaptation. 1 

Leland’s “Proposed Definitions of General 
Adaptive Behavior Levels” are published in 
Parsons State Hospital and Training Center 
Project News 1, No. 9, December, 1965. 

The Research Committee of the Maryland 
Association for Retarded Children has recom¬ 
mended that suitable steps be taken to improve the 
classification of retarded children by use of more 
appropriate and realistic criteria than those based 
on IQ or mental age. The Board of Directors 
adopted the recommendation and voted to form a 
special committee to study a substitute for IQ 
scores. 

Although replacing IQ’s is clearly in the best 
interest of the children involved, a suitable sub¬ 
stitute must be acceptable to all professional 
groups concerned. The Maryland Association for 
Retarded Children, Inc. welcomes comments and 
suggestions from interested physicians. Commu¬ 
nications should be sent to the Executive Director, 
Maryland Association for Retarded Children, Inc. 
1514 Reisterstown Road, Pikesville, Md 21208. 

REFERENCE 

1. Leland, H.: Adaptive behavior as related to the treatment 
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The human spine is not engineered for 
prolonged sitting at desks, pianos, type¬ 
writers and drafting boards. The stresses 
set up by the heavy, forward-tilted head 
and trunk, balanced precariously on an 
insufficient base, result in strain of the 
dorsal musculature, particularly at the 
low lumbar level. 

The unusual muscle-relaxant and anal¬ 
gesic properties of'Soma ' make it espe¬ 
cially useful in the treatment of low back 
sprains and strains. ‘Soma’ is widely 
prescribed □ to relieve pain □ to relax 
muscles □ to restore mobility. 

Indications: ‘Soma’ is useful for management of 
muscle spasm, pain, and stiffness in a variety of 
inflammatory, traumatic, and degenerative muscu¬ 
loskeletal conditions. It also may act to normalize 
motor activity in certain neurologic disturbances. 

Contraindications: Allergic or idiosyncratic reac¬ 
tions to carisoprodol. 

Precautions: ‘Soma’, like other central nervous 
system depressants, should be used with caution 
in patients with known propensity for taking ex¬ 
cessive quantities of drugs and in patients with 
known sensitivity to compounds of similar chemi¬ 
cal structure, e.g., meprobamate. 

Side Effects: The only side effect reported with any 
frequency is sleepiness, usually on higher than 
recommended doses. An occasional patient may 
not tolerate carisoprodol because of an individual 
reaction, such as a sensation of weakness. Other 
rarely observed reactions have included dizziness, 
ataxia, tremor, agitation, irritability, headache, in¬ 
crease in eosinophil count, flushing of face, and 
gastrointestinal symptoms. 

One instance each of pancytopenia and leuko¬ 
penia, occurring when carisoprodol was admin¬ 
istered with other drugs, has been reported, as has 
an instance of fixed drug eruption with carisoprodol 
and subsequent cross reaction to meprobamate. 
Rare allergic reactions, usually mild, have included 
one case each of anaphylactoid reaction with mild 
shock and angioneurotic edema with respiratory 
difficulty, both reversed with appropriate therapy. 
In cases of allergic or hypersensitivity reactions, 
carisoprodol should be discontinued and appropri¬ 
ate therapy initiated. Suicidal attempts may pro¬ 
duce coma and/or mild shock and respiratory 
depression. 

Dosage: Usual adult dose is one 350 mg. tablet 
three times daily and at bedtime. 

Supplied: Two Strengths : 350 mg. white tablets 
and 250 mg. orange, two-piece capsules. 

Before prescribing, consult package circular. 

for the relief 
of low back 
sprains and strains 

SOMA 

(CARISOPRODOL) 

# Wallace Laboratories, Cranbury, N.J. 
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History and Objectives of the A AGP 


G. OVERTON HIMMELWRIGHT, MD 
President, Maryland Academy of 
General Practice 

It is with great pleasure that the Maryland 
Chapter of the American Academy of General 
Practice is once again able to resume its contact 
with all physicians in Maryland through this 
Journal. Since the recent graduates of medical 
schools have not been exposed to the family physi¬ 
cian or a general practitioner, due to the fact that 
medical school hospitals and their staff have been 
restricted to a practice of a referred, consultative, 
medically esoteric type, the modern young physi¬ 
cian does not have the knowledge or understand¬ 
ing of the everyday medical practitioner, especi¬ 
ally the family physician. The average young 
graduate in his medical discipline has not run the 
full gamut in his training of preventive and re¬ 
storative functions in medical care, to the complete 
spectrum of deviations from health and actual 
medical practice, which involves first contact, con¬ 
tinuing and comprehensive care of the individual, 
his family unit, as well as the role that society 
plays. 

The first and general principle of the Academy 
is that the family doctor should be willing to 
accept total and continuing responsibility for the 
medical care of the patient as an individual, the 
family as a unit, and with society as a whole. The 
following is quoted from A AGP History and 
Objectives. 

In the beginning, all doctors were general practitioners. 
Their job was to cure the sick. The same doctor 
treated mumps, malaria or gout. 

Formal medical education simply didn’t exist. Anyone 
interested in medicine, practiced medicine. There were 
no rules or regulations—just the Hippocratic oath. 
Success was on a trial and error basis. Gradually, of 
course, medical schools opened and offered formal teach¬ 
ing programs. But there w T ere no standards of quality 


and the student didn’t learn much more than he might 
have learned by sitting in a doctor’s office. 

Late in the nineteenth century, laboratories and centers 
of research announced new discoveries. Age-old mysteries 
were solved. Each new fact or bit of information 
unlocked other doors. The empirical approach was 
abandoned—the scientific approach had arrived. 

It suddenly became impossible for one man to know all 
there was to know about medicine. Despite years of 
formal education, he could only learn so much. Medical 
care had reached an era of specialization. 

This was good for medicine. It provided doctors who 
knew a great deal about certain diseases or parts of the 
body. These men were, and are, of invaluable assistance 
to physicians who treat the patient as a sick person. 

There was, however, a secondary effect. The special¬ 
ists set up examining boards to decide who could be a 
specialist. This, in turn, created an aura of glamour in 
the minds of medical students. Many became convinced 
that they could not be successful, either professionally 
or financially, unless they specialized. In 1940, only one 
out of every 10 medical students planned to enter general 
practice. 

Soon the specialists outnumbered family doctors on 
many hospital staffs. The general practitioner found that 
he was not allowed to engage in many medical and 
surgical procedures—despite more-than-adequate training. 

Today’s general practitioner, or family doctor, doesn’t 
want to do delicate surgery or handle complicated medical 
problems. When he needs advice or assistance, he calls 
in a specialist. However, he knows that he is qualified 
to handle more than 85 per cent of all illness. 

The trend toward specialization hurt the family doc¬ 
tor. People began to regard him as a bearded old 
gentleman with a kindly countenance and frayed cuffs. 
He was a doctor wdio supposedly relied on herbs, tonics, 
Hinkle pills—and Fate. People lost confidence in him. 

As late as 1947, at a New York Academy of Medicine 
meeting, the general practitioner was described as a 
doctor who couldn’t get (or couldn’t afford) specialty 
training. 

More important, the pendulum’s rapid swing led to 
misconceptions and confusion. People forgot that choos¬ 
ing the proper specialist is part of the family doctor’s 
job and that self-diagnosis may be costly and dangerous. 

The same people also forgot that a highly-trained 
specialist is not always able to perform the services of 
a competent general practitioner. It was soon acknowl¬ 
edged that years of concentration on a single specialty 
lead to the loss of basic knowledge. A routine physical 
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examination, by the family doctor’s standards, would 
not be routine to the man who hasn’t done one for many 
years. 

By 1947, family doctors were in short supply. For 
years, medical schools had turned out too many doctors 
who planned to be specialists. Surgeons were available, 
as were obstetricians, pediatricians, gynecologists, oph¬ 
thalmologists, cardiologists, and others. But the patient 
who woke up in the middle of the night with severe 
stomach cramps had forgotten who to call. He needed, 
and will always need, a competent family doctor. 

To counteract the pendulum’s swing, the American 
Academy of General Practice was organized in June, 
1947. A handful of family doctors, no more than 150, 
met in Atlantic City. It was a spontaneous movement. 
First, they drew up a Constitution and set positive 
objectives. 

1. To promote and maintain the highest standards of 
general practice. 

2. To encourage medical students to became qualified 
family doctors. 

3. To preserve the general practitioner’s right to 
practice medicine to the full extent of his ability 
and training. 

4. To provide postgraduate training opportunities for 
the family doctor. 


5. To advance the science of medicine and the nation’s 
health and welfare, and to preserve the right of 
free choice of physician to the patient. 

1 he founders of the Academy were determined that 
this would be more than just another medical association. 
Its standards would be high; its program, objective. 

A chain reaction started. State and county chapters 
were organized in all parts of the country. Today, the 
Academy has more than 28,000 members and is the 
nation’s second largest medical association. 

How were the objectives accomplished? What accounts 
for the Academy’s growth? There are many answers. 

hirst, the Academy set rigid qualifications for mem¬ 
bership. It recognized that no doctor ever completes his 
medical education. If he is to keep up with progress, 
he must keep studying. This involves a loss of time and 
a sacrifice of income—but it’s more important than either. 

Consequently, the Academy became the first medical 
association to require continuing postgraduate educa¬ 
tion. Every three years, each member must complete 
150 hours of accredited study. If he doesn’t, he loses his 
membership. He can be reinstated only by making up 
lost hours. 

1 he Academy is still the only medical association 
requiring postgraduate study. Although many specialist 
organizations have devised membership examinations, 
these are simply evidence that on a certain day, a certain 
doctor passed a certain examination. There has been no 
guarantee that these physicians keep abreast of current 
trends or take an active part in postgraduate education. 

Actually, many Academy members could qualify for 
specialty rating. They prefer, however, to be general 
practitioners. They recognize the greater challenge and 
the greater opportunities for service in treating people 
-not merely diseases. They cherish the warm human 
relationships that can develop only between a family 
doctor and families under his care. They have learned 
the importance of approaching the patient as a com¬ 
plete individual, influenced by his family and commu¬ 
nity backgrounds, and subject to many pathologic and 
traumatic factors. They constantly seek training that 
qualifies them to evaluate the background influences as 
well as to treat the disease. 

The purpose of the Academy’s postgraduate program 
is to help members become better family doctors. The 
Academy does not wish to transform the general practi¬ 
tioner into a sort of hybrid or pseudo-specialist. 

The annual scientific assemblies of the Acad¬ 
emy, as well as the chapter’s scientific assemblies, 
are designed to support postgraduate require¬ 
ments. Unlike other medical meetings, each 
assembly program is part of a long range teach¬ 
ing plan. We in the Maryland chapter have an 
active educational committee, which is responsible 
for the long range program of postgraduate edu¬ 
cation here in our state and which works closely 
with the chairman of postgraduate education at 
the University of Maryland School of Medicine. 


— 
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100% Cotton 
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UP TO 10-12 HOURS’ CLEAR BREATHING ON ONE TABLET 

Dimetapp* Extentabs 

(Dimetane® [brompheniramine maleate], 12 mg.; phenylephrine HCI, 15 mg.; phenylpropanolamine HCI, 15 mg.) 


In sinusitis, colds, or U.R.I., 

Dimetapp lets congested patients 
breathe easy again. Each Extentab 
brings welcome relief all day or all night, 
usually without drowsiness or over- 
stimulation. Its key to success? The 
Dimetapp formula —Dimetane (brom¬ 
pheniramine maleate), a potent anti¬ 
histamine reported in one study to have 
elicited side effects as few as the placebo,* 
teamed with decongestants phenyl¬ 
ephrine and phenylpropanolamine- 
in a dependable 10- to 12-hour form. 

'Schiller, I. W., and Lowell, F. C.: New England 
J. Med. 261:478, 1959. 


Contraindications: Patients hypersen¬ 
sitive to antihistamines. Not recom¬ 
mended for use during pregnancy. 

Precautions: Until the patient’s 
response has been determined, he 
should be cautioned against engaging 
in operations requiring alertness. 
Administer with care to patients with 
cardiac or peripheral vascular 
diseases or hypertension. 

Side Effects: Hypersensitivity 
reactions including skin rashes, 
urticaria, hypotension and thrombo¬ 
cytopenia have been reported on 


rare occasions. Drowsiness, lassitude, 
nausea, giddiness, dryness of the 
mouth, mydriasis, increased irritability, 
or excitement may be encountered. 

Dosage: 1 Extentab morning 
and evening, or as needed. 

Supplied: Bottles of 100 and 500. 

Also available: Dimetapp® Elixir for 
conventional t.i.d. or q.i.d. dosage. 

See package insert for further details. 

A. H. ROBINS CO., INC. 

RICHMOND, VIRGINIA 23220 

/Mt^OBINS 





Phpmnhpn the only leading compound 
iTI analgesic that calms 

with Codeine “° f ^“ 


Each capsule contains: 

Phenobarbital (!4 gr.). 16.2 mg. 

(Warning: may be habit forming) 

Aspirin ( 2 V 2 gr.).162.0 mg. 

Phenacetin (3 gr.).194.0 mg. 

Hyoscyamine sulfate.0.031 mg. 

Codeine phosphate. 'A gr. (No. 2), 


V2 gr. (No. 3), 1 gr. (No. 4) 
(Warning: may be habit forming) 


Contraindications: Hypersensitivity to any ingredient. 
Precautions: As with all phenacetin-containing products, avoid 
excessive or prolonged use. 


Side Effects: Side effects are uncommon —nausea, constipation, 
and drowsiness have been reported. „ . . __, 

/I'H'DOBINS 

A. H. ROBINS CO., INC., Richmond, Va. 23220 1 V 













From the Subcommittee on Alcoholism 


of the Medical and Chirurgical Faculty of the Stale of Maryland 


PROVES DIRECT LINK BETWEEN 
ALCOHOLISM AND ACCIDENTS 


Seventy-three per cent of drivers responsible 
for fatal accidents, and 74% of fatally injured 
pedestrians had been drinking at the time, accord¬ 
ing to Dr. W. Haddon who spoke at a meeting 
on Accidents and Alcohol sponsored by the New 
York Medical Society on Alcoholism. Only 26% 
of similarly exposed drivers, and 23% of pedes¬ 
trians who were not involved in accidents had 
been drinking. 

These statistics for New York City correspond 
closely with statistics from Perth and Adelaide. 
Australia, Westchester County, Baltimore, Cleve¬ 
land. Los Angeles County, Sweden, and else¬ 
where. 

Using the results of laboratory and field experi¬ 
ments, and then concentrating on the epidemi¬ 
ology of accidents, Dr. Haddon examined both 
ends of the spectrum of drinking. He showed 
that levels of blood alcohol under 50 mgm% may 
be shown to lead to “over-representation in the ac¬ 
cidents of the population and risk.’’ There was 
also a direct correlation between the increase in 
blood alcohol concentration and the number of 
accidents. 

In a study of 433 Toronto drivers in evening 

Reprinted from Physician’s Alcohol Nezvslcttcr, with 
permission of the New York City Medical Society on 
Alcoholism. 


accidents compared with a control group obtained 
by stopping four or more drivers passing the 
scene in cars of the same vintage, Lucas et al had 
found concentrations in the 150 mgm% or over 
range, eight times as common in the accident 
group as in the non-accident involved group. This 
and other studies refute the widely quoted pre¬ 
mise that intoxication is in some way accident 
preventive. 

Tolerance to alcohol as found in alcoholics was 
no safeguard against accidents. In a Swedish 
study alcohol “misusers” (alcohol addicts, alcohol 
abusers, and execessive drinkers, as defined by 
Swedish law), each of whom would under certain 
situations fill the American definition of alcoholics, 
accounted for 70% of accidents where alcohol was 
involved. The heaviest users (and presumably 
the most tolerant) alone accounted for 48% of 
the alcohol-involved accidents despite their com¬ 
prising only 3-5% of the population at risk. 

Dr. Haddon concluded that epidemiological 
studies on traffic accidents would inevitably draw 
attention to alcoholism as a problem more basic 
than this particular one of its by-products. He 
further considered that the medical profession, 
which is the one profession that can deal with 
alcohol problems, should be closely involved in 
accident research and prevention. 
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WIN 
A FREE 
LUNCH 


WITH THE LUCAS DESIGN GROUP 

Be a gourmet for a day! Simply send us a note on 
your business letterhead requesting information about 
how the Lucas Design Group can solve your office 
space problems and provide you with distinctive 
office furnishings. 

One of our avant-garde designers will phone you for 
lunch. Whether you order salami or steak, you are 
under no obligation to buy anything. This offer is for 
real. WRITE TO: Lucas Design Group, 221 E. Baltimore 
Street, Baltimore, Maryland 21202. 



LUCAS OESION GROUP 

Contract Interior Design Division ol Lucas Bios . Inc m 221 last Baltimore St m MU 5 3000 



^^oAitioncd [fapatieAe Guiiitte 

SUKIYAKI TEMPURA 

TERIYAKI SUSHI 

... and othebd 



COCKTAILS AND 
MIXED DRINKS 
SAKE (RICE WINE) 
JAPANESE BEER— 
ASAHI AND KIRIN 

11 A.M.—11 P.M. 
CLOSED MONDAY 


SAKURA PALACE 

7926 Georgia Ave., Silver Spring, Md. 20900 

JU 7-7070 



• SALES 

• SERVICE 


• PARTS 

• ACCESSORIES 


Centrally Located at Harford Rd. and 25th St. 

Phone: 889 7616 

MARYLAND 
VOLKSWAGEN, Inc. 

1212 E. 25th St. 
BALTIMORE, MD. 21218 




We recommend 



Anatomical 

Supports 

Camp ptosis garments are 
powerful influences in con¬ 
servative therapy of viscero- 
topsis and nephrotopsis when 
used with proper medical su¬ 
pervision and treatment. Your 
patients are assured proper 
fitting of these light, easy-to- 
use, comfortable garments by 
our competent fitters . . . 

who specifically follow your 
prescription. 



DONALD 0. FEDDER, orthotist 


Horizon House 

1101 N. Calvert St. 
MU 5-3848 

Baltimore, Md. 21202 


Dundalk Office 

201 Wise Ave. 
AT 4-0700 

Dundalk, Md. 21222 
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Highlights 


Immunization Project Crant 

The Maryland State Department of Health has 
received a one-year grant of $158,922 from the 
Public Health Service under the Vaccination 
Assistance Act, to be used in the organization 
and administration of the Health Department’s 
immunization project in Maryland counties. 

Phis is an important step toward eradication of 
the common childhood diseases throughout the 
state: diphtheria, whooping cough, poliomyelitis, 
smallpox, tetanus, and measles. Primary objec¬ 
tive is the immunization of all preschool children 
who have not already been vaccinated. 

The first phase of the project will be an attack 
on measles. The Health Department plan has been 
endorsed by the Medical and Chirurgical Faculty 
of Maryland. 

Dr. Whitridge Retires 

John Whitridge, Jr., MD, who recently retired 
from the State Health Department, was employed 
as the department’s first fulltime obstetrical con¬ 
sultant in 1945. He later became chief of the 
Division of Maternal and Child Health, and in 
1956 was appointed chief of the Bureau of Pre¬ 
ventive Medicine. Dr. Whitridge was instru¬ 
mental in developing many programs to protect 
public health in the state and was largely respon¬ 
sible for the extensive growth of services in the 
bureau which he headed for the past 10 years. 


Pamphlet on Department’s Services 

A pamphlet entitled “An Overview of Public 
Health Services in Maryland” has been published 
as part of an effort to help the public learn more 
about the activities of their health department. 
It was designed especially for use by school chil¬ 
dren, who are often required to study the func¬ 
tions of the department as part of such courses 
as health, social studies, and civics. 

Montebello Accredited 

Montebello State Hospital has been accredited 
by the Joint Commission on Accreditation of 
Hospitals for a period of three years, or until a 
subsequent survey is conducted. 

Physical and Occupational Therapy Courses 

The Divisions of Physical and Occupational 
Therapy presented a four-day course, “The Con¬ 
sultative Process,” for occupational and physical 
therapists. The purpose of the course, developed 
by Cornell University under a short term training 
grant from HEW, is to improve the quality of 
consultative services being rendered by therapists 
working with staff's of hospitals, nursing homes, 
and community agencies. 

With the increased numbers of chronically ill 
and disabled persons and the potential of rehabili¬ 
tating these people, there has resulted a growing 
demand for therapists to serve in the consultant 
capacity within their respective facilities. Hope¬ 
fully, the course will enable therapists to greatly 
increase the scope of their services and to extend 
them to a greater number of patients. 
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Moving UP... 

As the busy profession¬ 
al man's practice moves 
up, his need for proper 
tax records increases. 

More and more profes¬ 
sional men recognize 
the value of Federated's 
accurate, out-of-office 
Bookkeeping and Tax 
services and appreciate 
the savings in office time 
and expense. 

Call or Write: 

K. Merrill Sumcy, Resident Manager 

FEDERATED BUSINESS 
SERVICES, INC. 

P. O. Box 580 

Kandallstown, Maryland 21133 
T elephone — 655-2552 
HOME OFFICE — BOSTON, MASS. 


Participants represented a broad range of faci¬ 
lities and health agencies throughout the state. 

Communicable Disease Training Course 

As a result of the increased incidence of Rocky 
Mountain spotted fever and in anticipation of 
possible mosquito-borne encephalitis cases during 
the coming months, the Division of Communi¬ 
cable Diseases organized a one-day rapid training 
course in the techniques for investigating these 
two insect-borne diseases. The course was con¬ 
ducted in Baltimore as a service of the Public 
Health Service’s Communicable Disease Center 
without cost to the department. It consisted of 
short lectures on the principles of disease investi¬ 
gation, serology, statistical procedures, field meth¬ 
ods, and measurement of animal population. 

Laboratory Diagnosis of Tuberculosis 

The culturing of sputum and other body fluids 
continues to be important in the diagnosis and 
management of tuberculosis, and analysis is grow¬ 
ing more complex. Of the 20,000 specimens a 
year examined in the department’s laboratories, 
3.6 to 4% are positive for tubercle bacilli. In addi¬ 
tion, 1 to 2% are positive for organisms resem¬ 
bling the tubercle bacillus. These atypical orga¬ 
nisms may belong to various groups. Increased 
knowledge of the diseases they may cause has 
required more exacting procedures for identifica¬ 
tion. 

Cultures positive for tubercle bacilli are tested 
for the susceptibility of the organism to the three 
drugs most commonly effective in treatment. The 
Baltimore City laboratory is making a study to 
determine susceptibility of the organisms to some 
of the experimental or secondary drugs. 


MOMMY.. .CALL 

HAMPDEN 



FOR RUG CLEANING 

BE.5-0600 

FOR MOVING & STORAGE 

CH. 3-4750 
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“I like Bronkometer... 

I breathe better... 
don’t get the jitters.” 



Patients feel relaxed with Bronkometer. Its 
bronchodilator-decongestant action has min¬ 
imal central nervous system stimulation. 1 
Isoetharine,* Breon’s exclusive bronchodila- 
tor, shows only 1/16 to 1/64 the cardiotonic 

effect of isoproterenol.” ‘Dilabron*, brand of isoetharine 


BRONKOMETER 


ASTHMA, CHRONIC BRONCHITIS, EMPHYSEMA 


isoetharine 0.6%; phenylephrine 0.125%; thenyldiamine 0.05%—Superior because it contains isoetharine 

COMPOSITION: Bronkometer delivers at the mouthpiece 200 metered doses of: 350 meg isoetharine methanesulfonate (0.6%); 70 
meg phenylephrine HCI (0.125%); and 30 meg thenyldiamine HCI (0.05%) with saccharin, menthol and fluorochlorohydrocarbons as inert 
propellants. Preserved with ascorbic acid 0.1% and alcohol 30%. 

RECOMMENDED DOSAGE: One or two inhalations with at least one minute between inhalations. Occasionally more may be required, 
however in most cases, inhalations need not be repeated more than every four hours. Dosage should be adjusted to the severity of the 
condition and to patient’s response. 

PRECAUTIONS: Bronkometer is unusually free from cardiovascular and other side effects, but the usual precautions associated with 
sympathomimetic amines should be observed. Bronkometer should not be administered simultaneously with epinephrine or similar com¬ 
pounds because of the possibility of tachycardia, although it may be alternated with these agents. Dosage must be carefully adjusted 
in patients with hyperthyroidism, hypertension, acute coronary disease, cardiac asthma, limited cardiac reserve and in individuals sen¬ 
sitive to sympathomimetic amines. 

SUPPLIED: 10 ml pressurized aerosol vials complete with measured dose valve and oral nebulizer. 

References: 1. Spielman, A. D.: Curr. Therap. Res. 3:235 (June) 1961. 2. Herschfus, J. A.; Bresnick, E.; Levinson, L.; and Segal, M. S.: 
Ann. Allergy 9:769 (Nov.-Dee.) 1951. 

BREON LABORATORIES INC. 90 Park Avenue, New York, N.Y. 10016 
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new from Ames 
5 basic uro-analytical 
facts in 30 seconds 


Labstix- 

BRAND REAGENT STRIPS 

...broadest urine screening possible from 
a single reagent strip 

Urine test results with Labstix Reagent Strips can represent 
significant guides to differential diagnosis or therapy in many 
conditions. An unexpected "positive” may enable you to detect 
hidden pathology —long before more recognizable symptoms 
become evident. Negative results, which permit you to rule out 
abnormalities in a broad clinical range, can serve as baseline 
values for reference in future examinations. The 5 colorimetric 
test areas encompassed on Labstix Reagent Strips are: 

pH —values are read numerically in the essential range 
of pH 5 to pH 9. 

Protein— results are read either in the “plus” system or in 
mg. % in amounts approximating "trace,” 30,100,300, and over 
1000 mg. %. 

Glucose - provides a “Yes-or-No” answer for urine "sugar spill.” 

Ketones— detects ketone bodies in urine — both acetoacetic 
acid and acetone. Reacts with as little as 5 to 10 mg. % 
of acetoacetic acid. 

Occult Blood-specific test for intact red cells, hemoglobin or 
myoglobin. Results are read as negative, small, moderate or large 
amounts. 

Now a Clear Reagent Strip of Firm Construction 
...facilitates handling during testing procedure. Excellent color 
contrast made possible by the clear plastic strip, together with the 
clearly defined color charts provided, permits precise, reproducible 
colorimetric readings in all 5 test areas. A more definitive inter¬ 
pretation of uro-analytical facts is made possible. 

Available: Labstix Reagent Strips, bottles of 100 
are supplied with each bottle). 


Ames Company, Inc., Elkhart, Indiana 


(color charts 
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BALTIMORE CITY HEALTH DEPARTMENT 


ROBERT E. FARBER, M.D., M.P.H. 
COMMISSIONER 


American Building, Baltimore and South Streets 
Baltimore, Maryland 21202 


752-2000: Extension 307 


Learn To Do Your Part In The Prevention Of Disease 


Midyear Analysis 

The following midyear analysis of Baltimore’s 
health was prepared by Dr. Matthew Tayback, 
deputy commissioner of health for Baltimore City. 

Diseases for which a specific preventive agent 
exists, namely, diphtheria, tetanus, and whooping 
cough, are firmly under control. Results of con¬ 
tinuing surveys by the department’s Bureau of 
Biostatistics indicate that the immunization status 
of children against these diseases and against 
poliomyelitis is at a high level. 

Measles occurred in epidemic proportions in 
the inner city during the first half of the year. 
There is absolutely no need for a recurrence of 
such an outbreak. Every preschool child between 
1 and 6 years old who has not had measles should 
be vaccinated, if he has not ah'eady been. Physi¬ 
cians may refer medically indigent children to 
City Health Department inoculation clinics. 

Tuberculosis, a chronic communicable disease, 
continues to defy every effort to reduce its inci¬ 
dence. During the first half of 1966, the number 
of new active cases was 354, no significant change 
from the same period last year. Although such 
a comparison appears to suggest no improvement 
at all, we have additional information to indicate 
that progress is being made in preventing trans¬ 
mission of the infection to children. This is a 
first and necessary step in making a fundamental 
impact upon the future of the disease in this city. 

Among the causes of death, we note that the 
first half (if 1966 produced a 27% rise in deaths 
from pneumonia and influenza as contrasted with 
1965. This was due to a substantially higher level 
of acute respiratory disease in the first three 
months of the year than we customarily experi¬ 
ence. In this respect, developments leading to 
increasingly more effective influenza vaccines 


should help reduce the number of severe episodes 
of this disease. 


It is unfortunate that this year, to date, we are 
experiencing an increase in each of the causes of 
accidental death and in deaths from homicide and 
suicide. Of particular concern is the 100% rise 
in deaths due to homicide during the first six 
months of 1966, as contrasted with the like period 
for 1965. The ease with which people in the city 
can secure small arms is probably one of the 
reasons underlying this problem. 

On the brighter side, we have further evidence 
of the success of the planned parenthood services, 
which have been substantially expanded in the 
past two years. The number of births for the first 


Incorporated 1847 

Eutaw 

Savings Bank 

EUTAW AND FAYETTE STREETS 
5 Convenient Offices 

ASSETS.Over $115,000,000 


Member Federal Deposit Insurance Corporation 


MAXIMUM INSURANCE 
FOR EACH DEPOSITOR 


SI 0,000 


in each separate right or capacity 
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SKIN 

PROBLEMS 

Caused by itching 
due to: 

Dry Eczema Acne 

Chafing Ivy Poisoning 

Minor Burns Cold Sores 

Athlete's Foot Heat Rash 

Dry Skin Diaper Rash 

Wind Burn Chapping 

Insect Stings Hemorrhoids 

For Safe, Sure, Speedy Relief— 
—Get RESINOL GREASELESS! 



Medical Scientists have 


conquered 6 dread diseases 



New remedies con- 
taining antibiotics 
have been tested, but 
have often caused side 
effects which are worse 
than itching skin. Af¬ 
ter many years of re¬ 
search and testing, 
Resinol Greaseless 
Cream was developed. 
... A doctor’s formula 
containing sa fe yet 
powerful Ingredients. 
Resinol Greaseless con¬ 
tains an amazing, prov¬ 
en “anti-itch” medica¬ 
tion called Resorcin, 
which quickly and ef¬ 
fectively relieves most 
any kind of itching. 
Try Resinol Greaseless 
. . . You’ll be delighted 
to find that it really 
works! At all drug 
stores. Buy a tube 
today. 


in the past decade, but 
they are largely in the 
dark, they admit, in find¬ 
ing relief for one age-old 
ailment—itching 


Family First Aid 
in a Tube 
Carry in Purse 
or Pocket 

A Medicine Cabinet 
“Must” 



RESINOL CHEMICAL COMPANY 

517 W. Lombard St. 

Baltimore, Md. 21201 


six months is down 5% from 1965. When one 
considers that births in 1965 dropped 10% from 
1964, the total effect is remarkable. Analysis 
carried out by the Bureau of Biostatistics indi¬ 
cates that mothers in low socioeconomic circum¬ 
stances are experiencing the full benefit of these 
new services. 

The difference in mortality between white and 
nonwhite infants is a matter of concern. The 
basic issue is one of social and economic oppor¬ 
tunity; however, we are attacking this problem 
by several new medical services, including our 
Maternity and Infant Services Project, with head¬ 
quarters in the Baltimore Maternity Center, 211 
W Lombard Street. 

Medical Care Program 

Physicians have been notified that beginning 
July 1, 1966, the Baltimore City Medical Care 
Program began operating under regulations gov¬ 
erning all other sections of Maryland, in view of 
the fact that city and county programs have been 
unified to obtain funds under Title XIX of Public 
Law 89-97. 

Patients may now go to any physician who will 
accept them and may seek help in any hospital of 
the city or county. Physicians will be paid on 
a set fee-for-service, whereas hospitals will re¬ 
ceive their costs as certified by a hospital cost¬ 
accounting service. The Department of Public 
Welfare will certify the eligibility of all persons 
requesting medical care under this program and 
will issue all new medical care cards. 

Physicians will receive copies of the regulations 
pertaining to this new program as they become 
available. 

Requirements for Communicable Diseases 

A new communicable disease chart delineating 
the requirements for communicable diseases is 
available from the Bureau of Communicable 
Diseases in the Baltimore City Health Depart¬ 
ment, telephone PLaza 2-2000, extension 314. 

The chart, which is Regulation 2 for the control 
of communicable diseases, was adopted and 
amended effective April 1, 1966. It describes the 
various communicable diseases, gives the common 
early signs and symptoms, and lists the isolation 
requirements for patients and contacts. 

Robert E. Farber, MD 
Commissioner of Health 


142 


Maryland State Medical Journal 





Butazolidiri alka 


Usually works within 3 to 4 days 
in osteoarthritis 


jhenylbutazone, 100 mg. 
iried aluminum hydroxide gel, 100 mg. 
nagnesium trisilicate, 150 mg. 
lomatropine methylbromide, 1.25 mg. 

The trial period need not exceed 1 week, tn 
contrast, the recommended trial period for 
ndomethacin is at least 1 month. 

That's why it’s logical to start therapy with 
Butazolidin alka—you’ll know quickly whether 
or not it works. And usually, it will. 

A large number of investigators have re¬ 
ported major improvement in about 75% of 
cases. Some patients have gone into remis¬ 
sion. Relief of stiffness and pain may be 
followed quickly by improved function and 
resolution of other signs of inflammation. And 
Butazolidin alka is well tolerated, especially 
since it contains antacids and an antispas- 
modic to minimize gastric upset. 

Contraindications 

Edema; danger of cardiac decompensation; 
history or symptoms of peptic ulcer; renal, 
hepatic or cardiac damage; history of drug 
allergy; history of blood dyscrasia. Because 
of the increased possibility of toxic reactions, 
the drug should be used with greater care in 
the elderly and should not be given when the 
patient is senile or when other potent chemo¬ 
therapeutic agents are given concurrently. 
Large doses of Butazolidin alka are contra¬ 
indicated in patients with glaucoma. 

Warning 

If coumarin-type anticoagulants are given 
simultaneously, the physician should watch 
for excessive increase in prothrombin time. 


Pyrazofe compounds may potentiate the phar¬ 
macologic action of sulfonylurea, sulfonamide- 
type agents and insulin. Patients receiving 
such concomitant therapy should be carefully 
observed for this effect. 

Use with caution in the first trimester of preg¬ 
nancy. 

Precautions 

Before prescribing, the physician should ob¬ 
tain a detailed history and perform a com¬ 
plete physical and laboratory examination, 
including a blood count. The patient should 
be kept under close supervision and should 
be warned to report immediately fever, sore 
throat, or mouth lesions (symptoms of blood 
dyscrasia); sudden weight gain (water re¬ 
tention); skin reactions; black or tarry stools. 
Regular blood counts should be made to 
guard against blood dyscrasias. 

Adverse Reactions 

The most common adverse reactions are nau¬ 
sea, edema and drug rash. Moderately lowered 
red cell count may sometimes occur due to he- 
modilution. The drug has been associated with 
peptic ulcer and may reactivate a latent peptic 
ulcer. Infrequently, agranulocytosis, exfoliative 
dermatitis, Stevens-Johnson syndrome or a 
generalized allergic reaction may occur and 
require withdrawal of medication. Stomatitis, 
salivary gland enlargement, vertigo or languor 
may occur. Leukemia and leukemoid reactions 
have been reported but cannot definitely be 


attributed to the drug. Thrombocytopenic 
purpura and aplastic anemia are also possible 
side effects. 

Confusional states, hyperglycemia, agitation, 
headache, blurred vision, optic neuritis and 
transient hearing loss have been reported, as 
have hepatitis, jaundice and several cases of 
anuria and hematuria. With long-term use, 
reversible thyroid hyperplasia may occur 
infrequently. 

Dosage 

The initial daily dosage in adults is 300-600 
mg. daily in divided doses. In most instances, 
400 mg. daily is sufficient. When improvement 
occurs, dosage should be decreased to the 
minimum effective level: this should not 
exceed 400 mg. daily, and is often achieved 
with only 100-200 mg. daily. 

For complete details, please refer to full 
prescribing information. 

6509-V(B) 

Also available: Butazolidin®,phenylbutazone 
Tablets of 100 mg. 



Geigy Pharmaceuticals 

Division of Geigy Chemical Corporation 

Ardsley, New York BU- 3804 R 

Geigy 






8521 LOCH RAVEN BOULEVARD 
BALTIMORE, MARYLAND 
668-2300 


Our experienced counseling assures 
complete and practical funeral service 
with concern for individual needs and 
desires. 


JOHNSON 


^liner 


J Mo 



WILLIAM E. JOHNSON 



Insurance For The Doctor 

PROFESSIONAL LIABILITY* 

Workmen's Compensation 
Equipment Floater 
Bonds on Employees 
Public Liability 


Fire Insurance 
Disability Income 
Term Life Insurance 
Pension Plans 


*Endorsed by MEDICAL SOCIETY OF D. C. & Ml). 


Russell, Marsh & Kennedy, Inc. 


5151 WISCONSIN AVE. 


WASHINGTON, D. C. 20016 


244-7600 



Call or write 
for information 


Plan that DREAM VACV1 ION now 

Dreaming of a trip to far-away places? or an interesting holiday nearer 
home? Do it the easy way ... let us assume the responsibility for your 
tickets, reservations, accommodations. 

* WINTER & SPRING BOOKINGS NOW * 

TRAVEL SERVICES, luc. 

306 North Charles St. Baltimore, Md. 21201 

PL 2-2122 


CANES — CRUTCHES — WHEEL CHAIRS — HOSPITAL BEDS 



T CHROME T WHEEL CHAIR 

for maximum comfort, convenience and mobility 

I BUY or RENT] 

Designed for those who want more independence and greater freedom 
in daily activities. Budget priced. . . . and LIBERAL RENTAL REFUND 
IF PURCHASED. 

FREE RUTK0WSKI S PHARMACY 

DELIVERY Marvin L. Oed, Pharmacist 

743 S. CONKLING ST. PHONE 675-5230 

BALTIMORE, MD. 21224 
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Isadore Tuerk, MD, Commissioner Kurt Gorwitz, Statistics Director 


Fact Sheet for 1966 Fiscal Year 


In 1966, for the seventh year in a row, Mary¬ 
land’s hospitals for the mentally ill treated a rec¬ 
ord number of patients, reflecting the continuing 
rise in admissions. Despite a gradual decrease in 
the number of long term patients and in the 
length of hospitalization of those newly admitted, 
the average size of the patient population in¬ 
creased for the second consecutive year. This is 
counter to the nationwide experience of a small 
but persistent annual decline. Data for Maryland 
are summarized in the Table. 


quently posed whether this indicates a rising inci¬ 
dence of mental illness. This can not be readily 
answered since the numeric relationship between 
the number of hospitalized patients and the total 
number of mentally disturbed or ill cannot be 
determined. However, it is generally believed that 
the incidence rate of most mental illnesses has not 
changed appreciably and that these expanding 
figures therefore reflect mainly the growing ac¬ 
ceptance and usage of mental hospitals as short 
term intensive treatment facilities for alcoholism 


FISCAL YEAR 

AVERAGE SIZE 
OF PATIENT 
POPULATION 

TOTAL NUMBER 
TREATED 
DURING YEAR 

ADMISSIONS 

TOTAL 

SEPARATIONS 

1956 

9,530 

15,477 

3,785 

3,349 

1958 

9,147 

16,197 

4,015 

4,412 

1960 

8,576 

16,258 

4,640 

4,751 

1962 

8,291 

17,580 

6,221 

6,111 

1964 

8,035 

19,424 

7,871 

8,104 

1965 

8,102 

21,542 

9,675 

9,735 

Net Change 

-1,428 

+6,065 

+5,890 

+6,386 

Percentage Change —15.0 

+39.2 

+ 155.6 

+ 190.7 


The continuing rise in the number of mentally 
ill patients treated annually primarily reflects the 
rapid expansion in admissions. The 9,675 pa¬ 
tients admitted during 1966 represented an in¬ 
crease of 1,124, or 13.1%, over the previous 
year’s comparable figure; this in turn reflected an 
increase of 680, or 8.6%, over the 1964 figure. 

A similar rise in admissions has been noted in 
most states. Because of this, the question is fre- 


and acute psychoneurotic and personality distur¬ 
bances. 

Substantial overcrowding continued also at 
Rosewood, Maryland’s major hospital for the 
mentally retarded. It therefore persisted in its 
policy of relating the number of admissions to 
available space and staff. Despite this restrictive 
policy, the average number of retarded patients 
at Rosewood and Henryton increased 187 to 2,888. 
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22nd St. & Boardwalk, 
OCEAN CITY, MD. 


Ocean City's most modern motel 

116 Ultra Modern Units—28 Efficiencies 
Restaurant—Cocktail Lounge 
Two Swimming Pools 
Air Conditioned and Heated 

Card Room—Play Room 
—Color TV Room — 

Write for Brochure 

For reservations call 1—289-6191 
OCEAN CITY, MARYLAND 


Ten years ago, prior to the opening of Henry ton, 
Rosewood had a patient population of 1,723. In 
an effort to reduce this chronic problem, the De¬ 
partment is engaged in a three-pronged program 
involving the construction of additional buildings 
at Rosewood, the establishment of new facilities 
in the Baltimore and Washington metropolitan 
areas, and the development, with the Health De¬ 
partment, of coordinated community based serv¬ 
ices as alternatives to hospitalization. 

Kurt Gorwitz 



ANTA 


m 


ARIA 


Ocean City’s Most Modern 
Ocean Motor Hotel 


101 Rooms 


Fireproof 

Elevator 

Dining Room 

30 Ocean Front Rooms 


• Music in All Rooms 

• Every Room Private Tile 
Bath. Wall-to-Wall Carpet 

• Sun Deck Facino Ocean 

• Write, Wire or Phone 


On The Ocean at 15th St. 

Ocean City 2, Md. Tele. ATIantic 9-7192 

MRS. CHARLES LUDLAM, Owner 
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New 

i >w-cost tetracycline/antif ungal therapy 

for broad-spectrum activity 
plus specific antifungal prophylaxis 
at significant patient savings 


Vhenever tetracycline is indicated in these candidates for Candida: 


ii etic patients 



2. nonpregnant women with a history of recent 

or recurrent monilial vaginitis 3. elderly or debilitated patients 



5. patients on long-term tetracycline or cortico- 


[ ients with a past history of moniliasis steroid therapy 



BRISTOL THERAPEUTIC SUMMARY: For complete 
formation consult Official Package Circular. Indication . 
Infections of respiratory, gastrointestinal and genitourinary 
tracts and skin and soft tissues due to tetracycline-sensi¬ 
tive organisms, in patients with increased susceptibility 
to monilial infections. Contraindications: The drug is con¬ 
traindicated in patients hypersensitive to its components. 
learnings: Photodynamic reactions have been produced by 
tetracyclines. Natural and artificial sunlight should be 
avoided during therapy. Stop treatment if skin discomfort 
occurs. With renal impairment, systemic accumulation and 
hepatotoxicity may occur. In this situation, lower doses 
should be used. Tooth staining and enamel hypoplasia may 
be induced during tooth development (last trimester of 
pregnancy, neonatal period and childhood). Precautions: 
Bacterial superinfection may occur. Infants may develop 
increased intracranial pressure with bulging fontanels. In 
gonorrheal therapy, serologic tests for syphilis should be 
conducted initially and monthly for 3 months. Adverse 
Reactions: Glossitis, stomatitis, nausea, diarrhea, flatu¬ 
lence, proctitis, vaginitis, dermatitis, and allergic reactions 
may occur. Usual Adult Dosage: 1 capsule q.i.d. Continue 
therapy for 10 days in beta-hemolytic streptococcal infec¬ 
tions. Administer one hour before or 2 hours after meals. 
Supply: Capsules, bottles of 16. Each capsule contains tet¬ 
racycline phosphate complex equivalent to 250 mg. tetra¬ 
cycline HCI activity and 250,000 units of nystatin. 


BRISTOL 


BRISTOL LABORATORIES 
Division of Bristol-Myers Company 
Syracuse, New York 


Tetrex-F 

ich capsule contains tetracycline phosphate complex equivalent to tetracycline hydrochloride 250 mg. and nystatin 250,000 umtsL 


Tetrex-F is priced lower 
than most 

tetracycline-antifungal products. 









Prompt, professional service 24 hours 
a day, every day! A complete line of 
hospital beds, wheelchairs, traction 
equipment, oxygen, crutches, walkers, 
commodes, lamps, whirlpools —every¬ 
thing to help patients get well faster. 

We Process MEDICARE Equipment Claims. 

358-3400 

6316 Reisterstown Road 
Baltimore 

N»—— 


RIG CLEANING 

Of the Highest Quality 
at Reasonable Prices 

ORIENTAL & DOMESTIC 

• Repairing • Storing 

• Installing • Moth-proofing 

Expert Oriental Rug 
Repairing & Reweaving 

SPECIALISTS IN 

CLEANING WALL-TO-WALL CARPETS 
AND FURNITURE IN YOUR HOME 

A large selection of 
Antique and Modern Oriental 
Rugs and Carpets Available 

-^ EST. 1922 

tWhsirvcL 


IMPORTER 


HOpkins 7-6600 

2015 W. 41st ST. 

Baltimore, Md. 21211 



OLNEY. J MD. \ 
LUNCHEON • DINNEI 
COCKTAIL LOUNGE 
Daily and Sunday, 
CLOSED MONDAYS 
AIR CONDITIONED 


929-1717 


Georgia Ave. Extended, 

Route 97 


CHESAPEAKE 
PHOTOENGRAVING, me. 

123 Market Place • Candler Bldg. • SA 7-2340 
Baltimore, Md. 21202 

COMPLETE LINE OF 
QUALITY PHOTO-ENGRAVINGS 
COPPER • ZINC • MAGNESIUM 

for 

LETTER PRESS • DRY OFFSET 
WRAPAROUND 

Tony lannatuono * Paul Love * Gus Bowling 
Bud Harrison—Elmer Plitt 
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So&trns toBusiness PbTans 



Collection Routine 

Part I: Accounts Receivable Management 


When a patient opens the door to your office, 
the accounts receivable routine begins. It climaxes 
as the patient prepares to leave. 

As distasteful as the task of maintaining finan¬ 
cial records and collecting money may be, it is, 
nevertheless, a vital part of your responsibility 
to the patient. 

Patients seldom will attack your ability as a 
physician, but with little hesitation many are eager 
to discredit your standing as a businessman. 

Now is as good a time as any to sit down in 
the business office with your aide and evaluate 
these questions: 

Do I have comprehensive accounts re¬ 
ceivable records ? 

Do 1 make it easy for patients to under¬ 
stand their financial obligation to me? 

Is the collection approach working? 

Is the billing system adequate and 
efficient ? 

The following recommendations should con¬ 
stitute the vast part of the management of your 
accounts receivable routine. Extend and revise to 
suit your office, but try to include the following 
basic ideas. 


Mr. McClure is director of the Baltimore office of 
Professional Business Management, Inc. This monthly 
column is prepared as a complimentary service to the 
Maryland State Medical Journal. 


WILBURN L. McCLURE, JR. 

Access to aides: An aide must be strategically 
located to greet each patient. Ideally, the aide 
should be able to interview each patient privately 
or, as the case may be, to review and update 
present information. 

Accurate records: Each patient’s financial rec¬ 
ord should reveal the following: the patient’s 
full name (emphasis on correct spelling); who is 
to be billed, if other than the patient; complete 
billing address, including house number, apart¬ 
ment number (if any), street, city, state, and zip 
code; telephone number, including any extension 
numbers and area code; place of employment (if 
housewife or dependent, include such information 
on husband), including phone number and 
extension. 

It is also important to include the insurance 
company’s full name, address, phone number, 
policy number, and name of insured as it appears 
on the policy. 

Fee discussions: The major step toward an 
understanding between doctor and patient, in the 
financial sense, begins with a frank discussion of 
fees necessary for services rendered. Since your 
fees are not overtly labeled, you cannot take for 
granted that a patient will accept or understand 
every fee charged. Have a fee schedule handy. 
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11:47 pm 11:53 pm 12:06 am 


The meaningful pause. The energy 
it gives. The bright little lift. 
Coca-Cola with its never too sweet 
taste, refreshes best. Helps people 
meet the stress of the busy hours, 
This is why we say 


TRADE MARK (§) 


things go 

better,! 

^with 

Coke 


Most important, encourage your patients to dis¬ 
cuss fees with you rather than with your aide. 

Intra-office communications: Once you have 
discussed your fees with the patient, how do you 
relay the information to the aide? Before seeing 
a patient, how can you be advised about a delin¬ 
quent account or one which is approaching the 
tex) high mark ? 

A charge or service slip generally tits the need. 
A well designed one has a place for the date, 
patient’s name, and a list of services generally 
rendered, with extra lines for special cases. It 
also has a special area for previous balance due 
(if any), amount of today’s services, subtotal, 
today’s payments (if any), and the current 
balance. 

The doctor enters his fees, and the slip is 
returned to the aide for completion. Complete 
details on one such system are available without 
charge from the author upon request. 

Collection approach: Equally as important as 
greeting the patient is the availability of an aide 
as the patient prepares to leave the office. This 


way she has the opportunity of making the pa¬ 
tient’s next appointment and collecting your fees. 

The aide must be able to quickly summarize 
the account and arrive at the current balance due. 
Then she needs but two remarks for her collection 
repertoire: “That will be_dollars for to¬ 
day’s visit,’’ and, “Your current balance is_, 

dollars.” No alternatives. No options. Just facts. 

Billing system: All account cards must be 
accurate and complete before each billing period. 
Ledger cards fully itemized are the most desirable. 
Always itemize charges for surgical procedures, 
lab fees, x-rays, electrocardiograms, injections, 
and drugs dispensed. Send your bills promptly 
at the same time each month. Delays will offer 
the patient an excuse that he “did not get it on 
time.” 

So far, accurate record keeping, fee discussions, 
collection and billing techniques have been dis¬ 
cussed. What, then, should you do about delin¬ 
quent accounts? Read next month’s column, 
“Collection Routine, Part IT, Using Intra-office 
Techniques.” 
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SQUIBB NOTES ON THERAPY 


MOLECULAR REMODELING- 

laboratory exercise or clinical necessity? 


More than twenty-five years have passed 
i since the discovery of the diuretic activ¬ 
ity of sulfanilamide started pharmacol¬ 
ogists on a succession of molecular re¬ 
modelings to find the ideal diuretic. 

Diuresis—a sought-after clinical 
effect from an unwanted side effect 

It started in 1937 when a clinician re¬ 
ported that the administration of a sul¬ 
fonamide was sometimes accompanied 
by an unexplainable side effect—meta¬ 
bolic acidosis. 1 Three years later the 
side effect was explained. The sulfona¬ 
mide radical of sulfanilamide inhibited 
carbonic anhydrase, 2 the enzyme re¬ 
sponsible for converting carbon diox¬ 
ide and water to hydrogen ions and bi¬ 
carbonate ions. 

Later, other investigators showed by 
dog experiments that metabolic acidosis 
probably resulted when the inhibition of 
carbonic anhydrase upset the exchange 
of hydrogen and sodium ions, causing 
increased excretion of sodium as the 
bicarbonate. 2 

It was twelve long years after the 
] first report of the unexplainable side 
effect (metabolic acidosis) that it was 
finally shown that large doses of sulfa¬ 
nilamide administered to edematous 
patients were indeed capable of pro¬ 
moting diuresis. 1 However, the possibil¬ 
ity of toxic effects from its prolonged 
use and its relatively weak diuretic ac¬ 
tion made it impractical for clinical use 
as a diuretic. 5 

Because the inhibition of carbonic 
anhydrase seemed to be the key to ef¬ 
fective diuresis, investigators began to 
look for more potent enzyme inhibitors 
—in the hopes that they would be more 
effective diuretics. 

The most important of these early 
compounds, acetazolamide, enjoyed sev¬ 
eral years of fairly wide clinical use. 

Its carbonic anhydrase inhibitory ac¬ 
tivity was several hundred times greater 
than that of sulfanilamide.' 5 The in¬ 
crease in inhibitory activity, however, 
increased not only the excretion of so¬ 
dium and bicarbonate ions, but also the 
excretion of potassium. 7 And, like its 
predecessor, acetazolamide precipitated 
mild acidosis. Its prolonged use could 
result in hypokalemic acidosis. 7 

The ‘thiazides’—an answer to the 
metabolic acidosis caused by 
carbonic anhydrase inhibition 

Despite the fact that the sulfonamide 


group appeared to be responsible for 
carbonic anhydrase inhibition which in 
turn appeared to be responsible for di¬ 
uresis, investigators began to synthesize 
compounds with structural alterations 
to the sulfonamide group. 

The first major breakthrough came 
with the synthesis of chlorothiazide. 
Altering the sulfonamide group did in¬ 
deed alter the ability of chlorothiazide 
to inhibit carbonic anhydrase—it was 
only 1/ 10th as potent as acetazolamide 
in inhibiting the enzyme. s Despite the 
drop in inhibitory potency, however, 
chlorothiazide proved to be an effective 
diuretic—an observation that led to the 
conclusion that its diuretic action was 
due to some mechanism other than its 
action on carbonic anhydrase. 1 ’- 10 

For effective diuresis, chlorothiazide 
was administered in daily dosages rang¬ 
ing from 250 to 2000 mg. 11 It increased 
the excretion of sodium and chloride; 
and, to a lesser extent, potassium and 
bicarbonate. 11 The excretion of potas¬ 
sium appeared to be maximal at higher 
dose levels at which, theoretically, the 
carbonic anhydrase inhibitory effect is 
more active. 11 Its prolonged use, there¬ 
fore, could sometimes result in meta¬ 
bolic hypokalemic, hypochloremic al¬ 
kalosis. 7 

Naturetin—effective diuresis with 
more favorable electrolyte balance 

Other thiazides followed —with im¬ 
provements being aimed at two particu¬ 
lar areas: 1. attempts to increase di¬ 
uretic action in relation to the milli¬ 
gram potency of the drug, and 2. at¬ 
tempts at a more favorable sodium/ 
potassium ratio in the urine, i.e., to de¬ 
crease the excretion of potassium while 
maintaining the excretion of sodium. 12 

One of these, Naturetin, Squibb Ben- 
droflumethiazide, has made advances 
on both these points. “By adding a 3- 
benzyl radical to hydroflumethiazide a 
rather dramatic reduction in dose range 
is accomplished. With this drug, effec¬ 
tive sodium excretion is obtained with 



doses between 2.5 and 10 mg., which is 
a 200 to 1 ratio as compared to chloro¬ 
thiazide .. .” 1;{ 

Moreover, due probably to its virtual 
lack of carbonic anhydrase inhibition, 
Naturetin (bendrotlumethiazide) has 
been shown to cause less potassium and 
bicarbonate loss and less alteration in 
urinary pH than either chlorothiazide 
or hydrochlorothiazide. 

Naturetin is outstandingly effective 
not only in establishing, but also in 
maintaining, excretion of retained lluid 
in edematous patients. And its duration 
of action is sufficiently prolonged to 
allow a single daily administration in 
most patients. Naturetin is also an ef¬ 
fective antihypertensive agent. 

Contraindications: Severe renal impairment; 
previous hypersensitivity. 

Warning: Ulcerative small bowel lesions have 
occurred with potassium-containing thiazide 
preparations or with enteric-coated potassium 
salts supplementally. Stop medication if ab¬ 
dominal pain, distension, nausea, vomiting, or 
G.I. bleeding occur. 

Precautions: The dosage of ganglionic block¬ 
ing agents, veratrum, or hydralazine when 
used concomitantly must be reduced by at 
least 50% to avoid orthostatic hypotension. 
Electrolyte disturbances are possible in cir¬ 
rhotic or digitalized patients. 

Side Effects: Bendroflumethiazide may cause 
increases in serum uric acid, unmask diabetes, 
increase glycemia and glycosuria in diabetic 
patients and may cause hypochloremic alka¬ 
losis, hypokalemia; cramps, pruritus, paresthe¬ 
sias, and rashes may occur. 

Supplied: Naturetin (Squibb Bendroflumethia¬ 
zide) 5 mg. and 2.5 mg. tablets. Also available 
Naturetin c K. [Squibb Bendroflumethiazide 
(5 or 2.5 mg.) with Potassium Chloride (500 
mg.)]. For full information, see Product Brief. 

References: 1. Southworth, H.: Proc. Soc. 
Exper. Biol. & Med. 56:58, 1937. 2. Mann, T. 
and Keilin, D.: Nature 746:164, 1940. 3. Pitts, 
R. F., and Alexander, R. S.: Am. J. Physiol. 
744:239, 1945. 4 . Schwartz, W. B.: New Eng¬ 
land J. Med. 246:173, 1949. 5. Friedberg, 
C. K.., in Moyer, J. H., and Fuchs, M.: Edema 
Mechanisms and Management, Philadelphia, 
W. B. Saunders Co., 1960, p. 259. 6. Gum¬ 
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Moyer, J. H., and Fuchs, M.: op. cit., p. 254. 
7. Werko, L., in Moyer, J. Ft., and Fuchs, M.: 
op. cit., p. 188. 8. Beyer, K.. FI., Jr., in Moyer, 
J. FI., and Fuchs, M.: op. cit., p. 274. 9. Marcn, 
T. H., and Wiley, C. E.: J. Pharmacol. & 
Exper. Therap. 745:230, 1964. 10. Earley, 
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Moyer, J. H., and Fuchs, M.: op. cit., p. 276. 
12. Ford, R. V., in Moyer, J. 11., and Fuchs, 
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SQUIBB BENDROFLUMETHIAZIDE 

to reduce excess fluid 

or high blood pressure 
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'The Priceless Ingredient' of every product 
is the honor and integrity of its maker. 













~s$tlcintic Panels 
MOTEL 

On the Boardwalk at Baltimore Ave. 

REHOBOTH BEACH, DELAWARE 

ULTM-MDDEM 

• RESTAURANT ON • PRIVATE HEATED 

PREMISES POOL 

• ALL ROOMS HEATED • TELEPHONE SERVICE 

• AIR CONDITIONED • ELEVATOR SERVICE 

• TELEVISION • OPEN YEAR ROUND 

PHONE: 227-2511 


INSECTS . . . TERMITES . . . RODENTS 

“Call the Rose Man ” Phone: 467-5300 

ROSE 

; EXTERMINATOR CO. \ 

% Gail && OnAo • 

°V ER JoOYt** S 

3950 Falls Road, Baltimore, Md. 21211 

F.H.A. INSPECTIONS — PRETREATMENTS 

Prompt — Discreet—Efficient 

SERVICE 


60 YEARS OF FRIENDLY SERVICE 



WHERE YOU SAVE DOES MAKE A DIFFERENCE 
DIRECT REDUCTION HOME LOANS 
Hours 9 A.M. to 2 P.M. Doily 


Tuesday Evenings 7 to 9 

355-9300 

PATAPSCO AVENUE & FOURTH STREET 

Baltimore, Maryland, 21225 


Prescription Service for the 
Community 

• Skilled pharmacists. 

• Convenient locations. 

• Special phones for Doctors. 

• Complete stocks of pharmaceuticals. 

• New prescription products. 

• Professional services available: 


Appointment Books 
Courtesy Cards 
Prescription Blanks 



PHARMACIES SINCE 1883 
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SEPTEMBER, 1966 

INAUGURAL ADDRESS 


MRS. ARCHIE R. COHEN 
President, 1966-1967 

Read at the annual meeting. Woman's Auxiliary to 
the Medical and Chirurgical Faculty, April 28. 1966. 



In this springtime of the year, God does make 
all things new in the world of nature. So does 
our organization, the Woman’s Auxiliary to the 
Medical and Chirurgical Faculty of the State of 
Maryland, annually assign new names to title its 
leadership. 

To the best of the past and mix it with the 
good of the new, your new officers will serve 
you the best of today, with hopes that for the 
tomorrow we will be able to do even better. 

Working with Mrs. Strobel has been most 
gratifying this past year. Through her tireless 
enthusiasm and efforts, I have been filled with 
hope and confidence. 

In accepting the responsibility of leadership, I 
have the staunch support and aid of, first, my 
husband, Archie, and then, hand in hand, with 
the past officers and all members from through¬ 
out the state and the Washington County girls 
and the new board, all of whom are devoted to 
Auxiliary work; and 1 feel assured of cooperation 
from every corner. 

My aim will be first, to fulfill the objectives 
of the Auxiliary, whose principal purpose is to 
encourage and advance public understanding and 
education concerning matters of public health as 
approved by the Medical and Chirurgical Faculty. 

Our motto, “Hygeia filiae,” handmaidens to 
health, proclaims us to be helpers. We can deve’op 
greater understanding and interest in problems 
our husbands face when we work together for 
health education, research, future medical careers, 
and community service. 

This year ahead will be one of challenge, one 
of change in medical practice, and we must prom- 
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ise to keep informed so we may be correctly tuned 
to the questions that come our way. Let us keep 
our answers a tribute to the medical profession. 

Legislation, community service, mental health, 
all give us the impetus to reserve a moment daily 
for education. Listen, learn, and remember the 
important facts that are changing daily, through¬ 


out the neighborhood, the state, and the nation. 

We shall try very hard to keep smiling, and 
keep promoting better health, through safety and 
through research. Let us take with us this short 
quote: “To whom much is given much is re¬ 
quired.” I will give my best, and together we will 
serve and accomplish. 


Maryland Auxiliary Gets AMA-ERF Merit Award 



L-R: Mrs. John E. Baybutt, 
Mrs. Wallace H. Sadowsky, 
and Mrs. Archie R. Cohen. 


The Woman’s Auxiliary to the American Medical Association set another 
record in its annual contribution to the AMA Educational and Research Foun¬ 
dation—$345,573.81. 

For its contribution of $5,892.72, the Maryland Auxiliary won an award of 
merit. Merit awards are presented to the auxiliary raising the largest amount 
in each of six membership categories. 

Said Raymond L. McKeown, AMA-ERF president: 

Your support literally has known no bounds, for each year 
you have raised and contributed more than the year before. 

. . . The women in our auxiliaries indeed are becoming a more 
important resource each year for AMA-KRF funds and for 
dissemination of information on the programs of the Foundation. 
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In the management of mild to moderate pain, give your patients comprehensive relief. 
TRANCO-GESIC extends the range of usefulness of aspirin by dimming pain perception— 
and also reducing mental and muscle tension. 


TRANCO-GESIC' 

tablets 

chlormezanone 100 mg. with aspirin 300 mg. 

subdues the major 
contributors to pain: 

• pain perception 

• mental tension 

• muscle tension-spasm 


IA//nfhrop 


WINTHROP LABORATORIES. NEW YORK, N. Y. 10016 


TRANCO-GESIC is so well tolerated it can be 
prescribed for anyone who can take aspirin. It 
is non-narcotic, and free from dangers of 
addiction, habituation, or dependence. 
TRANCO-GESIC is effective in all types of mild 
and moderate pain. Of 862 patients who were 
treated with chlormezanone and aspirin for 
various disorders, 88% reported excellent or 
good pain relief. 1 

Side effects have been minor. Occasionally gastric distress, 
weakness, sedation or dizziness occur. Reversible cholestatic 
jaundice has been reported on rare occasions. However, in 
4,653 patients treated with chlormezanone, 97.7% had no side 
effects. 1 Contraindication: just one: sensitivity to aspirin. 
Dosage: Adults, usually 2 tablets three or four times daily. 
Children (from 5 to 12 years), 1 tablet three or four times daily. 
1. Collective studies, Department of Medical Research, 
Winthrop Laboratories. 

















HOUSE HUNTING? 

A. S. K. Computer locates the 
house of your dreams in seconds! 
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IV ARYL AND = 

Association of 
Medical -- 


Assistants 


ATTENTION 
MEDICAL SECRETARIES 
MEDICAL ASSISTANTS 
MEDICAL AIDES 


DID YOU KNOW THAT ... If you are em¬ 
ployed by or working under the direct supervision 
of a Doctor of Medicine, you are entitled to the 
privilege of a membership in the only organiza¬ 
tion for Medical Assistants, which is whole¬ 
heartedly endorsed by AMA? We are known as 
the 

AMERICAN ASSOCIATION OF M EDI CAL 
ASSISTANTS 
AAMA 
or locally 

MARYLAND ASSOCIATION OF MEDICAL 
ASSISTANTS 
MAMA 

DID YOU KNOW THAT . . . You may partici¬ 
pate, possibly in a local group? If none exists 
in your area, come and join us in Baltimore, 
Cumberland, or Salisbury. We have a national 
membership of 12,000. We are growing. You 
may initiate interest in your own home town. 
That’s how we got started—with people like 
YOU, who wanted to expand themselves with the 


ever-growing field of medical knowledge. You 
can avail yourself of outstanding programs offered 
to help the medical assistant in the self-improve¬ 
ment of her career. 

DID YOU KNOW THAT . . . AAMA mem¬ 
bership offers medical and civic programs perti¬ 
nent of our profession and the community? 
Annually you may participate in an educational 
seminar and a national convention of the AAMA 
(this year to be held in St. Louis). You are 
offered educational courses to help you prepare for 
the certification examination of AAMA. A group 
insurance plan is made available through the 
Raymond K. Tongue Company, among other 
plans offered by AAMA. 

DID YOU KNOW THAT . . . AAMA dues 
are only $10 a year (tax deductible) ? This 
includes membership in both the MAMA and 
your local organization. Only members are per¬ 
mitted to purchase AAMA pins. Along with 
your membership goes a subscription to the 
Bulletin published by the AAMA. 

DID YOU KNOW THAT . . . The AAMA 
was organized in Milwaukee in October, 1956, 
with members of the American Medical Associa¬ 
tion in attendance? In November, 1956, the 
House of Delegates of AMA passed a resolution 
commending the objectives of the AAMA. In 
1962, the House of Delegates of the AMA 
passed a resolution which wholeheartedly endorsed 
our program and encouraged all physicians em¬ 
ploying medical assistants to urge them not only 
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• ZIPPER FRONT 
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to join AAMA but to participate in our programs. 
AAMA is the only such association to have 
received this unique honor. The MAMA was 
chartered by the national association at the annual 
meeting in Reno, Nev, in October, 1961. 

DID YOU KNOW THAT . . . YOU can help 
us achieve our goals? We believe that you owe 
it to yourself to join us at our next meeting and 
cultivate new friendships and associations with 
others engaged in our field of endeavor. 

WE JUST BET YOU DIDN’T KNOW . . . 
But now that you do, come and see for yourself 
just how much you will benefit professionally 
and socially. 
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FOR FURTHER INFORMATION 
CONTACT 
Mrs. Frances Fairley 
5941 Libyan Ave 
Baltimore, Md 21206 

Mrs. Betty Porter 
c/o Drs. Smith & Womack 
706 Camden Ave 
Salisbury, Md 21801 

Mrs. Mary Crock 
c/o Dr. R. R. Rathbone 
122 S Centre St 
Cumberland, Md 21502 
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two years 
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When uncontrolled 
diarrhea brings 
a call for help 



When the diarrhea sufferer has run the gamut of 
home remedies without success, pleasant-tasting 
cremomycin can answer the call for help. It can be 
counted on to consolidate fluid stools, soothe intes¬ 
tinal inflammation, inhibit enteric pathogens, and 
detoxify putrefactive materials — usually within a 
few hours. 


cremomycin combines the bacteriostatic agents, 
succinylsulfathiazole and neomycin, with the ad- i| 
sorbent and protective demulcents, kaolin and pec¬ 
tin, for comprehensive control of diarrhea. 

INDICATIONS: Diarrhea. 

CONTRAINDICATIONS: Do not use in intestinal obstruction, ex- * 
tensive ulceration of bowel, or diverticulosis; in hypersensitivity 
to sulfonamides or neomycin; in pregnancy at term, in premature 
infants, or during first week of life in the newborn. 

WARNINGS: Use only after critical appraisal in patients with 
hepatic or renal damage, urinary obstruction, or blood dyscra- 
sias. Fatal hypersensitivity reactions and blood dyscrasias re¬ 
ported with use of sulfonamides. Consider periodic blood counts, 
hepatic and renal function tests during intermittent or chronic 
use. 

PRECAUTIONS: Succinylsulfathiazole: Use with caution if there 
is history of significant allergies and/or asthma. Continued use 
requires supplementary vitamins Bi and K. Neomycin: Watch for 









your 1^ for 
Cremomycin 
can provide relief 



where today's theory is tomorrow’s therapy 


promptly relieves diarrheal distress 

Cremomycin* 


Composition: Each 30 cc. contains neomycin sulfate 300 mg. 
(equivalent to 210 mg. of neomycin base), succinylsulfathiazole 
3-0 Gm,, colloidal kaolin 3.0 Gm., pectin 0.27 Gm. 


©MERCK SHARP &D0HME 


Division of Merck & Co., Inc., West Point, Pa. 


curare-like neuromuscular block during anesthesia if neomycin 
is used preoperatively in large doses when renal function is 
poor; watch for overgrowth of nonsusceptible organisms. Con¬ 
sider possibility of ototoxicity and nephrotoxicity with prolonged 
high dosage. 


SIDE EFFECTS: As with all sulfonamides: Headache, malaise, an¬ 
orexia, G.l. symptoms, hepatitis, pancreatitis, blood dyscrasias, 
neuropathy, drug fever, rash, conjunctival and scleral injection, 
petechiae, purpura, hematuria, and crystalluria have been noted. 
Reduced fecal output of thiamine and decreased synthesis of 
vitamin K have been reported. Neomycin: Nausea, loose stools. 


Before prescribing or administering, read package circular with 
product or available on request. 
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FERMENT IN MEDICINE, by Richard M. Ma- 
graw, MD. Saunders, 1966. $6.50 

The changing needs and patterns of medical care and 
practice have furnished the basis for this book. Its pur¬ 
poses are twofold: l) to analyze and define those ele¬ 
ments in traditional forms of medical practice which are 
essential to optimal medical care and maintenance of 
health for everyone; 2) to describe and discuss some of 
the major forces now acting to modify existing concepts, 
'raetice, and institutions in medicine. 

BLOOD DISEASES OF INFANCY AND 
CHILDHOOD, ed 2, by Carl H. Smith, MD, 
C. V. Meshy Co., 1966. $22 

Recent advances in pediatric hematology are introduced 
in this edition. Selection of material has been based on 
that which would interest the practitioner and contribute 
toward diagnosis and treatment. 

SPONTANEOUS REGRESSION OF CANCER, 
by Tilden C. Everson, MD, and Warren H. Cole, 
MD, W. B. Saunders Co., 1966. 

With the thought that isolated “cures” of cancer from 
unorthodox therapeutic measures might actually be spon¬ 
taneous regressions of cancer, the authors reviewed the 
world medical literature since 1900 for evidence both 
supporting and refuting their theory. Added to this 
accumulation of data were many personal communica¬ 
tions relating unpublished cases of cancer in which there 
was evidence of biologic control, as well as information 
concerning spontaneous regression of benign tumors, 
prolonged arrest of cancer after no treatment or inade¬ 
quate treatment, and delayed recurrence or delayed 
metastasis of cancer after treatment of the primary 
cancer. 

This monograph reports the results of their study. 
Their findings for each of the various types of cancer 
are illustrated by cases which the authors considered to 
he possible examples of spontaneous regression of cancer. 

BIOMECHANICS AND RELATED BIO-ENGI¬ 
NEERING TOPICS, edited by R. M. Kenedi, 
Pergamcn Press, 1965. $20 

This book contains a selection of papers presented at 
a symposium held in Glasgow. The purpose of the 
symposium was to promote correlation between the 
contributions made by different disciplines in relation to 
the various problems studied. Among the topics covered 
are developments in surgical and laboratory instrumen¬ 
tation, diagnostic applications of ultrasound, and tele¬ 
metering techniques. 
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OPERABLE HEART DISEASE, by Howard D. = 

Sirak, MD, C. P. Mosby Co., 1966. $12.50 

This book is intended as a guide to understanding the | 
basic problems in anatomy and physiology as applied to \ 
the diagnosis and treatment of heart disease. Directed | 
toward students and specialists in training, it demon- | 
strates the need for a sound background in circulatory | 
and respiratory physiology in the interpretation of elec- | 
trocardiograms and data from cardiac catheterization | 
and in evaluating the circulatory dynamics, respiratory } 
changes, and metabolic considerations of the postoperative 1 
period. | 


RESUSCITATION OF THE NEWBORN IN- 
FANT, ed 2, edited by Harold Abramson, MD, I 
C. V. Mosby, 1966. $16.50 

Since publication of the first edition of this work, | 
interest has surged in neonatology and problems related | 
to the dynamics of respiration and circulation of new- I 
born infants. Many new solutions have been found, and { 
these are incorporated in this new edition. 

Rapid establishment of the respiratory mechanism is | 
only the first step in resuscitation. Early diagnosis of I 
the underlying cause and institution of therapy to assure 1 
continued survival are likewise necessary. 

This edition, like its predecessor, has been prepared | 
by the Special Committee on Infant Mortality of the | 
County of New York. 


THE PEDIATRICIAN’S OPHTHALMOLOGY, 
edited by Sumner D. Liebman, MD, and Sydney i 
S. Gellis, MD, C. V. Mosby, 1966. $19.50 

Through the collaboration of an ophthalmologist and 1 
a pediatrician, material most needed by the pediatrician 1 
has been selected and translated into terms understand- 1 
able to the pediatrician and the general practitioner. It | 
is designed to help these physicians recognize eye dis- | 
orders of childhood, particularly in the young infant. The | 
editors have attempted to make each chapter as complete 1 
as possible, anticipating that the reader would turn to 1 
a particular chapter for reference rather than reading f 
the book from cover to cover. 
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OSTEOTOMY AT THE UPPER END OF THE 
FEMUR, by Henry Milch, MD; edited by 1 
Robert A. Milch, MD, Williams & Wilkins, 1 
1965. $11.25 

The choice between the various types of osteotomy f 
should be made upon consideration of the change each 1 
accomplishes in the effective axis of the bone. In the | 
author’s opinion, too much concern over the details 1 
of technique has beclouded the wider significance of f 
osteotomy as a “solution of continuity.” Proper evalua- § 
tion of the consequences of such solutions of continuity, 1 
whether induced surgically or accidentally, presuppose a | 
concept of the action of the femoral neck and of the | 
limits of motion possible at the hip joint. The author 1 
bases his monograph on 40 years of experience. 

Dr. Henry Milch completed this monograph just a I 
few hours before his death, on March 3, 1964. It was | 
edited by his son and published as a tribute to the | 
author and his works. I 
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PRINCIPLES OF ORAL SURGERY (Pergamon 
Series in Dentistry, Vol 3), by J. R. Moore, 
Pergamon Press, 1966. $7.25 

This is an introduction to oral surgery for dental 
students. It describes the operations on the teeth and 
jaws normally performed by the dental surgeon. 

SYMPOSIUM ON SURGERY OF THE OCULAR 
ADNEXA, by the New Orleans Academy of 
Ophthalmology, C. V. Mosby Co., 1966. $16 

This is a compilation of the lectures presented before 
the New Orleans Academy of Ophthalmology in Febru¬ 
ary, 1965. Among the distinguished participants is 
Howard Naquin, MD, of Baltimore. The participants 
have discussed the pathogenesis and diagnosis of each 
condition and have described the treatment they have 
found most satisfactory. 

ADVANCES IN BIOLOGY OF SKIN, Vol VI, 
AGING, edited by William Montagna. Pergamon 
Press, 1965. $15 

“It is conceivable that under ideal circumstances tissues 
might remain unchanged in time and that animals could 
live forever.” 

With these striking words the editor commences his 
preface to this volume. But, he then points out, serious 
problems of survival would result and the pattern of 
nature is that neither tissues nor animals are indestructi¬ 
ble. Aging processes in general are gradual and cumu¬ 
lative and progressive deterioration of the skin is one 
of the most obvious indications of human age. 

Knowledge of aging skin has not advanced rapidly 
even though there has been considerable study of the 
subject. This volume has, therefore, a significant and 
valuable purpose. Containing the paj>ers presented at 
the 14th Symposium on the Biology of Skin, held at the 
University of Oregon Medical School, it combines varied 
disciplines which have been used in the study of aging 
phenomena and focuses attention upon the skin. The 
contents of the volume cover sturlies in morphology, 
biochemistry, and physiology. 

SYNOPSIS OF OBSTETRICS, ed 7, by Charles 
E. McLennan, MD, C. V. Mosby Co., 1966. $6.85 

This is a pocket-sized, precise synopsis of obstetrics 
designed primarily for the undergraduate medical student. 
It continues to emphasize basic principles. This revision 
presents some newer information and has eliminated 
a great deal of information no longer pertinent. 

ARTERIOGRAPHY, PRINCIPLES AND TECH¬ 
NIQUES, EMPHASIZING ITS APPLICA¬ 
TION IN COMMUNITY HOSPITAL PRAC¬ 
TICE, by Joseph L. Curry, MD, and Willard J. 
Howland, MD, W. B. Saunders, 1966. $14 

This book offers a brief introduction to arteriography 
for the community radiologist and other physicians who 
wish to initiate such procedures in their own hospitals. 
The material is based on the experience of the authors 
in a community hospital and represents the gradual 
evolution of techniques and the recognition of various 
problems as they were encountered in more than 1,200 
arteriographic procedures. 

Basic principles and techniques are emphasized. 
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CLASSIFIED ADVERTISING 

Effective May 1, 1963 

$1.50 per line per insertion 

Count seven average words to each line. 
Add one line if box number is desired. 

Members of the Medical and Chirurgical 
Faculty shall be entitled to one complimen¬ 
tary insertion in any twelve-month period. 
Widows of members shall be entitled to two 
complimentary insertions for the disposal of 
the deceased physician’s practice or equip¬ 
ment. 

MARYLAND STATE MEDICAL JOURNAL 

1211 Cathedral St., Baltimore, Md. 21201 


EQUIPMENT FOR SALE 


MEDICAL OFFICE EQUIPMENT — Including desk and chairs, 
examining table, typewriter, scales, file cabinets, oxygen 
tank, microbalance scales, infra-ray lamp, medical books, 
drugs, x-ray—fluoroscope (not modern), x-ray view boxes 
(2), cassettes (3), blood pressure kit, stethoscopes, mis¬ 
cellaneous instruments, sterilizers (small), syringes and 
needles, and laboratory equipment. Telephone 889-6920. 

10 


OFFICES FOR SALE OR RENT 


THE ANNAPOLIS PROFESSIONAL BUILDING—New profes¬ 
sional building to be completed in the middle of September. 
Brick colonial structure with parking facilities. Near stadium, 
only three minutes from the hecrt of Annapolis. Terrace 
level vacancy of 800 to 1,000 square feet. The address is 
107 Annapolis St. 

This beautiful air conditioned space will rent for $3.50 
per square foot per year. Will finish to your specification 
except where extraordinary needs are required. 

For further information call between 9 A.M. and 5 P.M. 
except Thursdays. Mrs. Joyce Ciampaglio, BEImonf 5-8650. 

1 2 


FOR RENT—Ideal location, 8901 Georgia Ave, Silver Spring, 
2 blocks from commercial zoning. Directly opposite large 
Woodside Methodist church. Ideal for young doctor want¬ 
ing to establish practice. Will remodel to suit tenant. 
Please call Mrs. Leslie, 588-4465 (a.c. 301). 10 
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J. Emmett Queen, MD—1968 
Donald Roop, MD—1968 
Harry M. Robinson, Jr., MD—1968 
Robert C. Kimberly, MD—1969 

Eastern District 
Robert W. Farr, MD—1967 
Raymond M. Yow, MD—1968 

Southern District 
Arthur Wooddy, MD—1968 
Manning W. Alden, MD—1969 

South Central District 
Henry P. Laughlin, MD—1967 
William B. Hagan, MD—1969 

Terms of office expire at conclusion 
of annual meeting 

DELEGATES TO THE 
AMERICAN MEDICAL ASSOCIATION 
Russell S. Fisher, MD—1966 
J. Sheldon Eastland, MD—1967 
Robert vL. Campbell, MD—1968 

ALTERNATES: 

E. I. Baumgartner, MD—1966 
William B. Hagan, MD—1967 
Charles F. O’Donnell, MD—1968 

Terms of office expire at end of calendar year 
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The MISSING LINK in Weight Control 




Ex-Ccufotk K/e/m 


,W **" 


wAree* 


Not marketed in combination 
with any anorexiant drug, 
since that would limit the 
dosage flexibility of both. 


SUBSTITUTE 

for F fl0D 






and now finally 
• • . the neglected factor 



Designed for bulk hunger • • • not taxation ! 

EX-CALORIC WAFERS CONTAIN NO LAXATIVE HEMICELLULOSE 


DESCRIPTION: 

jArtificially sweetened and flavored. Each wafer contains 453 mg. of these non-nutritive, synthetic hydrophilic colloid bulking 
agents: carboxymethylcellulose 181 mg. and methylcellulose (400 centipoise type) 272 mg. Safe for use by diabetic .patients 
placed on a restricted reducing diet. Usual daily intake less than 3 calories per day. 

ACTION: 

Ex-Caloric Wafers produce such bulk in a part of the alimentary tract as to ordinarily impart a highly satisfactory sense of fullness 
for ihose obese patients who complain of an empty feeling ("hollow hunger") when placed on a reducing diet and deprived 
of their between-meal snacks. 

ADMINISTRATION: 

3 or 4 wafers t.i.d., a.c. or p.c. or mid-morning, mid-afternoon and mid-evening. At least 1 large glass ol wafer must be taken 
with each dose. 

CONTRAINDICATIONS: 

Ex-Caloric Wafers are completely innocuous and may be administered with impunity in any necessary quantities to all obese 
patients, including children and, the aged. The only contraindications are acute ulcerative colitis and organic intestinal obstruction. 





302 SOUTH CENTRAL AVENUE 
BALTIMORE, MARYLAND 21202 


EASTERN RESEARCH LABORATORIES, INC. 

PIONEERS IN MODERN THERAPY ADJUNCTIVE TO THE OBESITY DIETARY 
Samples To Physicians On Request 


' T. M. 


Printed 6-66 








when anxiety ! 
ispartofthe 1 

clinical picture 


Librium 

(chlordiazepoxide HG1) 


Before prescribing, please consult complete product information, a summary of which follows: 
Contraindications: Patients with known hypersensitivity to the drug. 

Warnings: Caution patients about possible combined effects with alcohol and other CNS depressants. 
Warn against hazardous occupations requiring complete mental alertness. Use caution in adminis¬ 
tering to addiction-prone patients or those who might increase dosage; withdrawal symptoms 
(including convulsions), following discontinuation of the drug and similar to those seen with 
barbiturates, have been reported. Use of any drug in pregnancy, lactation, or in women of child¬ 
bearing age requires that its potential benefits be weighed against its possible hazards. 

Precautions: In elderly and debilitated and in children over five, limit dosage to smallest effective 
amount, increasing gradually as needed and tolerated. In general, concomitant use with other 
psychotropics is not recommended. Paradoxical reactions have been reported in psychiatric patients 
and hyperactive aggressive children. Variable effects on blood coagulation have been reported very 
rarely in patients receiving the drug and oral anticoagulants; causal relationship has not been 
established clinically. Observe usual precautions in presence of impaired renal or hepatic function, 
impending depression and suicidal tendencies. 

Adverse reactions: Drowsiness, ataxia and confusion may occur, especially in elderly and debilitated. 
These are reversible in most instances by proper dosage adjustment, but are also occasionally 
observed at the lower dosage ranges. Syncope occurs rarely. Also encountered are isolated instances 
of skin eruptions, edema, minor menstrual irregularities, nausea and constipation, extrapyramidal 
symptoms, increased and decreased libido —all infrequent and generally controlled with dosage 
reduction; changes in EEG patterns (low-voltage fast activity) may appear during and after treat¬ 
ment; blood dyscrasias (including agranulocytosis, jaundice and hepatic dysfunction) may develop 
occasionally, making periodic blood counts and liver-function tests advisable during protracted 
therapy. Individual maintenance dosages should be determined. 


Dosage: Oral— Adults: Mild to moderate anxiety and tension, 5 or 10 mg t.i.d. or q.i.d.; , .—, 

severe states, 20 or 25 mg t.i.d. or q.i.d. Geriatric patients: 5 mg b.i.d. to q.i.d. fl k5 K “ M W zi 


Supplied: Capsules, 5 mg, 10 mg and 25 mg —bottles of 50. 



Roche Laboratories • Division of Hoffmann-La Roche Inc • Nutley, N.J. 07110 
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some 
allergens 
are red... 


whatever their 
color, shape, 
or size... 



Benadryl* 

(diphenhydramine 

hydrochloride) 

PARKE-DAVIS 

for control of 
allergic symptoms 



Whether the allergen is red and round, or unseen 
and unknown, BENADRYL provides relief of 
symptomatic distress through its antihistaminic 
and antispasmodic actions. PRECAUTIONS: 
Persons who have become drowsy on this or 
other antihistamine-containing drugs, or whose 
tolerance is not known, should not drive vehicles 
or engage in other activities requiring keen 
response while using this product. Hypnotics, 
sedatives, or tranquilizers if used with 
BENADRYL should be prescribed with caution 


because of possible additive effect. Diphenhy¬ 
dramine has an atropine-like action which should 
be considered when prescribing BENADRYL. 

SIDE EFFECTS: Side reactions, commonly asso¬ 
ciated with antihistaminic therapy and generally 
mild, may affect the nervous, gastrointestinal, and 
cardiovascular systems. Most frequent reactions 
are drowsiness, dizziness, dryness of the mouth, 
nausea, and nervousness. BENADRYL is available 
in Kapseals® of 50 mg. and Capsules of 25 mg. ooses 


PARKE-DAVIS 



PARKE, DAVIS & COMPANY, Detroit, Michigan 4S232 
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When the stagnant sinus 
must be drained... 



Transillumination of the sinuses-diffuse shadow on right side of face indicates unilateral maxillary sinusitis. 


In the common cold, Neo-Synephrine is unsur¬ 
passed for reducing nasal turgescence. It stops 
the stuffy feeling at once. It opens sinus ostia to 
re-establish drainage and lessen the chance of 
sinusitis. With Neo-Synephrine, in the concentra¬ 
tions most commonly used, decongestion lasts 
long enough for extended breathing comfort, 
without endangering delicate respiratory tissue. 
Systemic side effects are virtually unknown. 
There is little rebound tendency. 


Winthrop Laboratories, New York, N.Y. 10016 


-fflfntihnop 



Brand of phenylephrine hydrochloride 


is available in a variety of forms, 
for all ages: 

Va% solution for infants 

V»% solution for children and adults 

V4% pediatric nasal spray for children 

V 2 % solution for adults 

V 2 % nasal spray for adults 

V 2 ®/o jelly for children and adults 

1% solution for adults (resistant cases) 

Also NTZ® Solution or Spray 
Antihistamine-decongestant 
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Treat yourself 
and your 
investments 
to professional 
management... 

WITH AN INVESTMENT MANAGEMENT ACCOUNT AT THE TRUST DEPARTMENT OF MARYLAND NATIONAL BANK 


You will be relieved of all the cumbersome details 
of investment management and what’s more 
important, you can stop worrying about what to 
buy and sell and when to do so. 

Your securities will be under the careful super¬ 
vision of our Investment Department with an 
Investment Officer assigned to your account. This 
Department, backed by our Investment Research 
and Administrative Departments, works under 
the direct supervision of our Trust Committee 
which is composed of senior officers and directors 
of our Bank. 

Our annual fee for an Investment Management 
Account is based on the income and value of your 
account and is surprisingly low. As it relates to 
taxable income, the fee is tax deductible for 
Federal Income Tax purposes. 


Why not discuss the advantages an Investment 
Management Account would have for you ? There 
is no cost or obligation. 

In Baltimore, telephone 685-3900 and ask for 
L. Dale Marvel. 

On the Eastern Shore, telephone 822-3500 
(Easton) and ask for Douglas IT. Kiesewetter. 

In the Washington area, southern and western 
Maryland, telephone 587-3300 (Silver Spring) 
and ask for Robert A. Schmuhl. 


Maryland’s largest bank—79 Offices located in the 
Baltimore-Washington Region, the Eastern Shore, 
Southern and Western Maryland. Member Federal 
Deposit Insurance Corporation. 



MARYLAND NATIONAL BANK 

...does so much for so many people 
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TO 

las veuis 


Convention site "extraordinaire” that’s Las Vegas. America’s entertainment 
capital becomes the classroom for America’s practicing physicians—offer¬ 
ing you a comprehensive, compact, postgraduate course in recent develop¬ 
ments in medical science. A magnificent Convention Center, fine hotels 
and motels, excellent restaurants plus star studded entertainment await 
you and your family. 

The AMA’s first clinical convention in Las Vegas offers a top notch scientific 
postgraduate program. 

Scientific sessions will be held on the following topics: Scintillation Scan¬ 
ning* Radiation and Cancer* Clinical Pulmonary Physiology* Gastroenter¬ 
ology • Futuristic Diagnostic and Therapeutic Tools • Neck Pain • Anti¬ 
biotics • Urology • Aerospace Medicine • Unconsciousness • Dermatology 

• Juvenile Diabetes • Endocrine and Metabolic Diseases • Pediatrics • 
Surgery • Hematology • Psychiatry • Otolaryngology. 

Three Postgraduate Courses will be presented: Obstetrics and Gynecology 

• Fluid and Electrolyte Balance • Cardiovascular Disease. Each Course will 
consist of three half-day sessions, and there will be a registration fee of 
$10.00 for each course, payable with your advance registration. 

Four Breakfast Round Table Conferences will be held on the following 
topics: The Management of Metabolic Bone Disease • Indication for Cardio¬ 
version • The Problems and Potential of L.S.D. • An Agonizing Reappraisal 
of Cancer Chemotherapy • Closed Circuit Television • Medical Motion 
Picture Programs • Over 275 Scientific and Industrial Exhibits. 

The complete scientific program, plus forms for advance registra¬ 
tion and hotel accommodations, will be featured in JAMA October 24. 








MEDIC 

FRIDAY POSTGRADUATE PROGRAMS 

See page 151 for list of locations where MEDIC 
programs may be heard 

OCTOBER 21, 12:30 PM 
Selection of Patients for Cardiac Surgery 

R Adams Cowley, MD, professor and head. Division 
of Thoracic Surgery, University of Maryland School of 
Medicine. 

OCTOBER 28, 1:00 PM 
Hypoglycemia 

David Rabinowitz, MRCP, assistant professor of Medi¬ 
cine, The Johns Hopkins University School of Medicine. 

NOVEMBER 4, 12:30 PM 
Organic Versus Functional Psychoses: 
Differential Diagnosis 

Virginia Huffer, MD, associate professor of Psychiatry, 
University of Maryland School of Medicine 
and 

Lindbergh S. Sata, MD, assistant professor of Psychiatry, 
University of Maryland School of Medicine. 

NOVEMBER 11, 12:30 PM 
Pediatric Surgical Emergencies 

J. Alex Haller, Jr., MD, associate professor of Surgery, 
The Johns Hopkins University School of Medicine. 

NOVEMBER 18, 12:30 PM 
Practical Dermatologic Diagnosis 

Thomas W. Cooper, MD, Hagerstown. 

NOVEMBER 25, 1:00 PM 
Intersex Problems 

Milton S. Grossman, MD, assistant professor of Pediat¬ 
rics, University of Maryland School of Medicine. 


ALCOHOLISM FAIR 
October 27-28, 3:30 PM-6:30 PM 

Exhibits, movies and literature provided by 15 assorted 
agencies and groups to demonstrate to doctors and 
the general public what is being done in the commu¬ 
nity to help the alcoholic and his family. 

Free admission Question and answer period: 

Refreshments 5:00-6:30 PM, each day. 

Sponsored by the Baltimore Area Council on 
Alcoholism, Inc. 

Church of the Redeemer Parish Hall, Baltimore 


BALTIMORE CITY MEDICAL SOCIETY 
November 4, 8:30 PM 
“Endocrine Problems of the Adolescent” 

Georgeanna Seegar Jones, MD, associate professor. 
Department of Gynecology and Obstetrics, The Johns 
Hopkins University School of Medicine. 

“Congenital Anomalies as a Cause of 
Primary Amenorrhea” 

Howard W. Jones, Jr., MD, associate professor. Depart¬ 
ment of Gynecology and Obstetrics, The Johns 
Hopkins University School of Medicine. 

“The Adolescent Goes to a Gynecologist” 

Allan C. Barnes, MD, director. Department of Gynecol¬ 
ogy and Obstetrics, The Johns Hopkins University 
School of Medicine. 

Question and Answer Period 
• 

Acceptable for two hours Category I Credit by the 
American Academy of General Practice 

• 

There will be a report of the Nominating Committee 
and nominations from the floor during the business 
meeting immediately following the scientific program. 

1211 Cathedral Street, Baltimore 


MARYLAND SOCIETY OF 
ANESTHESIOLOGISTS 

November 1, 7:30 PM 
“Neuroleptanalgesia” 

N. W. B. Craythorne, MD, professor and chairman. 
Department of Anesthesiology, West Virginia Medical 
Center, Morgantown, West Virginia. 

1211 Cathedral Street, Baltimore 


MARYLAND PSYCHIATRIC SOCIETY 
November 10, 6:30 PM 

DINNER MEETING 

“Short Term Therapy” 

Eugene Meyer, III, MD, professor of Psychiatry, The 
Johns Hopkins University School of Medicine. 

Sheppard and Enoch Pratt Hospital 
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AMERICAN HEART ASSOCIATION 


MARYLAND PEDIATRIC SOCIETY 

OCTOBER 21-27 


November 8, 8:00 PM 

ANNUAL MEETING 

NEW YORK CITY 

November 9-1 1 

“Clinical Auscultation of the Heart” 

a three-day postgraduate course 


“Influence of Splenectomy on Childhood 
Infections” 

(Illustrated) 

J. Alex Hailer, Jr., MD, Children's Surgeon-in-chief, 
Johns Hopkins Hospital. 

Georgetown University Hospital, Washington, D. C. 


1211 Cathedral Street, Baltimore 

November 11-12 



Northeast Regional Conference 


or» 

Cardiopulmonary Resuscitation and 
Coronary Care Units 

Holiday Inn, Baltimore 


MARYLAND EAR, NOSE AND 

THROAT SOCIETY 

November 17-19 


November 8 

Conference on Work Evaluation Units 


Cocktails 6:30 PM, Dinner 7:30 PM, 

Washington, D.C. 


Meeting 8:00 PM 



“Cryosurgery and Its Application to 


ENT Surgery” 



ASSOCIATION OF MILITARY SURGEONS 


Charles L. Hill, MD, Providence, Rhode Island. 

Sheraton-Belvedere Hotel, Baltimore 

November 7-9 



ANNUAL MEETING 


HILTON HOTEL, WASHINGTON, D.C. 


PATHOLOGY SECTION, BCMS 


November 21, 8:00 PM 

Slide Seminar 

William Hartmann, MD, Surgical Pathology Department, 
Johns Hopkins Hospital, Moderator. 

BASIC ELECTROCARDIOGRAPHY 

November 10 Fee $15.00 


A postgraduate course designed with the 
general practitioner of medicine in mind. 
Under the direction of Leonard Scherlis, MD. 

Apply to: Committee on Postgraduate Education, 
University of Maryland School of Medicine. 


“Studies in Kidney Hypertrophy and 

Peruvian Pathology” 

Uriel Garcia-Caceres, MD, professor of Pathology, 
Cayetano-Heredia School of Medicine, Lima, Peru, 
and exchange professor. The Johns Hopkins Univer¬ 
sity School of Medicine. 


1211 Cathedral Street, Baltimore 

THE AMERICAN COLLEGE OF 


PHYSICIANS 


presents 

“Progress In Gastroenterology — 1966” 
NOVEMBER 28-DECEMBER 2, 1966 


AMERICAN MEDICAL ASSOCIATION 

November 27-30 

University of Pennsylvania School of Medicine 

PHILADELPHIA 

FEES: A.C.P. Members, $ 60; Nonmembers, $100 


Clinical Convention 

AND 

National Conference on the Medical Aspects 
of Sports 

Las Vegas 

“What The Internist Should Know 


About Cancer” 


DECEMBER 5-9, 1966 


Columbia University College of Physicians 
and Surgeons 


AMERICAN ACADEMY OF PEDIATRICS 

NEW YORK CITY 


October 22-27 

FEES: A.C.P. Members, $ 60; Nonmembers, $100 

For information, write: Edward C. Rosenow, Jr., MD, 


ANNUAL MEETING 

F.A.C.P., Executive Director, American College of Physi¬ 
cians, 4200 Pine Street, Philadelphia, Pa. 19104 


Palmer House, Chicago 
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Baltimore Federal 


dividends 


grow 


\ 


Now passbook savings accounts . . . large or small 
. . . are earning dividends at our anticipated in¬ 
creased rate. Now every saver will find his 
Baltimore Federal savings account more profit¬ 
able than ever! ~ Along with this anticipated 
increased dividend go Baltimore Federal’s tradi¬ 
tional convenience, reliability, and safety. Six 
offices serve you where you live, work, or shop. 

BALTIMORE FEDERAL Savings 

Downtown at Fayette & St. Paul Sts. 

Eastpoint Shopping Center • Reisterstown Road Plaza 
Towson at 7 Alleghany Ave. 

Carney at 9609 Harford Road (just above Joppa) 
Westminster at 6 E. Main St. 


Jan. 

1958 


Baltimore Federal’s substantial reserves assure 
the ready availability of your money. And ac¬ 
counts are insured by the Federal Savings and 
Loan Insurance Corporation for unsurpassed 
safety! ~ Take advantage of this tremendous 
profit opportunity. Open or add to your savings 
account now. Savings received by the 10th earn 
dividends for the entire month. 

July 

& Loan Association 


1966 
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How long will 
it take her 
to recover from 
her hip fracture 
if she just 
doesn’t care? 
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Does she really care? 

Is she alert, encouraged, 
positive and optimistic 
about getting completely 
well soon? 

Or has she given in to 
the demoralizing impact 
of confinement, disability 
and dependency? 

When functional fati gue 
complicates convalescence, 
Alertonic can hel p... 


Pleasant-tasting Alertonic is pipradrol hydrochloride 
—an effective cerebral stimulant whose gentle ana¬ 
leptic action helps counteract the apathy and inertia 
that can often delay convalescence—together with an 
excellent vitamin and mineral formula, in a satisfy¬ 
ing 15% alcohol vehicle. 

Nothing fosters confidence and a sense of well¬ 
being better than your own personal warmth, under¬ 
standing and encouragement together with Alertonic 
to help insure prompt response. 

Adequate dosage is important: Prescribe Alertonic— 
one tablespoonful t.i.d., 30 minutes before 
meals...tastes best chilled. 

And for your patient's sake, prescribe A lertonic 
in the convenient, economical one-pint bottle. 

Alertonic 

Available Only On Prescription 

Each 45 cc. (3 tablespoonfuls) contains: alcohol, 15%; pipradrol hydro¬ 
chloride, 2 mg.; thiamine hydrochloride (vitamin Bi) (10 MDR*), 10 
mg.; riboflavin (vitamin B 2 ) (4 MDR), 5 mg.; pyridoxine hydrochloride 
(vitamin B H ), 1 mg.; niacinamide (5 MDR), 50 mg.; choline,t 100 mg.; 
inositol,t 100 mg.; calcium glycerophosphate, 100 mg. (supplies 2% 
MDR for calcium and for phosphorus) and 1 mg. each of the following: 
cobalt (as chloride), manganese (as sulfate), magnesium (as acetate), 
zinc (as acetate), and molybdenum (as ammonium molybdate). 
‘Multiple of adult Minimum Daily Requirement supplied. 
fThe need for these substances in human nutrition has not been established. 

Indications: 1. Functional fatigue such as that often associated with: a 
depressing life experience or stressful time of life; advancing years; 
convalescence; limited activity or confinement. 2. Poor appetite and 
vitamin-mineral deficiency as they occur in: patients having faulty eat¬ 
ing habits; geriatric patients who are losing interest in food; patients 
convalescing from debilitating illness or surgery. 

Dosage: Adults, 1 tablespoonful; children (over 15 years old), 1 to 2 
teaspoonfuls; children (4 to 15 years old), 1 teaspoonful. To be taken 
three times daily 30 minutes before meals. 

Contraindications: As with other drugs with CNS stimulating action, 
Alertonic is contraindicated in hyperactive, agitated or severely anxious 
patients and in chorea or obsessive compulsive states. 

Side effects: Reports of overstimulation have been rare. Patients who 
are known to be unduly sensitive to the effects of stimulant drugs should 
be observed carefully in the initial stages of treatment. 

THE WM. S. MERRELL COMPANY 
Division of Richardson-Merrell Inc. 

Cincinnati, Ohio 45215 


^Merrell) 
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Frankly, most antihyper¬ 
tensives are pretty good if 
you give an adequate dose 
I’m looking for one with a 
simple regimen so that mix 
ups in doses and therefore 
the chance of side effects 
are minimized. 







RegrotorY 


chlorthalidone 50 mg. reserpine 0.25 mg. 

1 tablet daily 
brings pressure down 

Advantage: Both components of Regroton 
are long-acting. 

Average dosage: One tablet daily with 
breakfast. 

Contraindications: History of mental 
depression, hypersensitivity, and most 
cases of severe renal or hepatic diseases. 
Warning: Discontinue 2 weeks before 
general anesthesia, 1 week before electro¬ 
shock therapy, and if depression or 
peptic ulcer occurs. With administration 
of enteric-coated potassium supplements, 
the possibility of small bowel lesions 
should be kept in mind. 

Precautions: Reduce dosage of con¬ 
comitant antihypertensive agents by one- 
half. Discontinue if the BUN rises or 
liver dysfunction is aggravated. Electro¬ 
lyte imbalance and potassium depletion 
may occur; take particular care in 
cirrhosis or severe ischemic heart disease, 
and in patients receiving corticosteroids, 
ACTH, or digitalis. Salt restriction is not 
recommended. Use with caution in 
patients with ulcerative colitis, gall¬ 
stones, or bronchial asthma. 

Side effects: Nausea, vomiting, diarrhea, 
muscle cramps, headaches and dizziness. 
Potential side effects include angina pecto¬ 
ris, anxiety, depression, drowsiness, 
hyperglycemia, hyperuricemia, lassitude, 
leukopenia, nasal stuffiness, nightmare, 
purpura, urticaria, and weakness. 

For full details, see the complete prescrib¬ 
ing information. 

Availability: Bottles of 100 and 1000 tablets. 

Geigy 
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EXECUTIVE COMMITTEE, AUGUST 4 

1. Drs. William J. Peeples, State Health 
Commissioner, Edward Davens and Claude R. 
Dodson discussed means of facilitating commu¬ 
nication between the Health Department and 
the Faculty. 

2. State Health Department regulations 
for Nursing Homes, both Extended Care and 
Long Term Care, were approved. 

3. At the request of the State Superintendent 
of Schools and the State Health Commissioner, 
the President was authorized to appoint a Fac¬ 
ulty representative to the Joint Advisory Com¬ 
mittee on School Health. 

4. At the suggestion of the Treasurer, the 
Committee approved recommendation to the 
Council of an appropriation of up to $5,000 
for the purchase of an accounting machine 
and related printed forms to increase the 
efficiency of bookkeeping and the accuracy 
of membership records. 

EXECUTIVE COMMITTEE, SEPTEMBER 8 

1. The following were approved for recom¬ 
mendation to the Commissioner of Motor Ve¬ 
hicles for appointment to the department’s 
Medical Advisory Board: J. Sheldon Eastland, 
MD, James R. Karns, MD, and Paul F. Rich¬ 
ardson, MD, Baltimore City, and Francis Carl 
Mayle, Jr., MD, Bethesda. 

2. Miriam Van Gelder, MD, head of the 
Inpatient Program of the State Health De¬ 
partment’s Division of Medical Services, con¬ 
ferred with the Committee on the Utilization 
Review of Extended Care Facilities through¬ 
out the State which is anticipated when the 
program becomes operative under Medicare 
Law. 


3. In consideration of the State Health Com¬ 
missioner’s response to a July query addressed 
to the State Board of Health and Mental Hy¬ 
giene, it was agreed that the Health Department 
has a standing invitation to attend any Execu¬ 
tive Committee meeting to present material it con¬ 
siders important to the Faculty and that, recipro¬ 
cally, the Committee would like to feel free to 
extend such invitations to Health Department 
representatives as it deems appropriate. 

4. The Committee was advised that, ac¬ 
cording to the August 16, 1966, Wall Street 
Journal, Johns Hopkins Hospital plans to 
establish the position of Assistant Physician 
(formerly Senior Resident) and to bill gov¬ 
ernment agencies for services rendered by 
such physicians. It was agreed that comments 
should be sought and an invitation to the 
next Committee meeting extended to informed 
staff members to discuss this. 

5. A letter from Church Home and Hospital 
informed the Committee that its bylaws provide 
for staff appointments regardless of race. 

6. The selection of a date for the next 
joint meeting of the Executive Committees 
of the Hospital Council and the Faculty was 
postponed pending receipt of a recommenda¬ 
tion from the Faculty representative on the 
Areawide Health Facilities Council. 

7. The Committee approved sponsorship of 
a meeting of Principal Nursing Home Physi¬ 
cians on the care rendered in nursing homes, 
and appointment of an ad hoc committee to 
develop a program for the meeting. 

8. The resignation of Walter E. James, 
MD, as a Faculty representative on the Ad¬ 
visory Committee on Foster Care was accepted 
with regret and the President was authorized 
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to name a replacement. 

9. Approval of the provision of staff assist¬ 
ance and space, without charge, for the Gover¬ 
nor’s Committee on Tuberculosis Control was 
granted, with the understanding that its study 
program would be completed within the next 
three months. 

10. The President was authorized to ap¬ 
point a Faculty representative to the Mary¬ 
land Medical/Legal Foundation to replace 
Albert E. Goldstein, MD. 

COUNCIL, SEPTEMBER 8 

1. Present for the recommendation of the 
Fee Schedule Committee on budgetary figures 
for home and office visits under medical care 
programs (Title XIX of PL 89-97), and for 
the general discussion of this subject which 
followed, were representatives of the Advisory 
Council on Medical Care, the State Department 
of Health, the State Board of Health and Men¬ 
tal Hygiene, Maryland Medical Service and the 
Faculty’s PL 89-97 Liaison Subcommittee. Sub¬ 
ject matter encompassed the philosophies of 
the federal government in relation to payment 
for medical care, payment of fees to physicians 
so that receivers of service will benefit from 
the same standards as all recipients of medical 
care, and the need for education of legislators. 

2. The Council unanimously adopted the 
following motion: “The Council requests the 
State Board of Health and Mental Hygiene 
to submit figures in the budget based on pay¬ 
ment of the usual, customary and reasonable 


fees to physicians for services rendered under 
the medical care programs for the state; and 
that the figures provided by the PL 89-97 
Liaison Subcommittee at its May 27, 1966, 
meeting be used as a working mechanism 
for preparation of budgetary figures only.” 

3. Physicians’ defense was ratified for seven 
members, but denied to another because the 
incident occurred prior to application for mem¬ 
bership in the Faculty. 

4. Financial statements, covering both 
operating and restricted funds, were approved 
as presented. 

5. The Council, on recommendation of the 
Executive Committee, authorized the expendi¬ 
ture of up to $5,000 for the purchase of an 
accounting machine and related printed forms. 

6. Legal Counsel was reappointed for an 
additional year. 

7. On recommendation of the Executive Com¬ 
mittee, C. Thomas Flotte, MD, Baltimore City, 
was appointed Editor of the Journal, effective 
October 1, 1966. 

8. The Council approved endorsement of 
the :;: CICHA Health Fair to be held in 1967, 
subject to established rules for Faculty par¬ 
ticipation in such a project and to no financial 
obligation on the part of the Faculty. 

9. At the suggestion of the Baltimore City 
Medical Society, the Council voted to recom¬ 
mend to the House of Delegates Emeritus 
Membership in the Faculty for Victor Gold¬ 
berg, MD, Baltimore City. 

‘•‘Combined Industry and Commerce Health Appeal. 





Call or write 
for information 


Plan that DREAM VACATION now 

Dreaming of a trip to far-away places? or an interesting holiday nearer 
home? Do it the easy way ... let us assume the responsibility for your 
tickets, reservations, accommodations. 

* WINTER & SPRING BOOKINGS NOW 

TRAVEL SERVICES, Inc. 

306 North Charles St. Baltimore, Md. 21201 

PL 2-2122 
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ications: Urinary tract infections caused by gram-negative and some gram- 
itive organisms. 

} effects: Mainly mild, transient gastrointestinal disturbances: in 
asional instances, drowsiness, fatigue, pruritus, rash, urticaria, mild 
inophilia, reversible subjective visual disturbances (overbrightness of 
ts, change in visual color perception, difficulty in focusing, decrease in 
ial acuity and double vision), and reversible photosensitivity reactions, 
ked overdosage, coupled with certain predisposing factors, has produced 
< convulsions in a few patients. 

cautions: As with all new drugs, blood and liver function tests are advis- 
: during prolonged treatment. Pending further experience, like most 
motherapeutlc agents, this drug should not be given in the first trimester 
regnancy. It must be used cautiously In patients with liver disease or 
are impairment of kidney function. Because photosensitivity reactions have 
|urred in a small number of cases, patients should be cautioned to avoid 
ecessary exposure to direct sunlight while receiving NegGram, and if a 
ction occurs, therapy should be discontinued. The dosage recommended 
adults and children should not arbitrarily be doubled unless under the 
sful supervision of a physician. Bacterial resistance may develop. 

in testing the urine for glucose in patients receiving NegGram, Clinistix® 
gent Strips or Tes-Tape® should be used since other reagents give a 
s-positive reaction. 

age: Adults: Four Gm. daily by mouth (2 Caplets® of 500 mg. four times 
y) for one to two weeks. Thereafter, If prolonged treatment is indicated, 
dosage may be reduced to two Gm. dally. Children may be given 
roxlmately 25 mg. per pound of body weight per day, administered in 
ded doses. The dosage recommended above for adults and children 
Jld not arbitrarily be doubled unless under the careful supervision of a 
sician. Until further experience is gained, Infants under 1 month 
Jld not be treated with the drug. 

r supplied: Buff-colored, scored Caplets® of 500 mg. for adults, conve- 
ltly available in bottles of 56 (sufficient for one full week of therapy) and in 
les of 1000. 250 mg. for children, available in bottles of 56 and 1000. 

srences: (1) Based on 23 clinical papers, 1512 cases. Bibliography on 
jest. (2) Bush, I. M., Orkin, L. A., and Winter, J. W., in Sylvester, J. C.: 
microbial Agents and Chemotherapy-1964, Ann Arbor, American 
iety for Microbiology, 1965, p. 722. 


f fnthrop\ 

ithrop Laboratories, New York, N. Y. 10016 


Diagnosis: 

cystitis? 

pyelonephritis? 

pyelitis? 

urethritis? 

prostatitis? 

in any case, 
usually gram-negative* 


Therapy: 

two 500 mg. Caplets® q.i.d. 

(initial adult dose) 

NegGram 

Brand of ^W 

nalidixic acid 

a specific anti-gram-negative 

eradicates most urinary 
tract infections... 


• Low incidence of untoward effects; no fungal 
overgrowth, crystalluria, ototoxic or nephrotoxic 
effects have been observed. 

• “Excellent” or “good” response reported in 
more than 2 out of 3 patients with either chronic 
or acute gram-negative infections. 1 


*As many as 9 out of 10 urinary tract infections are now caused 
by gram-negative organisms: E. coli, Klebsiella, Aerobacter, 
Proteus, Paracolon or Pseudomonas 2 ... However, infections of the 
urethra and prostate caused by non-gonococcal gram-negative 
organisms are believed to be less prevalent. 






Proudly Announces The Showing 

Of the New 250 S & 250 SE 



MERCEDES-BENZ 


Baltimore's only Authorized Dealer 
for Sales, Service and Parts 


R. & H. Motors, 

4810 Belair Rd. 

Baltimore, Md. 21206 


Inc. 

426-9200 


Now’s The Time 


For that Very Special Person 
on your Christmas list, we 
will design and make an 
INDIVIDUAL gift of rare 
beauty — carrying out your 
ideas or combining with 
ours. 



Please do not delay. Special items 
require plenty of time to produce. 




CAPLAN 




231 N. Howard St., Baltimore (MU 5-8800) 

Tidewater Inn, Easton, Md. (TA 2-1553) 



Maryland’s Exclusive Representatives of 

OLEG CASSINI 

WORLD-FAMOUS FURS 

Maryland’s oldest 
and largest furrier 

225 N. HOWARD ST. 

BALTIMORE, MD. 



Specializing in the 
fitting of shoes 
for proper foot function 
and comfort 

ACCURATE PRESCRIPTION WORK 

ZIMMERMANN’S 

COMFORTABLE SHOES 

227 W. Saratoga St. Baltimore, Md. 21201 

STORE HOURS 

Monday, Tuesday, Wednesday, Friday 
and Saturday... 9:30 A.M. to 5:15 P.M. 
Thursday . . . 9:30 A.M. to 8:30 P.M. 
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EXECUTIVE SECRETARY’S NEWSLETTER 


NIH 

PATIENT 

REQUEST 


ALCOHOLISM 

FAIR 


PHYSICIAN 

MANPOWER 


NEWS 


October, 1966 


The National Institutes of Health has made known 
its need for patients as follows: 

HodgkhPs Disease: patients with no previous 

treatment or minimal prior treatment. All clinical 
stages of biopsy-proven disease are acceptable. 
Major purpose of the study is to determine the 
curative potential of intensive radiotherapy in 
localized cases and to evaluate combination 
chemotherapy and x-irradiation in patients with 
generalized involvement. 

Chronic Lymphocytic Leukemia : Referrals of 
selected patients, particularly those with high 
circulating lymphocyte counts, are needed. This 
is part of a continuing study of this disease, 
including therapy in patients with this disorder. 

Eor further details, contact the Faculty office. 

The Baltimore Area Council on Alcoholism is 
scheduling a Fair to be held at the Church of the 
Redeemer, October 27 and 28, from 3:30 p.m. 
to 6:30 p.m. The Faculty's Subcommittee on 
Alcoholism has endorsed this project in public 
education and urges physician attendance wherever 
possible. 

Increases in medical school enrollment and grad¬ 
uation are depicted below: 

1940 1965 

Enrollment 21,271 32,428 

Graduates 5,097 7,409 

Planned expansion in 1967 will result in 992 addi¬ 
tional places for medical students. In addition, 
at least 25 new medical schools are in the process 
of planning or construction. The State of Mary¬ 
land has under discussion an additional medical 
school, although this is not included in the above 
figure of 25. 


E. Eugene Covington, M.D., has been appointed 
Senior Radiotherapist at Memorial Sloan-Kettering 
Cancer Center. 


NOTES 








The Maryland Association of Private Practicing 
Psychiatrists has listed the following Committee 
Chairmen : 


CONGRESS ON 
SOCIO-ECONOMICS 
OF HEALTH CARE 


AMA-ERF 
FUN (d) 
DAY 


NEW 

LOCATION 


Program - Joseph D. Lichtenberg , M . D . 
Membership- Frederick F. Converse, M.D. 
Public Relations - Jonas R. Rappeport, M.D. 

Irving Freedman, M.D., has assumed his duties 
as the first full-time Chief of Medicine at Lutheran 
Hospital, Baltimore. He was formerly in the 
same capacity at the VA Hospital, Fort Howard. 

American Society of Anesthesiology has designated 
the following new members of that group from 
Maryland : 

Junior Members: D rs. Ines Carmen Cilliani, 

Jai Sung Lee, Hector Cortes Mendez, Carlos 
Garcia Miller, all of Baltimore; Blair Mercer 
Barnett, Silver Spring; Jack Raymond Collins, 
Bethesda; and Edward Patrick Juras, Rockville. 

Federal Associate Member: Robert Michael 
Oliverio, Jr., Annapolis. 

Active Member: Edwin Joel Goldman, Baltimore 

The American Medical Association has announced 
the first national congress on the Socio-Economic 
of Health Care in Chicago, on January 22 and 2'. 
19 67, at the Palmer House. Further details are 
available through the Faculty office. 

The Woman's Auxiliary will sponsor its annual 
AMA-ERF FUN(d) DAY, on Thursday, 
November 10, at the Faculty Building. 

This annual event raises money for contribution 
to the American Medical Association Education 
and Research Foundation. Each local auxiliary 
participates by sponsoring a booth displaying 
wares for sale. Admission, which includes 
lunch, is SI.00. Hours - 11:00 a.m. to 
3:00 p.m. 

The Murray Baumgartner Surgical Instrument Cc 
is now located in their new building at 2501 
G wynns Falls Parkway. 





Your System Also Needs 
Periodic Check-Ups . . . 
Improved routines and 
positive controls 

DOCTOR 


All change is not progress—but 
no progress is ever made 
without change. 

♦ 

"PM SYSTEM" 
COMPLEMENTS 
AUTOMATED BILLING 

♦ 

Accurate diagnosis, your 
full cooperation and our 
continuing supervision 
will assure effective 
control of ALL 
financial matters. 



FINANCIAL MANAGEMENT 
CAN HELP YOU 

DIAL 752-5920 

^Professional Glflanayement Go 

708 Aurora Federal Building 
Baltimore, Md. 21201 

♦ 

NOT A CURE ALL—BUT 
THE BEST AIDE KNOWN 



MURRAY-BAUMGARTNER 

“ Maryland’s House of Service ” 

NOW OPEN IN OUR NEW 
EXPANDED FACILITIES 


2501 GWYNNS FALLS PARKWAY 
PHONE 669-9300 
AMPLE PARKING 


Serving the Medical Profession for 
nearly Half a Century . . . and Now 
Equipped to Serve You Even Better 


SUPPLIES AND EQUIPMENT FOR 


• Hospitals • Doctors 

• Laboratories • Nurses 

• Medical Clinics • Industry 

• Retail Sickroom Supplies and Equipment 

• Professional Appliance Department where 
physicians’ prescriptions are accurately filled 

INQUIRE ABOUT OUR 
RETAIL SERVICE 


0 / hi r/ xii) ^P)amncjaiiner 

M'llCiK AI. I\STRUME\T CO., IXC. 


2501 Gwynns Falls Parkway at Warwick Ave. 


Phone: 669-9300 Baltimore, Md. 21216 
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A Key Site of Action of the 
Protoveratrine A in Salutensin 

“The main function of the 
carotid sinus is regulation of 
the blood pressure... Z’ 1 

The veratrum component of 
Salutensin acts here (and in the 
myocardium), initiating 

. a reflex fall in blood pressure 
through a generalized vaso¬ 
dilation and fall in heart rate.” 2 
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This is 
a logical 

Blood Pressure 
Regulator 


BECAUSE 
IT ENHANCES 
THE BODY’S OWN 
MECHANISMS 
FOR REDUCING 
BLOOD PRESSURE 


In mild 

to moderate hypertension: 

Salutensin enhances the body’s own 
mechanisms for lowering blood 
pressure. The veratrum component 
of Salutensin acts on the carotid 
sinus and myocardial receptors, 
initiating .. a reflex fall in blood 
pressure through a generalized 
vasodilation and fall in heart rate.” 2 
To achieve this reflex modification 
of hypertension, Salutensin 
utilizes protoveratrine A. 

In addition, to facilitate and 
maintain blood pressure reduction, 
Salutensin incorporates reserpine 
and a highly effective thiazide. 

In general, side effects have been 


reported infrequently but 
may include those listed in the 
therapeutic summary. 

Simple dosage—low-cost 
therapy: Many patients on 
Salutensin respond to 1 tablet b.i.d. 
Long-term economy is assured, 
since dosage can frequently 
be lowered after initial control is 
established. 

Available: Prescription-size 
bottles of 60 tablets. 

References: 1. Editorial: JAMA 
191 :592 (Feb. 15) 1965.2. Meil- 
man, E., in Moyer, J.H.: Hyper¬ 
tension, Philadelphia, W B. 
Saunders Company, 1959, p. 395. 


BRISTOLTHERAPEUTIC SUMMARY 
For complete information consult Official 
Package Circular. 

Indications: Essential hypertension. 
Warnings: Small-bowel lesions (obstruc¬ 
tion, hemorrhage, perforation) have oc¬ 
curred during therapy with enteric-coated 
formulations containing potassium, with 
or without thiazides. Such potassium for¬ 
mulations should be used with Salutensin 
only when indicated and should be discon¬ 
tinued immediately if abdominal pain, dis¬ 
tention, nausea, vomiting or gastrointesti¬ 
nal bleeding occurs. 

Contraindications: Salutensin is contra¬ 
indicated in severe depression. 
Precautions: Azotemia, hypochloremia, 
hyponatremia, hypochloremic alkalosis and 
hypokalemia (especially with hepatic cir¬ 
rhosis and corticosteroid therapy) may oc¬ 
cur, particularly with pre-existing vomit¬ 
ing and diarrhea. Potassium loss, which 
may cause digitalis intoxication, responds 
to potassium-rich foods, potassium chlor¬ 
ide or, if necessary, stopping therapy. Se¬ 
rum ammonia elevation may precipitate 
coma in precomatose hepatic cirrhotics. 
Discontinue therapy two weeks before sur¬ 
gery or if myocardial irritability, progres¬ 
sive azotemia or severe depression occur. 
Exercise caution with patients with peptic 
ulcers or renal insufficiency (if severe, 
Salutensin is contraindicated). 

Side Effects: Hydroflumethiazide: Purpura 
plus or minus thrombocytopenia, hyper¬ 
uricemia, leukopenia, hyperglycemia, gly¬ 
cosuria, malaise, weakness, dizziness, fa¬ 
tigue, paresthesias, muscle cramps, skin 
rash, epigastric distress, vomiting, diar¬ 
rhea and constipation. Reserpine: Depres¬ 
sion, peptic ulceration, diarrhea. Parkin¬ 
sonism, nasal stuffiness, dryness of the 
mouth and, with overdosage, agitation, in¬ 
somnia and nightmares. Protoveratrine A: 
Nausea, vomiting, cardiac arrhythmia, pros¬ 
tration, excessive hypotension and brady¬ 
cardia. (Treat bradycardia with atropine 
and hypotension with vasopressors.) 

Usual Dose: 1 tablet b.i.d. 

BRISTOL LABORATORIES 
Division of Bristol-Myers Co. 
Syracuse, New York 


BRISTOL 


Salutensin 


Each tablet contains: 
protoveratrine A, 0.2 mg.; 
hydroflumethiazide, 50 mg.; 
reserpine, 0.125 mg. 




must penicillin 
be a bitter pill 
to swallow? 

not if it is 
V-Cillin K. 



I 


V-Cillin K now has a unique glossy coating 
that banishes bitter penicillin taste and makes 
it easier to swallow. Within six seconds (just 
long enough for the tablet to get past the taste 
buds), the coating dissolves and the penicillin 
is ready for immediate absorption into the 
bloodstream. The patient still gets all the spe¬ 
cial benefits of V-Cillin K, including consistent 
dependability .. . even in the presence of food. 
Indications: V-Cillin K is an antibiotic useful in the 
treatment of streptococcus, pneumococcus, and gono¬ 
coccus infections and infections caused by sensitive 
strains of staphylococci. 

Contraindications and Precautions: Although sensi¬ 
tivity reactions are much less common after oral than 
after parenteral administration, V-Cillin K should not 
be administered to patients with a history of allergy 


to penicillin. As with any antibiotic, observation for 
overgrowth of nonsusceptible organisms during treat¬ 
ment is important. 

Usual Dosage Range: 125 mg. (200,000 units) three 
times a day to 250 mg. every four hours. 

Supplied: Tablets V-Cillin K, 125 or 250 mg., and 
V-Cillin K, Pediatric, 125 mg. per 5-cc. teaspoonful, 
in 40, 80, and 150-cc.-size packages. 


V-Cillin K 


® Six-Second 
Barrier to 
Bitterness 


Potassium Phenoxymethyl 
Penicillin 

Additional information available to phy¬ 
sicians upon request. Eli Lilly and 
Company, Indianapolis, Indiana 46206. 
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Maryland State Medical Journal 
Vol. 15, No. 10 
October, 1966 


THE JOURNAL CHANGES EDITORS 




George H. Yeager, MD 


C. Thomas Flotte, MD 


“The advent of this publication represents 
the culmination of the hopes and efforts 
of the officer body of the Faculty.” 

These were the opening words of George H. 
Yeager, MD, in a FOREWORD to the January, 
1952, issue of the Maryland State Medical 
Journal (Vol. 1, No. 1). The founder and first 
Editor of the Journal, Dr. Yeager had only begun 
his “efforts,” however. He continued as Editor 


until October 1 of this year, when his resignation, 
accepted by the Council on June 9 with regret 
and with an expression of appreciation for his 
many years of service, became effective. 

Dr. Yeager, who is also a past president and 
secretary of the Faculty, is professor of Clinical 
Surgery at the University of Maryland School 
of Medicine and director of Professional and 
Supporting Services at the University Hospital. 
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Maryland General Hospital. 

A diplomate of the American Board of Surgery, 
Dr. Flotte is also a consultant to the U.S. Public 
Health Service in Baltimore and to the National 
Institute of Health in Bethesda. 

Graduated from Franklin and Marshall College 
in 1943, he received his MD from Jefferson 
Medical College in 1946. Following his internship 
at Jefferson Hospital, he served for two years 
with the U.S. Navy Medical Corps in the South 
Pacific. After one year of residency at Washing¬ 
ton Flospital and an additional four years at the 
University of Michigan Hospital, from 1954 
through 1959 he was first an instructor and then 
an assistant professor in surgery and in post¬ 
graduate medicine at the University of Michigan. 
During that period he was also on the staff of the 
University of Michigan Hospital and affiliated 
with the V.A. Hospital in Ann Arbor and the 
Northville and Ypsilanti State Hospitals. 

Dr. Flotte is the author of numerous articles 
on a wide variety of subjects, notably vascular 
disease, a special field of interest. He is also a 
member of many medical societies, local, state and 
national. 

He and his family moved to Baltimore in Janu¬ 
ary. I960. He is married to the former Harriet 
Shand and the father of three children. 

DO YOU HAVE A 

SCIENTIFIC EXHIBIT 

YOU WOULD LIKE TO DISPLAY AT THE 1967 ANNUAL MEETING 

of the 

MEDICAL AND CHIRURGICAL FACULTY? 

The Medical and Chirurgical Faculty, in cooperation with Mead Johnson Labora¬ 
tories, will present an Aesculapius Award to the author of the most outstanding 
scientific exhibit shown at the 1967 Annual Meeting. The Committee on Program 
and Arrangements of the Medical Faculty will judge the exhibit. The winner will be 
presented with a certificate, suitably inscribed with the title of the exhibit and the 
author’s name, and will receive a $200.00 cash prize donated by Mead Johnson 
Laboratories. Presentation will be made during the convention. 

All scientific exhibits accepted for showing at the 1967 Annual Meeting will be 
eligible for judging. As space in the exhibit hall is limited, applications should be 
sent promptly. Physicians interested should contact the chairman, Committee on 
Program and Arrangements, Medical and Chirurgical Faculty, 1211 Cathedral Street, 

Baltimore, Maryland 21201. 

ANNUAL MEETING 
APRIL 19, 20, 21, 1967 
Baltimore 


He is editor of The American Surgeon, chairman 
of the Planning Council for the State Board of 
Health and Mental Hygiene, secretary of the 
Southern Surgical Association, and a member of 
many other medical societies. 

An alumnus of the University of West Vir¬ 
ginia, Dr. Yeager was graduated from the Uni¬ 
versity of Maryland School of Medicine in 1929 
and completed the four-year Surgical Residency 
Program at the University Hospital in 1933. He 
became a diplomate of the American Board of 
Surgery in 1940 and in 1942 began three and 
one-half years of military service in the Pacific. 
During part of that period he was the command¬ 
ing officer of the 42nd General Hospital. He was 
awarded the Legion of Merit in 1945 and is 
presently serving as a surgical consultant to the 
Surgeon General, U.S. Air Force, with the rank 
of Brigadier General. 

Dr. Yeager is the author of more than 60 
published papers. He is married to the former 
Dorothy Stone and they have three children. 

Dr. Flotte Second Editor 

C. Thomas Flotte, MD, co-chief of the Depart¬ 
ment of Surgery and Director of Education at the 
University of Maryland, succeeds George H. 
Yeager, MD, this month as Editor of the Journal. 
He is on the staffs of the University Hospital and 
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"All Interns are Alike" 


It stands to reason. They all go through the same 
training; they all have to pass the same tests; they 
all have to measure up to the same standards; they 
all are underpaid, too. Therefore, all interns are 
alike. 

That's utter nonsense, of course. But it's no 
more nonsensical than what some people say 
about aspirin. Namely: since all aspirin is at least 
supposed to come up to certain required stand¬ 
ards, then all aspirin tablets must be alike. 

Bayer's standards are far more demanding. In 
fact, there are at least nine specific differences in¬ 


volving purity, potency and speed of tablet disinte¬ 
gration. These Bayer® standards result in significant 
product benefits including gentleness to the stom¬ 
ach, and product stability that enables Bayer tab¬ 
lets to stay strong and gentle until they are taken. 

So next time you hear someone say that all 
aspirin tablets are alike, you can say, with confi¬ 
dence, that it just isn't so. 

You might also say that all interns aren't alike, 
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(norethindrone 2 mg. c mestranol 



tablets 


for multiple contraceptive action that has 
produced a record of unexcelled effectiveness 



no unplanned pregnancies 

Norinyl provides multiple action for 
maximum assurance of success. It does 
not depend on ovulation inhibition 
alone for contraceptive effectiveness. 
The mechanism of action of combined 
hormonal therapy results in ovulation 
inhibition reinforced by other protec¬ 
tive mechanisms, including a hostile 
cervical mucus 1 ’ 13 and an acceleration 
of endometrial changes. 1 ’ 3 ’ 7 ’ 16 With 
Norinyl, no unplanned pregnancies 
have been reported to date when used 
as directed. 


inhibition of ovulation by means of 
2 time-proved hormonal agents 

production of a cervical mucus hostile to 
sperm motility and vitality 

creation of an endometrium unreceptive 
to egg implantation 
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plus important supportive 
benefits that help her through 
those critical early months 
of oral contraception 


low incidence of side effects 

Low incidence of BTB and spot¬ 
ting, nausea and amenorrhea 
tends to minimize side effect 
problems and increases patient 
cooperation. 

no confusion about dosage 

An unbreakable “confusionproof” 
package makes it easy to adhere 
to prescribed dosage schedule: in¬ 
dividually sealed tablets numbered 
from 1 through 20 plus monthly 
calendar record enables patient 
to double-check dosage intake by 
day and corresponding tablet num- 



Contraindications: Thrombophlebitis or pul¬ 
monary embolism (current or past). Exist¬ 
ing evidence does not support a causal 
relationship between use of Norinyl and 
development of thromboembolism. While 
a study which was conducted does not 
resolve definitively the possible etiologic 
relationship between progestational agents 
and intravascular clotting, it tends to con¬ 


firm the findings of the Ad Hoc Advisory 
Committee appointed by the Food and 
Drug Administration to review this possi¬ 
bility. Cardiac, renal or hepatic dysfunc¬ 
tion. Carcinoma of the breast or genital 
tract. Patients with a history of psychic 
depression should be carefully studied and 
the drug discontinued if depression recurs 
to marked degree. Patients with a history 
of cerebral vascular accident. 

Warning: Discontinue medication pending 
examination if there is sudden partial or 
complete loss of vision, or if there is a 
sudden onset of proptosis, diplopia or mi¬ 
graine. If examination reveals papilledema 
or retinal vascular lesions, medication 
should be withdrawn. 

Precautions: By May 1963, experience with 
norethindrone 2 mg.—mestranol 0.1 mg. 
had extended over 24 months. Through 
miscalculation, omission or error in taking 
the recommended dosage of Norinyl, preg¬ 
nancy may result. If regular menses fail 
to appear and treatment schedule has 
not been adhered to, or if patient misses 
two menstrual periods, possibility of preg¬ 
nancy should be resolved before resuming 
Norinyl. If pregnancy is established, 
Norinyl should be discontinued during 
period of gestation since virilization of the 
female fetus has been reported with oral 
use of progestational agents or estrogen. 
When lactation is desired, withhold 
Norinyl until nursing needs are established. 
Existing uterine fibroids may increase in 
size. In metabolic or endocrine disorders, 
careful clinical preevaluation is indicated. 
A few patients without evidence of hyper¬ 
thyroidism had elevated serum protein- 
bound iodine levels, which in the light of 
present knowledge, does not necessarily 
imply hyperthyroidism. Protein-bound 
iodine increased following estrogen admin¬ 
istration. Bromsulphalein retention has oc¬ 
curred in up to 25% of patients without 
evidence of hepatic dysfunction. Studies 
from 24-hour urine collections have 
shown an increase in aldosterone and 17- 


ketosteroids and decrease in 17-hydroxy- 
corticoid levels. Thus, Norinyl should be 
discontinued prior to and during thyroid, 
liver or adrenal function tests. Because 
progestational agents may cause fluid re¬ 
tention, conditions such as epilepsy, 
migraine and asthma require careful obser¬ 
vation. Thus far no deleterious effect on 
pituitary, ovarian or adrenal function has 
been noted; however, long-range possible 
effect on these and other organs must 
await more prolonged observation. 
Norinyl should be used with caution in 
patients with bone, renal or any disease in¬ 
volving calcium or phosphorus metabolism. 
Side Effects: Intermenstrual bleeding; 
amenorrhea; symptoms resembling early 
pregnancy, such as nausea, breast engorge¬ 
ment or enlargement, chloasma and minor 
degree of fluid retention (if these should 
occur and patient has not strictly adhered 
to medication plan, she should be tested 
for pregnancy); weight gain; subjective 
complaints such as headache, dizziness, 
nervousness, irritability; in a few patients 
libido was increased. In a total of 3,090 
patients, 2.2% discontinued medication be¬ 
cause of nausea. 

NOTE: See sections on contraindications 
and precautions for possible side effects 
on other organ systems. 

Dosage and Administration: One Norinyl 
tablet orally for 20 days, commencing on 
day 5 through and including day 24 of the 
menstrual cycle. (Day 1 is the first day of 
menstrual bleeding.) 

Availability: Dispensers of 20 and 60 tab¬ 
lets; bottles of 100. 

References: 1. Council on Drugs. JAMA 187:664 (Feb. 
29) 1964. 2. Brvans, F. E.: Canad Med Ass J 92:287 
(Feb. 6) 1965. 3 . Goldzieher, J. W.: Med Clin N Amer 
48:529 (Mar.) 1964. 4 . Cohen, M. R.: Paper presented 
at Symposium on Low-Dosage Oral Contraception, Palo 
Alto, Calif., July 15, 1965. Reported in Med Sci 16:26 
(Nov.) 1965. 5. Hammond, D. 0.: Ibid. 6. Rice-Wray, E., 
Goldzieher, J. W., and Aranda• Rosell, A.: Fertil Steril 
14:402 (Jul.-Aug.) 1963. 7 . Goldzieher, J. W., Moses, 
L. E., and Ellis, L. T.: JAMA 180:359 (May 5) 1962. 
8 . Kempers, R. D.: GP 29:88 (Jan.) 1964. 9 . Tyler, E. T.: 
JAMA 187:562 (Feb. 22) 1964. 10 . Rudel, H. W., Mar- 
tinez-Manautou, J., and Maqueo-Topete, M.: Fertil Steril 
16:158 (Mar.-Apr.) 1965. 11 - Flowers, C. E., Jr.: N 
Carolina Med J 25:139 (Apr.) 1964. 12 . Goldzieher, J. 
W.: Appl Ther 6:503 (June) 1964. 13 . The Control of 
Fertility. Report adopted by the Committee on Human 
Reproduction of the American Medical Association. JAMA 
194:462 (Oct. 25) 1965. 14 . Flowers, C. E., Jr.: JAMA 
188:1115 (June 29) 1964. 15 . Merritt, R. I.: Appl Ther 
6:427 (May) 1964. 16 . Newland, D. 0.: Paper presented 
at Symposium on Low-Dosage Oral Contraception, Palo 
Alto, Calif., July 15, 1965. Reported in Med Sci 16:26 
(Nov.) 1965. 


norethindrone—an original steroid from 
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ORAL DRUGS IN 
THE TREATMENT OF 
DIABETES MELLITUS 


The oral agents available for the treatment of 
diabetes mellitus are divided into two groups, the 
sulfonylurea group and the biguanide group. Of 
the sulfonylurea group, the three agents available 
are tolbutamide (Orinase), acetohexamide 
(Dymelor), and chlorpropamide (Diabinese). 
Tolazimide (Tolinase) will probably be available 
shortly. In the biguanide group the only agent 
available commercially is phenformin hydrochlo¬ 
ride (DBI). 

The first part of this discussion will be limited 
to the sulfonylurea group. The indications for the 
use of these drugs are: 

1. Onset of diabetes after 30 years of age, 

2. Absence of ketonuria, 

3. Absence of severe symptoms, and 

4. Approximately normal weight. 

The contraindications for the sulfonylureas are: 
Absolute: 

1. Ketoacidosis 
Relative: 

1. Juvenile patients, 

2. Classical diabetic symptoms, 

3. Pregnancy, 

4. Surgery or other stress, and 

5. Hepatic and/or renal disease. 

The relative group is so classified because there 

Read before the Spring Scientific Assembly of the 
Maryland and District of Columbia Academies of General 
Practice, May 22, 1966. 

From the Department of Medicine, Georgetown Uni¬ 
versity School of Medicine, Washington, DC. 


DeWITT E. DeLAWTER , MD 
Clinical Associate Professor of Medicine 
Georgetown University School of Medicine 


are instances in which the patient may respond 
satisfactorily in this category. 

The mechanism of action of the sulfonylurea 
drugs may be considered grossly to be increased 
production of and increased release of insulin 
from the beta cells of the pancreas. 

The sulfonylurea drug with which we have had 
approximately ten years’ experience is tolbuta¬ 
mide. Tt is rapidly oxidized to an inactive metabol¬ 
ite; 75% of it is excreted within 24 hours and it 
has a blood half-life of approximately six hours. 
It is marketed in a tablet of 0.5 gm. The average 
dose is 1.5 gm/day, with a maximum dose of 3.0 
gm/day. Administration is usually divided into 
two doses per day. 

The second of the sulfonylurea drugs is ace¬ 
tohexamide. It is rapidly reduced to an inactive 
metabolite; 15% of it is excreted in 24 hours. It 
has a blood half-life of six plus hours. It is 
marketed in dosage forms of 0.25 gm and 0.5 gm. 
The average dose per day is 0.75 gm, with a 
maximum dose of 1.5 gm. This, too, is usually 
divided into two doses per day. 

Chlorpropamide is not metabolized; 25% of it 
is excreted unchanged in 24 hours. It has a blood 
half-life of 30 to 36 hours. It is marketed in 
dosage forms of 0.1 gm and 0.25 gm. The usual 
dose is about 0.25 gm, with a maximum dose of 
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0.75 gin. It is given as a single dose each day. An 
occasional disulfiram (Antabuse) flush-type reac¬ 
tion may occur with the drug. 

Tolazimide is 85% excreted in the urine and 
has a blood half-life of seven hours. It is provided 
in dosage forms of 0.1 gm and 0.25 gm. The 
average daily amount is 0.5 gm and is usually 
divided into two doses daily. The maximum 
amount recommended is 1.0 gm/day. 

Failure to respond to the oral agents has been 
generally divided into two classes: primary failure 
and secondary failure. Primary failure indicates 
no degree of satisfactory control of blood sugar 
levels with trial periods of up to one month. 
Secondary failures are those patients having satis¬ 
factory control for at least one month followed by 
unsatisfactory control in spite of maximum accep¬ 
table dose of drug used. Satisfactory control is 
indicated by little or no glucosuria and ability to 
maintain a blood sugar level below 190 mg/100 
ml. 

If properly selected patients are included in a 
series, the usual rate of primary failure is about 
20%. The rate of secondary failure will be related 
to the degree of selectivity used for the series and 
the duration of the therapy. In one group of 200 
patients treated with tolbutamide, the following 
cumulative rate of secondary failure was ob¬ 


served. 1, 2 

One year.16% 

Two years.27% 

Five years.36% 

Ten years.40% 


After five years there were still 26 (13%) patients 
out of the initial group of 200 taking tolbutamide. 
After ten years there were 13 (7.5%) taking 
the drug. 

A comparison of primary and secondary failure 
rates for three agents—tolbutamide, chlorpro¬ 
pamide, and phenformin—after two years of trial, 
is shown in Table 1. It does not show acetohex- 
amide because there has not been enough experi¬ 
ence with this drug to be statistically significant. 
Both tolbutamide and chlorpropamide have a 
primary failure rate of approximately 20%; how¬ 
ever, the secondary failure rate after two years of 
observation is 27% for tolbutamide and 12% for 
chlorpropamide. Note that emphasis is placed on 
two years of therapy because: the shorter the 


period studied, the less the degree of secondary 
failure, and the longer the period studied, the 
greater the degree of secondary failure. In the 
phenformin group there is a great amount of pri¬ 
mary failure (31%) because of the high incidence 
of side effects with the use of this agent. 


Table 1 

A Comparison of Primary and Secondary Failure 
Rates of the Three Hypoglycemic Agents 



Primary 

Secondary 

Drug 

Failure 

% 

Failure 

% 

Tolbutamide 

21 

27 

Chlorpropamide 

18 

12 

Phenformin 

31 

12 


The relative initial response to the incidence of 
secondary failure is shown in Fig 1. It is noted 
that the patients who demonstrate the best initial 
response are less apt to develop secondary failure. 
Those who show marginal or borderline control 
are more apt eventually to develop secondary 
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Fig 1 

Effect of initial response of patients who developed 
secondary failure of response to tolbutamide. 
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failure. By excellent results is meant a blood 
sugar level of 120 mg/100 ml (Folin-Wu) or less; 
good results are approximately 150 mg/100 ml 
or less, and fair results 170 mg/100 ml or less. 
Failure is considered to occur when a patient 
cannot maintain the blood sugar level beneath 
190-200 mg/100 ml. 

A study was made on a group of 35 patients of 
the insulin requirements before and after tolbuta¬ 
mide trials (Fig 2). Twelve patients required 
more insulin before than after the trials; 15 
required less before than after the trials with the 
oral agents, and 8 required the same amount. 
Therefore, it was concluded that the secondary 
failure was not due to a worsening of the diabetes 
since it did not demonstrate an increased require¬ 
ment for insulin after the trial with sulfonylurea 
therapy. 


The results of a group of 25 patients who 
developed secondary failure to tolbutamide is 
illustrated in Fig 3. They were then placed back 
on insulin for approximately six months and tried 
again on tolbutamide. The solid bars indicate the 
duration of the first trial, and the hatched bars 
demonstrated the duration of the second trial. It is 
noted that one patient obtained a successful 
second response for as long as eight months but 
eventually failed. It is concluded from this that 
patients who are secondary failures to the sul¬ 
fonylurea agents may again be tried on the same 
sulfonylurea agent after a rest period on insulin 
therapy, but in each instance they will fail again 
with a lesser duration of successful therapy than 
the first time. This may also explain why an 
occasional patient will respond briefly to a less 
potent sulfonylurea agent after secondary failure 


INSULIN 

UNITS 



Fig 2 

Insulin requirements of 35 patients before tolbutamide treatment 
and after secondary failure of response. 
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Fig 3 


Duration of satisfactory responses in patients given retrial on tolbutamide subsequent to a rest 

period after secondary failure. 


to a stronger one. 

A placebo method of therapy was given to 27 
patients with secondary failure to tolbutamide and 
the 27 patients failed. Twenty-five patients were 
retried on tolbutamide and all failed. Thirty-four 
secondary failures to tolbutamide were tried on 
chlorpropamide; 20 failed and 14 were success¬ 
ful. We attributed the effectiveness of the drug to 
its increased half-life and lesser rate of excretion 
of chlorpropamide. Twenty-three secondary fail¬ 
ures to tolbutamide were tried on phenformin. Of 
these, 9 were failures and 14 responded. Phenfor¬ 
min has a different mode of action. The failure to 
respond to one of the sulfonylureas should be 
neither an indication for nor against the person’s 
effectiveness with phenformin. 


The effect of placebo and tolbutamide on six 
obese diabetic patients is shown in Fig 4. On the 
left side is the blood sugar scale of six patients 
treated with four weeks of diet alone with the 
maximum-minimum blood sugar levels, followed 
by four weeks of placebo and diet, and then four 
weeks of diet plus tobutamide. On the right side 
are shown the weights of the same patients on the 
four weeks of diet alone, followed by four weeks 
of placebo plus diet, and four weeks of tolbuta¬ 
mide plus diet. Weight control, as illustrated by the 
bars on the left side, demonstrated the placebo to 
be more effective than tolbutamide and emphasizes 
what has been known for a long time, that weight 
control is very helpful in control of the blood 
sugar level of the obese patient. It is really more 


Fig 4 

Comparative effect of a 
placebo and tolbutamide on 
blood sugar levels and weight 
of six obese patients. 


EFFECT OF PLACEBO AND TOLBUTAMIDE 
ON SIX OBESE DIABETIC PATIENTS 
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When uncontrolled 
diarrhea brings 
a call for help 



When the diarrhea sufferer has run the gamut of 
home remedies without success, pleasant-tasting 
cremomycin can answer the call for help. It can be 
counted on to consolidate fluid stools, soothe intes¬ 
tinal inflammation, inhibit enteric pathogens, and 
detoxify putrefactive materials — usually within a 
few hours. 


cremomycin combines the bacteriostatic agents, j 
succinylsulfathiazole and neomycin, with the ad¬ 
sorbent and protective demulcents, kaolin and pec¬ 
tin, for comprehensive control of diarrhea. 

INDICATIONS: Diarrhea. 

CONTRAINDICATIONS: Do not use in intestinal obstruction, ex- i 
tensive ulceration of bowel, or diverticulosis; in hypersensitivity 
to sulfonamides or neomycin; in pregnancy at term, in premature j 
infants, or during first week of life in the newborn. 

WARNINGS: Use only after critical appraisal in patients with 
hepatic or renal damage, urinary obstruction, or blood dyscra- I 
sias. Fatal hypersensitivity reactions and blood dyscrasias re- I 
ported with use of sulfonamides. Consider periodic blood counts, 
hepatic and renal function tests during intermittent or chronic 
use. 

PRECAUTIONS: Succinylsulfathiazole: Use with caution if there 
is history of significant allergies and/or asthma. Continued use 
requires supplementary vitamins B| and K. Neomycin: Watch for 








your 1$ for 
Cremomycin 
can provide relief 



curare-like neuromuscular block during anesthesia if neomycin 
is used preoperatively in large doses when renal function is 
poor; watch for overgrowth of nonsusceptible organisms. Con¬ 
sider possibility of ototoxicity and nephrotoxicity with prolonged 
high dosage. 


SIDE EFFECTS: As with all sulfonamides: Headache, malaise, an¬ 
orexia, G.l. symptoms, hepatitis, pancreatitis, blood dyscrasias, 
neuropathy, drug fever, rash, conjunctival and scleral injection, 
petechiae, purpura, hematuria, and crystalluria have been noted. 
Reduced fecal output of thiamine and decreased synthesis of 
vitamin K have been reported. Neomycin: Nausea, loose stools. 


Before prescribing or administering, read package circular with 
product or available on request. 


promptly relieves diarrheal distress 

Cremomycin* 


ANTIDIARRHEAL 


Composition: Each 30 cc. contains neomycin sulfate 300 mg. 
(equivalent to 210 mg. of neomycin base), succinylsulfathiazole 
3.0 Gm., colloidal kaolin 3.0 Gm., pectin 0.27 Gm. 


©MERCK SHARP &D0HME 


Division of Merck & Co., Inc., West Point, Pa. 


where today’s theory is tomorrow’s therapy 








important than any of the oral agents. 

Patients who are not successful with sulfonyl¬ 
urea therapy, or have developed secondary failure 
and are not successful on phenformin therapy to 
maximum dosage, often will show improvement on 
combination therapy of chlorpropamide plus 
phenformin. We have had 31 of 46 patients tried 
on such a combination who were successful. The 
dose is usually 0.5 gm chlorpropamide and 0.1 gm 
phenformin hydrochloride—in a timed-disinte¬ 
gration capsule (TD). Very occasionally, insulin 
plus phenformin is used to assist in the stabiliza¬ 
tion of a brittle diabetic. 

If the patient requires insulin, he should have 
an adequate dose of insulin and no sulfonylurea 
therapy. 

Table 2 has been compiled to show the com¬ 
parative daily costs of hypoglycemic agents. It is 
self-explanatory. Of course, 70 % of diabetics are 
overweight and could possibly be controlled on 
diet alone. Of the sulfonylurea drugs, the 
cheapest average daily dose is chlorpropamide. If 
combination therapy is used, it becomes quite 
expensive. 


Table 2 

Daily Costs of Hypoglycemic Agents 


Drug 

Amount 

Cost 

Insulin 

40 Units 

$ .15 

Tolbutamide 

1.5 gm 

.27 

Acetohexamide 

1.0 gm 

.18 

Chlorpropamide 

0.25 gm 

.14 

Phenformin TD 

0.1 gm 

.24 

Combination 



Chlorpropamide 

0.5 gm 

.28 

Phenformin TD 

0.15 gm 

.36 

Cost is of considerable 

importance 

to these 


patients because of the long period of time in 
which they take the drug. 

The other oral agent group not previously 
discussed is the biguanide group of which phen¬ 
formin hydrochloride is the example. Indications 
for use of this drug are overweight adult diabet¬ 
ics, nonketotic adults who do not respond to 
sulfonylurea drugs, and in combination with the 
sulfonylureas when there is a poor response form 
each drug used alone. 


Phenformin increases the glucose uptake in the 
muscles. Its metabolic rate is unknown. The 
duration of activity of tablets is perhaps three to 
six hours and the TD capsules, 8 to 16 hours. 
Dosage form is tablets of 0.025 gm and TD 
capsule of 0.05 gm. Minimum dose is 0.025 gm; 
average dose is about 0.125 gm to 0.15 gm, and 
maximum dose is 0.3 gm or to tolerance. It is 
usually divided into two or more doses daily. The 
results in 177 patients treated with phenformin 
are: satisfactory 56%, unsatisfactory 42%, other 
2 %. As the dose is increased, the side effects 
become relative to this increase. 

The criteria for control to be strived for in the 
treatment of diabetes are: 

1. Relief of symptoms of diabetes. 

2. Avoidance of hypoglycemia. 

3. Maintenance of normal weight. 

4. Absence of glucosuria. 

5. Blood sugar levels between 80-130 mg/100 
ml before each meal. 

If excellent control can be achieved with a 
sulfonylurea drug, with phenformin, or with a 
combination of the two, this is the treatment of 
choice. If it cannnot be achieved with an oral 
agent, the physician should not hesitate to advise 
the use of insulin and discontinue inadequate 
control with oral agents. 

3848 Porter Street, NW 
Washington, DC 20016 


GENERIC AND TRADE NAMES OF DRUGS 

Acetohexamide —Dymelor 
Chlorpropamide —Diabinese 
Phenformin hydrochloride —DBI 
Tolazimide —T olinase 
Tolbutamide —Orinasc 


Figures 1, 2, and 3 are reproduced with permission 
from the Journal of the American Medical Association 
(171:1786-1792 [Nov 28] 1959). 

Figure 4 is reproduced with permission from the 
Annals of Internal Medicine (50:1407-1414 [June] 1959). 
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ANNOUNCING 


potent combination in 



ERYTHROMYCIN ETHYL SUCCINATE-TRISULFAPYRIMIDINES 



tablets 








When combination antibiotic 
therapy is indicated... 



CONSIDER: an exceptionally high 
cure rate in susceptible infections 


The rationale : When combined, Erythrocin and 
the trisulfapyrimidines (triple sulfas) are indicated 
in infections that are more susceptible to the 
combination than to either agent alone. Such 
conditions are usually found in urinary, lower 
respiratory tract and chronic ear conditions. 


96.5%. Side effects were experienced by only four 
of the patients. 


The results: Clinical studies involving 142 
young patients showed an overall cure rate of 


The acceptance: The majority of the 142 
patients studied expressed a definite liking for 
the products. There were only two refusals. An 
independent taste-test with 50 healthy children 
further substantiated the excellent acceptability 
of the orange-flavored forms. : 602 <*i 
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ERYTHROCIN-SULFAS 

ERYTHROMYCIN ETHYL SUCCINATE-TRISULFAPYRIMIDINES 
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In Chewable Tablets 
In Granules for Oral Suspension 




ERYTHROCIN-SULFAS 

Brief Summary 

Indications: Use Erythrocin-Sulfas in in¬ 
fections more susceptible to the combination 
than to either agent alone. These are usually 
found in urinary, lower respiratory tract, 
and chronic ear infections. 

Contraindications: Known sensitivity to 
erythromycin or sulfonamides. Because of 
the possibility of kernicterus with sulfona¬ 
mides, do not use in pregnancy at term, 
premature or new born infants. 

Warnings: As with other forms of sulfona¬ 
mide therapy, carefully evaluate patients 
with liver or kidney damage, urinary ob¬ 
struction, or blood dyscrasia. Deaths have 
been reported from hypersensitivity re¬ 
actions and blood dyscrasias following use of 
sulfonamides. Perform blood counts and 
liver and kidney function tests if used re¬ 
peatedly at close intervals or for long periods. 

Precautions: Use sulfonamides with cau¬ 
tion in patients with a history of allergy. 
Assure adequate fluid intake to prevent crys- 
talluria and institute alkali therapy if in¬ 
dicated. 

Adverse Reactions: Sulfonamide therapy 
may be associated with headache, nausea, 
vomiting, urticaria, diarrhea, hepatitis, pan¬ 
creatitis, blood dyscrasias, neuropathy, drug 
fever, skin rash, injection of the conjunctiva 
and sclera, petechiae, purpura, hematuria 
and crystalluria. 

Side effects due to erythromycin are in¬ 
frequent, but occasional abdominal discom¬ 
fort, nausea, or vomiting, urticaria and other 
skin rashes may occur. 

If a reaction or overgrowth of nonsuscep- 
tible organisms occurs, withdraw the drug. 

Supplied : The Granules for Oral Suspension 
come in bottles of 60 ml. and 150 ml. The 
Chewable tablets are in bottles of 50. Each 
5-ml. teaspoonful of reconstituted Granules 
or each Chewable tablet provides erythro¬ 
mycin ethyl succinate equivalent to 125 mg. 
of erythromycin activity and 167 
mg. each of sulfadiazine, sulfa- 
merazine and sulfamethazine. 603303 
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The discomforts of 


DIARRHEA 
MUCOUS COLITIS 
DIVERTICULITIS 
SPASTIC URETERITIS 
BLADDER SPASM 

are relieved hy 

direct musculo tropic action 

with . 


»j 


Trocinate 


BRAND THIPHENAMIL HC1 



Available in 100 milligram pink sugar- 
coated tablets. 


The high therapeutic index permits dos¬ 
age sufficient to relieve spasm promptly. 
Administer 4 tablets every 4 hours until 
relief is constant, then adjust mainte¬ 
nance dosage. 

Trocinate BRAND THIPHENAMIL HC1 

Directly relaxes smooth muscle spasm 
Combats hypermotility 
Non-mydriatic, may be used in glaucoma 

Sixteen years of clinical use, with absence of 
untoward effects, has established the safety 
and effectiveness of Trocinate. 

Trocinate is metabolized in the body and 
completely eliminated, which is a safety 
factor. Dosage must be sufficient to maintain 
the therapeutic blood level. 

DISPENSED IN BOTTLES OF 

100, 250 AND 2000 TABLETS 
Literature and samples sent upon request 

WM. P. POYTHRESS & CO., INC. 
RICHMOND, VIRGINIA 

Manufacturers of ethical pharmaceuticals since 1856 
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To help dispel the symptoms 
of mild depressive states 


CONSIDER 


DEXAMYL @ 


FIRST 


brand of dextroamphetamine sulfate and amobarbital 


Often within the hour, ‘Dexamyl’ works 
to help dispel such symptomsas apathy, 
pessimism, loss of interest and initia¬ 
tive, and lack of ability to concentrate. 


Formulas: Each ‘Dexamyl’ Spansule® capsule (brand of sustained release capsule) No. 1 
contains 10 mg. of Dexedrine® (brand of dextroamphetamine sulfate) and 1 gr. of amobarbital, 
derivative of barbituric acid [Warning, may be habit forming]. Each ‘Dexamyl’ Spansule capsule 
No. 2 contains 15 mg. of Dexedrine (brand of dextroamphetamine sulfate) and IV 2 gr. of 
amobarbital [Warning, may be habit forming). 

The following is a brief precautionary statement. Before prescribing, the physician should be 
familiar with the complete prescribing information in SKAF literature or PDR. 

Precautions: Use with caution in patients hypersensitive to sympathomimetics or barbiturates 
and in coronary or cardiovascular disease or severe hypertension. Do not use in patients 
taking MAO inhibitors. Excessive use of the amphetamines by unstable individuals may 
result in a psychological dependence; in these instances, withdraw the medication. Use 
cautiously in pregnant patients, especially in the first trimester. Side effects: Insomnia, excita¬ 
bility and increased motor activity are infrequent and ordinarily mild. 

SMITH KLINE 4 FRENCH LABORATORIES 
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1 DIABETES-OBESITY: 

A NEW CONCEPT AND 
ITS MANAGEMENT 


Linking the two conditions obesity and diabe¬ 
tes with the term “obesity-diabetes” in the past 
has been done infrequently and casually. Possibly 
it has been used more often by myself than by 
others. About five or six years ago T attempted to 
emphasize the importance of the association by 
the initiation of a special clinic, the Obesity- 
Diabetes Clinic, for problems of this nature. Re¬ 
cently a rapid accumulation of evidence has given 
this hyphenation a new twist and a deeply signifi¬ 
cant meaning. It now seems probable that the 
obesity which is present in possibly as many as 
85% of the older, maturity-onset diabetics is not 
“the most important precipitating and aggravating 
factor” of their disease. On the contrary, the 
obesity which precedes diabetes may be caused 
basically by the same inherited genetic defect 
which produces the clinically detectable impair¬ 
ment of carbohydrate metabolism. This new con¬ 
cept indicates that the obesity is actually an earlier 
stage of diabetes which may be present for many 
years prior to the development of carbohydrate 
tolerance. To put it simply; The patient did not 
become diabetic because he was obese. He became 
obese because he was diabetic! What appeared to 
be the principal cause (obesity) producing the 
effect (diabetes) is now being viewed as a 
manifestation of the developing clinical disease. 
For this reason (and I hope this does not add to 
the confusion of terms with which the explosion 
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of knowledge in the field of diabetes has burdened 
us), 1 think it would be more appropriate to call 
this entity diabetes-obesity, at least in its premell- 
itic if not in its postmellitic phase. It might be 
descriptive of the situation to speak now of 
“fat-diabetes” in which the clinical state is more 
one of abnormal fat metabolism in distinction 
from the later stage in which carbohydrate metab¬ 
olism appears to be most disturbed. 

The hypothesis that obesity can be a prediabetic 
or premellitic phase of diabetes is supported, 
among other evidence, by the repeated demonstra¬ 
tion of increased levels of circulating insulin and 
insulin-like activity in obese subjects who subse¬ 
quently develop diabetes and of normal to elevated 
levels of insulin and insulin-like activity in most 
obese diabetics. These findings have been ade¬ 
quately confirmed. Recently, Berson and Yalow 
have even suggested a classification of diabetes 
based on “high output” and “low output” of 
insulin. In this useful concept the nonketotic, 
maturity-onset diabetic and obesity per se are 
classified by them as high-output forms of diabe¬ 
tes. Indeed, it now seems highly unlikely that any 
overweight diabetic could be suffering from insulin 
deficiency, or as it is called, “insulinoprivic” 
diabetes. 
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SQUIBB NOTES ON THERAPY 


. 


Behind continued high blood pressure readings 
lies the possibility of organic damage 


M ANY OF THE aspects of essential hypertension are 
unpredictable—either because there are a number 
of mechanisms involved or because individuals differ in 
their responses to these mechanisms. 1 

There is one aspect of hypertension, however, that 
seems, in many cases, predictable. “. . . when the blood 
pressure is elevated to a marked degree for an adequate 
period of time, this in itself leads to perpetuation of 
the syndrome with resulting vascular damage through¬ 
out the body.” 14 All too often the disease progresses 
until there is damage to one of three vital organs: the 
heart, the kidney, the brain. 



‘‘Hypertension is certainly a major factor in the gene¬ 
sis of coronary heart disease, and it is even more 
important when compounded with obesity.” 4 

“[Vascular deterioration] can be clearly seen in the 
kidney with a degree of damage that can be measured 
by renal function studies.” 10 

. . most evidence suggests that reduction of blood 
pressure, when it is too high, not only relieves the heart 
of excess work but reduces vascular damage.” 1 

“In short, treatment is indicated.” 1 

Antihypertensive therapy will not restore the blood ves¬ 
sels to normal. Yet many of the vascular changes and 
symptoms caused by increased blood pressure may be 
arrested or alleviated when the blood pressure is re¬ 
duced to normotensive levels. 7 

Reducing the blood pressure helps curtail further vascu¬ 
lar damage and improves the prognosis — when damage 
is not too far advanced before therapy is started. 14 
Essential hypertension is an indication not only for 
treatment, but for early and adequate treatment of the 
patient in question. 

Reduce the blood pressure with Rautrax-N 

Rautrax-N combines the antihypertensive-tranquilizing 
action of whole root rauwolfia with the antihypertensive- 
diuretic action of bendroflumethiazide in one conven¬ 
ient medication. The two drugs complement each other 


so that smaller doses of both are possible. 

Rauwolfia combined with bendroflumethiazide is par¬ 
ticularly effective in long-term therapy, 15 ' 17 since bene¬ 
ficial effects do not diminish with continuous daily 
administration. 

For most patients 1 or 2 Rautrax-N tablets daily are 
sufficient for maintenance therapy. The simplicity, con¬ 
venience and economy of such a dosage schedule are 
of particular benefit to older patients. 

References: 1. Page, I. H., and Dustan, H. P.: The Usefulness of Drugs in the 
Treatment of Hypertension, in Ingelfinger, F. J.; Reiman, A. S., and Finland, 
M.: Controversy in Internal Medicine, Philadelphia, W. B. Saunders Co., 
1966, p. 95. 2. Hollander, W.: The Evaluation of Antihypertensive Therapy 
of Essential Hypertension in Ingelfinger, F. J.; Reiman, A. S., and Finland, 
M.: Controversy in Internal Medicine, Philadelphia, W. B. Saunders Co., 
1966, p. 97. 3. Nickerson, M.: Antihypertensive Agents and the Drug Therapy 
of Hypertension, in Goodman, L. S., and Gilman, A.: The Pharmacological 
Basis of Therapeutics, ed. 3, New York, The Macmillan Co., 1965, p. 727. 
4. Berkson, D. M.: Indust. Med. & Surg. 32:371, 1963. 5. Cohen, B. M.: 
M. Times 91:645, 1963. 6. Lee, R. E., et al.: Am. J. Cardiol. 11:738, 1963. 
7. Moyer, J. H.: Am. J. Cardiol. 9:821, 1962. 8. Moser, M.: New York J. 
Med. 62:1177, 1962. 9. Wood, J. E., and Battey, L. L.: Am. J. Cardiol. 9:675, 
1962. 10. Moyer, J. H., and Heider, C.: Am. J. Cardiol. 9:920, 1962. 11. 
Moser, M., and Macaulay, A. I.: New York State J. Med. 60:2679, 1960. 
12. Judson, W. E. : Nebraska M. J. 44:305, 1959. 13. Hodge, J. V.j McQueen, 
E. G., and Smirk, H.: Brit. M. J. 1:5218, 1961. 14. Moyer, J. H., and Brest, 
A. N.: Hypertension Recent Advances, Philadelphia, Lea & Febiger, 1961, 
p. 633. 15. Berry, R. L., and Bray, H. P.: J. Am. Geriatrics Soc. 10:516, 
1962. 16. Reid, W. J.: J. Am. Geriatrics Soc. 13:365, 1965. 17. Feldman, 
L. H.: North Carolina M. J. 23:248, 1962. 

Contraindications: Severe renal impairment or previous hypersensitivity. 
Warning: Ulcerative small bowel lesions have occurred with potassium- 
containing thiazide preparations or with enteric-coated potassium salts sup¬ 
plemental^. Stop medication if abdominal pain, distension, nausea, vomiting 
or G.l. bleeding occur. 

Precautions and Side Effects: The dose of ganglionic blocking agents, vera- 
trum or hydralazine when used concomitantly must be reduced by at least 
50% to avoid orthostatic hypotension. Caution is indicated in patients 
with depression, suicidal tendencies, peptic ulcer; electrolyte disturbances 
are possible in cirrhotic or digitalized patients. Marked hypotension during 
surgery is possible; consider discontinuing two weeks prior to elective surgery 
and observe patients closely during emergency surgery. Rauwolfia prepara¬ 
tions may cause reversible extrapyramidal symptoms and emotional depres¬ 
sion, diarrhea, weight gain, edema, drowsiness may occur. Bendroflumethia¬ 
zide may cause increases in serum uric acid, unmask diabetes, increase 
glycemia and glycosuria in diabetic patients, and may cause hypochloremic 
alkalosis, hypokalemia; cramps, pruritus, paresthesias, rashes may occur. 
Dosage and Supply: Initial dosage, 1 to 4 tablets daily, preferably at meal¬ 
time. Maintenance, 1 or 2 tablets daily. Rautrax-N is supplied as capsule¬ 
shaped tablets containing 50 mg. Rauwolfia serpentina whole root (Rau- 
dixin®), 4 mg. bendroflumethiazide (Naturetin®), 400 mg. potassium chloride. 
Also available: Rautrax-N Modified — capsule-shaped tablets containing 
50 mg. Rauwolfia serpentina whole root (Raudixin), 2 mg. bendroflumethia¬ 
zide (Naturetin), 400 mg. potassium chloride. Both potencies available in 
bottles of 100. For full information, see Product Brief. 
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Pathogenesis 

Currently the most appealing theory of the 
pathogenesis of most diabetes is that it is due to 
an enzymatic defect in the biosynthesis of insulin 
with the compensatory overproduction of an ab¬ 
normal, biochemically less active form. Although 
this may be abnormal insulin in that its effect on 
the transport of glucose into the cell is impaired, 
it is either normal or more active than normal in 
regard to fat synthesis and deposition. In the 
months or years preceding the loss of pancreatic 
ability to compensate for defective insulin forma¬ 
tion, an insulin-effected lipogenesis produces obes¬ 
ity. Proportionately little diabetes is due to an 
actual deficiency or relative deficiency of insulin. 
The greater portion is due to a lack of effective 
insulin action stemming from one or possibly 
several different causes. 

Establishing the cause as genetic may tend to 
eradicate the stigma of gluttony and diminish the 
feeling of guilt which many obese diabetics have 
about their obesity. It may also be reassuring to 
physicians to know that this form of obesity is not 
psychogenic in origin and, consequently, may 
respond more readily to therapy. The altered 
relationship of obesity from a cause to a concomi¬ 
tant manifestation of diabetes does not and should 
not change the fundamental therapeutic approach 
to this form of disease. The observation that 
weight reduction improves impaired carbohydrate 
metabolism and that the restoration of normal 
weight often makes diabetes no longer detectable 
by currently available diagnostic methods is as 
valid today as when it was first made more than 25 
years ago. Latent, subclinical, even frank, diabetes 
can be, and often has been, reversed by this means 
alone to the premellitic or prediabetic phase. It is 
the only treatment of diabetes which can produce 
a remission with any degree of consistency. The 
mechanism through which this is accomplished 
may be through the restoration of a state of 
compensation or of sensitivity to impaired en¬ 
dogenous insulin action. 

Management 

The treatment of choice of diabetes-obesity, 
then, is weight reduction. The clinical axiom that 
the primary therapeutic target in this disease is the 
obesity remains unchanged and unchallenged. In¬ 
sulin or oral hypoglycemic drugs should not be 
used until every effort has been made to control 


the diabetes by this means alone over a period of 
at least several weeks. Immediate control is not 
urgent since most of these ketosis-resistant diabet¬ 
ics have had considerable hyperglycemia and 
glycosuria for many months. It is more important 
for the newly discovered diabetic to see his 
glycosuria decrease, then disappear entirely, as he 
loses 10 to 15 pounds. The proper treatment of his 
condition will then be firmly fixed in his mind 
forever. 

A simple diet of mixed nutrients chosen from 
the four basic food groups and calorically restrict¬ 
ed through the use of small portions, estimated by 
household measurements, is recommended. This 
diet should be carefully reviewed with the patient 
as he is started on a “course” of education in good 
nutrition and caloric dietetics. This may loom as a 
difficult task to many physicians because although 
formal medical education is well-founded in the 
biochemistry of nutrition, it is usually lacking in 
its practical application. The patient must learn 
from his physician what the essential food groups 
are and the approximate caloric value of every¬ 
thing he eats. Successful education of the patient 
also requires his acceptance that this new way of 
life has to be permanent. Obesity, whatever the 
cause, is a disease which can only be controlled, it 
cannot yet be cured. Without mental adjustment to 
these facts, the lifetime control of diabetes- 
obesity, as well as obesity per se, is not possible. 

During the early stages of education and mental 
adjustment, a specific mode of appetite control 
may be helpful. Anorexigenic medication, skillful¬ 
ly used, produces chemical control of the appetite 
center and symptomatic relief of hunger. The 
standard and leader in the field of anorexigenic 
agents is phenmetrazine hydrochloride (Prelu- 
din), with dextroamphetamine almost as potent 
and as well-tolerated. These drugs seem to"be par¬ 
ticularly useful in diabetes-obesity because of its 
nonpsychogenic origin. A careful explanation of 
their sole purpose as symptomatic relief is imper¬ 
ative to avoid diverting the patient from his diet 
education to excessive reliance on medication. 

Recently, it has been especially noted that in 
more than 60% of women a negative caloric 
intake below that needed for maintenance will 
produce a reduction in scale-weight for the first 
few weeks or months only. Although the fat 
content of these women is actually decreasing, the 
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development of water retention counterbalances 
the fat loss and effectively masks it. This metabol¬ 
ic abnormality, whose cause is still unknown, is 
less transient and far more common than previ¬ 
ously believed. Its detection and correction with 
diuretics is often essential to long-term successful 
weight reduction. 

Oral Hypoglycemics 

The proper indication for turning to a thera¬ 
peutic trial of oral hypoglycemic drugs is diabetes 
which is uncontrollable, not simply uncontrolled, 
by diet alone. However, if weight loss is not being 
effected in the obese diabetic and glycosuria is 
excessive, the biguanide, phenformin hydrochlor¬ 
ide (DB1), may be tried alone at first. The use of 
any oral hypoglycemic drug in this situation is not 
a therapy of choice but of concession or defeat. 
The enhancement of intracellular oxidation of 
glucose by phenformin in the absence of insulin- 
stimulated increased glucose transportation into 
the cell is usually not sufficient to control the 
diabetes. Consequently, the addition of sulfonyl¬ 
urea of often required. It is probably better to add 
a small dose than switch to sulfonylureas alone to 
minimize the lipogenic effect of their endogenous 
insulin release. 

The combination of chlorpropamide (Diabi- 
nese) with phenformin affords the most ]X)tent 
oral hypoglycemic action available today. Com¬ 
bined therapy should probably be tried in all new 
diabetics of any age if they appear to be of the 


high-output type and are not in serious difficulty, 
before turning to insulin therapy. In the insulin- 
insensitive, often insulin-resistant, obese diabetic, 
the use of insulin is even less appropriate than 
oral hypoglycemic drugs. Injecting insulin adds an 
exogenous source of this lipogenic hormone to 
already increased levels of circulating endogenous 
insulin. What follows is first a discouraging, 
undesirable weight gain and then an increasing 
insulin requirement. The latter effect appears to 
be due to development of a significant amount of 
insulin-binding antibodies. Unfortunately, the 
obese diabetic seems to be particularly predis¬ 
posed to the antigenicity of injected nonhuman 
insulin sources. 

Many obese diabetic patients have been ob¬ 
served with fasting blood sugar levels of 300 to 
400 mg/100 ml without acidosis while receiving 
50 to 150 units of isophane insulin suspension 
(NPH insulin) daily! Instead of increasing their 
insulin, these individuals should be given a trial of 
combined chlorpropamide-phenformin therapy 
without any insulin at all. The combination fre¬ 
quently produces immediate and satisfactory con¬ 
trol. As indicated, the sulfonylurea stimulates the 
output of less antigenic, endogenous insulin and 
the biguanide enhances glucose oxidation (Fig). 
The large amount of exogenous, more antigenic, 
lipogenic insulin needed in these cases to exceed 
the insulin-binding capacity of the serum and 
provide a small amount of free, unbound, active 
insulin may thus be entirely replaced by oral 
drugs. 
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Suggested synergistic action of combined oral hypoglycemic 
drugs in enhancing glucose metabolism. 
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The clinical application of these concepts is 
obvious and practical and has already been tried. 
All obese diabetics receiving insulin should be 
re-evaluated to decide whether attempting substi¬ 
tution of combined oral therapy for insulin is 
warranted. Under careful observation many of 
these patients can be safely converted from unnec¬ 
essary, and to them, at least, possibly harmful, 
insulin therapy. 


follows: diabetes is a genetically determined and 
transmitted defect in carbohydrate metabolism, 
detectable by current diagnostic methods, often 
preceded or accompanied by microangiopathy, 
obesity, or other evidence of a premellitic phase 
and produced by a lack of effective insulin action. 

1056 5th Ave. 
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Definition and Summary 

The recent explosive accumulation of new 
knowledge calls for the frequent redefinition of 
diabetes. At this moment a total concept of the 
disease in summary, which includes and indicates 
the status of diabetes-obesity may be stated as 


GENERIC AND TRADE NAMES OF DRUGS 

Chlorpropamide —Diabinese 
Dextroamphetamine —Dexedrine 
Isophane insulin suspension —NPH insulin 
Phenformin hydrochloride —DBI 
Phenmetrazine hydrochloride —Preludin 
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I S (fewer absent doses by 
m absent-minded patients) 


Human volunteer subjects were administered Geroni- 
azol TT tablets with the nicotinic acid component 
made radioactive with C-14. Plasma and urine sam¬ 
ples were analyzed. (See Figures I and II) The radio¬ 
active tracer study substantiated the previous clinical 
evidence that the release of nicotinic acid from the 
Geroniazol TT tablet produced a gradual rise in 
plasma levels to a plateau for a total of 12 hours and 
more. 

Such proven sustained activity makes the manage¬ 
ment of geriatric patients much easier by minimizing 
the possibility of neglected doses through absent¬ 


mindedness or senile confusion. Therapy can be con- ! 
tinuous on a daily dose of only one Geroniazol TT tab¬ 
let every 12 hours. 

The gradual release of nicotinic acid in Geroniazol! 
TT will provide the well-known peripheral vasodilata¬ 
tion needed in patients with deficient circulation and 
with a minimum amount (if any) of “flushing.” Also, 
cerebrovascular circulation is complemented by pen¬ 
tylenetetrazol, long-established as a cerebral and res¬ 
piratory stimulant. 

Geroniazol TT improves the typical, unfortunate, 
signs of senile confusion. Patients become more alert, j 



















C-14 AS MILLIGRAMS NICOTINIC ACID EXCRETED 


,ged and debilitated 



TIME AFTER ADMINISTRATION (Hours) 


less confused and moody. Personal care, memory, 
emotional stability, social attention improve. Fatigue, 
apathy and irritability are reduced. 

A prescription for 100 tablets of Geroniazol TT will 
permit your patients to enjoy the benefits of time- 
prolonged nicotinic acid/pentylenetetrazol therapy, 
at an economical price. Dosage is only one tablet every 
12 hours. 

Contraindications: There are no known contraindica¬ 
tions. 

Precautions: Exercise caution when treating patients 
with a low convulsive threshold. 


Side Effects: Side effects are rarely encountered, how¬ 
ever due to the vasodilatation effect of nicotinic acid, 
transitory mild nausea, flushing, tingling and pru¬ 
ritus are possible. 

Dosage: One tablet every 12 hours. 

Supplied: Prescribe bottles of 100 tablets, to take ad¬ 
vantage of recent price reduction. 

References: 1. Report by Nuclear Science & Engi¬ 
neering Corp., Pittsburgh, Pa., in files of Philips 
Roxane Laboratories. 2. Connolly, R.: W. Virginia Med. 
J. 56 :263 (Aug.) 1960. 3. Curran, T. R., and Phelps, 
D. K.: Am. Pract. & Digest Treat. 11 :617 (July) 1960. 
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Look, Doctor, what he needs is a shot of penicillin. 


Maybe. Maybe not. In any case, he needs something to control his cough. 

If it’s the useless, exhausting type of cough that often accompanies respiratory infection or 
allergy, you can provide prompt relief with Novahistine DH. Its decongestant-antitussive 
action controls frequency and intensity of cough spasms without abolishing cough reflex. 
And the fresh grape flavor of Novahistine DH appeals to children and adults alike. 

When your diagnosis is bronchitis, complicated by thick tenacious exudates, Novahistine 
Expectorant is particularly useful. It not only provides decongestive action and controls 
the cough, but also encourages expectoration, thus easing bronchial obstruction. 

Use with caution in patients with severe hypertension, diabetes mellitus, hyperthyroidism 
or urinary retention. Ambulatory patients should be advised that drowsiness may result. 
Continuous dosage over an extended period is contraindicated since codeine phosphate 
may cause addiction. 

Each 5 ml. teaspoonful of Novahistine DH contains codeine phosphate, 10 mg. (Warning: 
may be habit forming); phenylephrine hydrochloride, 10 mg.; chlorpheniramine maleate, 
2 mg.; chloroform (approx.), 13.5 mg.; l-menthol, 1 mg. (Alcohol 5%). Each 5 ml. of 
Novahistine Expectorant contains the above ingredients and, in addition, glyceryl 
guaiacolate, 100 mg. 
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PITMAN-MOORE Division of The Dow Chemical Company, Indianap: is 
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COMPLICATIONS IN THE USE OF 
ORAL HYPOGLYCEMIC AGENTS 


The complications associated with the use of any 
therapeutic modality become extremely important 
factors, since certainly the treatment must not be 
more serious than the disease, and the newly 
contemplated therapy, if more advantageous, must 
be reasonably as safe as that which is already 
available. In diabetes we have a most wonderful 
drug, namely, insulin. Insulin has withstood the 
test of time and is uniformly therapeutically 
successful under all conditions. It is associated 
with virtually no toxic reactions. Therefore, we 
have a right to expect considerable safety in the 
use of oral agents, even though they offer the 
highly desirable feature of not requiring daily or, 
at times, even more than daily injections with a 
needle and syringe. 

One can state categorically that the complica¬ 
tions associated with oral therapeutic agents in 
clinical use today are remarkably minimal and 
mild. These drugs are essentially safe and are 
associated with few reactions of any consequence. 

I think it pertinent to stress that they are not 
effective in all instances, and one must be alert to 
prevent the possible complication of ketoacidosis 
in these cases. Even when one can anticipate a 
high degree of success, there still are some 
primary failures, defined as those who do not 
respond to the drug before three to six months 
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have elapsed, and secondary failures, which may 
be defined as those diabetic patients who no longer 
respond after a satisfactory initial response of six 
to twelve months’ duration. The incidence of 
secondary failure is reportedly higher with tolbu¬ 
tamide (Orinase) 1 than with chlorpropamide 
(Diabinese). The treatment for this is to change 
to another of the oral agents to combine a sulfony¬ 
lurea with phenformin hydrochloride (DBI), or 
both. If the response still is unsatisfactory, the 
patient is reverted to treatment with insulin. 

Hypoglycemia 

The primary therapeutic effect of these drugs is 
to combat hyperglycemia. As a consequence, an 
abnormal hypoglycemia may be a problem. Any 
of these drugs may cause hypoglycemia which is 
usually short-lived and easily controlled. However, 
there is a small incidence of a serious reaction 
which does not appear to be dose related. This 
rare eventuality occurs almost exclusively in the 
elderly diabetic who has recently undergone a 
period of weight loss and is debilitated. In these 
instances, relatively minute doses, such as one or 
two tablets of the oral sulfonylureas, may produce 
profound and persistent hypoglycemia that may 
last for days and may require the continued use 
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of hypertonic glucose solutions to maintain life. 
Some of these patients either have died or have 
had permanent neuropsychiatric difficulties. This 
has been reported primarily with tolbutamide. The 
probable mechanism is inability to carboxylate 
tolbutamide. 

Tolbutamide is largely excreted in the urine as 
the carboxylic acid metabolite produced by oxida¬ 
tion of the methyl ring. It is of interest, therefore, 
that there has been demonstrated an apparent 
inability to either form or excrete the carboxyl 
tolbutamide metabolite, ie, an apparent inability to 
metabolize and excrete tolbutamide, resulting in 
high therapeutic levels long after discontinuation 
of the drug. This suggests a metabolic (enzymat¬ 
ic) defect. In keeping with this theory, a patient 
has been observed with a prolonged tolbutamide- 
induced hypoglycemia, with a persistently high 
serum level after discontinuation of the medica¬ 
tion. Another way of saying this is that the patient 
does not have the ability to inactivate the drug. 2,3 
A similar case with the use of acetohexamide 
(Dymelor) has recently been observed. 

Soon after the sulfonylureas were introduced, 
they were advocated for many nondiabetic condi¬ 
tions, including acne, angina, parkinsonism, multi¬ 
ple sclerosis, thromboangiitis obliterans, and ar¬ 
teriosclerosis. The hypoglycemic effects of sul¬ 
fonylureas in nondiabetics is much more marked 
than in the diabetic; severe hypoglycemic reac¬ 
tions may, and indeed did, develop even with 
small doses in nondiabetic patients, particularly 
the elderly or debilitated individuals, and are 
followed by serious, irreversible effects. 

Fajans 4 reported that the intravenous adminis¬ 
tration of sodium tolbutamide to six patients with 
functioning islet cell adenoma produced profound 
decrease in blood sugar concentration for a pro¬ 
longed period. There is a twofold importance to 
this: if one suspects the presence of an islet cell 
adenoma and is performing the intravenous tolbu¬ 
tamide test for diagnostic purposes, he should be 
thoroughly prepared to administer large amounts 
of glucose intravenously for prolonged periods of 
time. On the other hand, it must be appreciated 
that this can be an important and definitive 
diagnostic procedure. 

In a discussion of hypoglycemia as a side effect 
and complication, it must be borne in mind that 
the combination of sulfonylurea drugs with phen- 


formin is a potent hypoglycemic agent and may at 
times cause profound hypoglycemia. 

Side Effects 

Side effects of any of the drugs may be divided 
into hypersensitivity reactions and those which are 
dose related. In general, those which are dose 
related are readily controlled by either reducing 
the quantity or stopping the drug. Hypersensitivi¬ 
ty reactions almost always occur during the first 
few weeks of therapy. I recall that when the oral 
hypoglycemic agents were first introduced, it was 
feared that if they had to be discontinued and the 
patient again put on insulin, this would be the 
basis for the occurrence of severe insulin allergy 
insofar as interrupted therapy is often the 
forerunner of insulin allergy. Fortunately, this 
eventuality has not come about, and I have never 
seen a case of insulin allergy when insulin has had 
to be reintroduced under these circumstances. 

One of the more important hypersensitivity 
reactions is jaundice. Jaundice when it occurs 
with the oral agents is invariably the hypersensi¬ 
tive type, namely, cholestatic hepatitis. These 
cases, fortunately, have all been relatively mild 
and the patients have recovered when the drug was 
discontinued. Hepatitis was formerly much more 
common with chlorpropamide; however, since the 
recommended dose of chlorpropamide has been 
reduced to a maximum of 500 mg, there have been 
virtually no cases of clinical jaundice. The inci¬ 
dence of hepatitis today with any of the sulfonyl¬ 
ureas is minimal in frequency and mild in nature. 

Another hypersensitivity reaction is that fol¬ 
lowing the ingestion of alcohol. In a few patients 
who are taking sulfonylurea drugs, the ingestion 
of alcohol results in redness and flushing of the 
skin (the color has been described as “cerise”). 
Other than the discomfort and embarrassment of 
the acute color change, this has no significance. 
Rarely, with chlorpropamide, the ingestion of 
alcohol may produce a severe disulfiram (Anta¬ 
buse) reaction. Also among the hypersensitive 
reactions are the dermatologic complications, in¬ 
cluding erythema nodosum, maculopapular rashes, 
and, rarely, exfoliative dermatitis. 

Although mild and usually transitory, changes 
may occur in liver function tests. A prolonged 
study by Haunz 5 of liver function in patients 
treated with chlorpropamide revealed that after 
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five years there was no significant elevation of 
SGOT, SGPT, or alkaline phosphatase levels. 
When changes in liver function do occur, they are 
those of an inconstant and usually temporary 
increase in serum alkaline phosphatase and sul- 
fobromophthalein retention. 

The nonallergic toxic reactions have been clas¬ 
sified as hematologic or gastrointestinal in nature. 
Occasionally, interruption or even discontinuation 
of therapy is indicated. The most frequent 
side effects with the sulfonylureas in the gas¬ 
trointestinal tract are anorexia, nausea, vomiting, 
epigastric discomfort, and, rarely, diarrhea; these 
are infrequent and usually mild. 6 Many of the 
gastrointestinal symptoms associated with these 
drugs have been eliminated by simply omitting 
coffee from the diet. 

Agranulocytosis has been reported in three 
cases with chlorpropamide and one case with 
tolbutamide. Further investigation showed that in 
at least one case the platelet agglutination test 
result was positive, thus supporting the concept of 
there being an immunologic mechanism. One fatal 
case of aplastic anemia while the patient was 
receiving tolbutamide has been reported, but the 
relationship is highly questionable. 

Other described side effects include chest pain 
and muscle weakness. One case of nephrosis has 
been reported during tolbutamide administration, 
but it has only a presumptive relationship. More 
recently, an association between these drugs and 
the induction of hypothyroidism has been sug¬ 
gested; this must await further confirmation. 

Biguanides 

Since the only biguanide marketed in this coun¬ 
try is phenformin, I shall use the latter name. 
This drug may produce the side effects of nausea, 
vomiting, anorexia, a metallic taste, and unex¬ 
plained weakness and lassitude. These symptoms 
may be severe and definitely limit the use of this 
drug. The symptoms are strictly dose related, and 
their incidence rises rapidly when more than 150 
mg/day are administered to patients. 

I rarely prescribe more than 100 mg/day in any 
patient. 

Nevertheless, since the introduction of the 
prolonged action form of phenformin, the inci¬ 
dence of side reactions has been reduced. No cases 
of liver toxicity have ever been reported with this 


drug, nor have there been any evidences of renal 
or hematologic abnormalities in patients taking 
them. 

The mechanism of action of phenformin is 
entirely different from that of the sulfonylureas. 
Thus, phenformin may be used in cases where 
there is no functioning pancreatic islet cell tissue. 
This is why it was originally introduced for the 
treatment of the juvenile diabetic; but even in 
those cases where it did control the hyperglycemia 
and glycosuria, a stunting of growth resulted, 
presumably secondary to anorexia and diminished 
caloric intake. 

The mechanism of action of phenformin 
revolves around its ability to inhibit some of the 
oxidative systems, such as cytochrome oxidase 
and succinic dehydrogenase." This produces a 
state of tissue anoxia accompanied by an increase 
in glucose uptake and a decrease in hepatic 
production of glucose. The inhibition of respira¬ 
tion causes an increase in both anaerobic glycoly¬ 
sis and lactic acid production. Therefore, pyruvate 
and lactate may, theoretically at least, accumulate 
in the blood. 

It also raises the serious question as to what 
role phenformin plays in lactic acidosis. The 
association of phenformin with inhibition of oxi¬ 
dative systems and theoretic rise in blood lactic 
acid with lactic acidosis seems obvious. However, 
more careful study and contemplation reveal: (1) 
lactic acidosis does not occur only in the diabetic: 

(2) when it does occur in a diabetic, it need not 
be associated with the use of phenformin; and 

(3) when lactic acidosis does occur, it almost 
invariably has an underlying severe pathologic 
derangement associated with shock or a shock-like 
state, such as severe vascular insult to the body 
physiology. 

In a case report of attempted suicide with 
phenformin, there was severe abdominal pain and 
severe cramps, nausea, and explosive vomiting, 
but the blood lactate and blood carbon dioxide 
levels remained normal, and there was no ketone- 
mia. Incidentally, there also was no hypoglycemia. 

A special committee appointed by the American 
Medical Association concluded that phenformin 
does not play a role in lactic acidosis coma when 
it occurs in diabetes. Nevertheless, when one has a 
diabetic patient taking phenformin and the patient 
develops any symptoms that could possibly be an 
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underlying cause of lactic acidosis, it would seem 
logical to discontinue the drug. 

It is important to note that phenformin seldom 
if ever lowers the blood sugar into the range of 
significant hypoglycemia. 

General Comments 

All these drugs share one factor in common, 
namely, they are usually inadequate to control the 
diabetes under conditions of stress, including 
major surgery, trauma, vascular insults, and 
severe infection. Under such circumstances, they 
should be discontinued and insulin used until the 
acute distress has been controlled; they then may 
be reinstituted. 

Certainly it seems clear that it should be first 
established whether dietary therapy is inadequate 
to control the diabetes before using any of these 
drugs. The role of gross dietary indiscretion in 
promoting therapeutic failure is considerable. Be¬ 
cause drug treatment is so convenient, some 
patients become careless about their diet. In 
actuality, the diet requires as great attention as 
with insulin. Diet control is clearly allied to 
success with the oral agents. 

Although we have been discussing the compli¬ 
cations associated with the use of oral agents, a 
very serious question arises as to the efifect of 
these drugs on diabetic complications per se, 
specifically the microangiopathy and neuropathy. 
When first introduced, it was hoped that these 
drugs would not only help control the carbohy¬ 
drate metabolic abnormality, but also would have 
a salutary effect on the degenerative aspects of the 
disease. It may be categorically stated at this time 
that the drugs have had no beneficial effect 
whatosever on complications. Conversely, how¬ 
ever, the drugs have had no deleterious or adverse 
effects on the basic complications. Occasionally 
one sees acute diabetic neuritis precipitated after 
control of the diabetes has been established with 
one of these drugs. It is important, therefore, to 
realize that the drug is not the offending agent. 
Rather, it is the sudden institution of control, and 
not the therapeutic agent, be it insulin, diet, or 
oral hypoglycemic agent. * 1 2 3 4 5 6 7 8 

Department of Medicine 
Mount Sinai Hospital 
11 E 100th St 
New York, NY 10029 


YOU CAN'T ARGUE WITH 90 YEARS 
EXPERIENCE IN FITTING 
INFANTS' AND CHILDREN'S SHOES! 


Parents feel happier 
when their children 
are in the hands of 
Hahn's specially 
trained personnel. 

All children's fittings 
are double checked 
by the Hahn's store 
manager. 

Hahn's feature famous 
quality brand shoes 
for infants' and chil¬ 
dren. 

Our representative 
will be happy to dis¬ 
cuss your patients' 
fitting problems with 
you. 

Phone Dl 7-6363 for a 
convenient appointment. 


HAHN 
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GENERIC AND TRADE NAMES OF DRUGS 
Acetohexamide —Dymclor 
Chlorpropamide —Diabinese 
Phenformin hydrochloride —DBl 
Tolbutamide —Orinase 
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H OUSE IN THE PINES Nurs¬ 
ing and Convalescent Homes 
offer efficient, round the clock care 
under the direct supervision of 
registered nurses, 24 hours a day. 

The aged, convalescent and the 
chronically ill guests enjoy a mod¬ 
ern, home-like atmosphere with the 
most up-to-date medical and therapy 
equipment at their side. 

Complete physical and occupational 
therapy programs are available. 
The recreational programs are de¬ 
signed to full-fill the needs and 
desires of our guests. 


HOUSE IN THE PINES 
NURSING HOMES 


Accredited by the Joint Commission for 
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UP TO 10-12 HOURS’ CLEAR BREATHING ON ONE TABLET 

Dimetapp® Extentabs 

(Dimetane® [brompheniramine maleate], 12 mg.; phenylephrine HCI, 15 mg.; phenylpropanolamine HCI, 15 mg.) 


In sinusitis, colds, or U.R.I., 

Dimetapp lets congested patients 
breathe easy again. Each Extentab 
brings welcome relief all day or all night, 
usually without drowsiness or over- 
stimulation. Its key to success? The 
Dimetapp formula —Dimetane (brom¬ 
pheniramine maleate), a potent anti¬ 
histamine reported in one study to have 
elicited side effects as few as the placebo, * 
teamed with decongestants phenyl¬ 
ephrine and phenylpropanolamine- 
in a dependable 10- to 12-hour form. 

’Schiller, I. W., and Lowell, F. C.: New England 
J. Med. 261:478, 1959. 


Contraindications: Patients hypersen¬ 
sitive to antihistamines. Not recom¬ 
mended for use during pregnancy. 

Precautions: Until the patient’s 
response has been determined, he 
should be cautioned against engaging 
in operations requiring alertness. 
Administer with care to patients with 
cardiac or peripheral vascular 
diseases or hypertension. 

Side Effects: Hypersensitivity 
reactions including skin rashes, 
urticaria, hypotension and thrombo¬ 
cytopenia have been reported on 


rare occasions. Drowsiness, lassitude, 
nausea, giddiness, dryness of the 
mouth, mydriasis, increased irritability, 
or excitement may be encountered. 

Dosage: 1 Extentab morning 
and evening, or as needed. 

Supplied: Bottles of 100 and 500. 

Also available: Dimetapp® Elixir for 
conventional t.i.d. or q.i.d. dosage. 

See package insert for further details. 

A. H. ROBINS CO., INC. 

RICHMOND, VIRGINIA 23220 
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The full 'A grain of phenobarb in the formula 

takes the nervous edge off the pain 
...helps bring out the best in codeine 



Phonanlipn on 'y ' eac ^ n 9 compound 

I IIvllP|JIIGil analgesic that calms 

with C o d 6 i n 6 instead ° f caffeinates 


Each capsule contains: 

Phenobarbital (!A gr.). 16.2 mg. 

(Warning: may be habit forming) 

Aspirin { 2 V 2 gr.).162.0 mg. 

Phenacetin (3 gr.).194.0 mg. 

Hyoscyamine sulfate.0.031 mg. 

Codeine phosphate.!4 gr. (No. 2), 


V 2 gr. (No. 3), 1 gr. (No. 4) 
(Warning: may be habit forming) 


Contraindications: Hypersensitivity to any ingredient. 
Precautions: As with all phenacetin-containing products, avoid 
excessive or prolonged use. 

Side Effects: Side effects are uncommon —nausea, constipation, 
and drowsiness have been reported. 

A. H. ROBINS CO., INC., Richmond, Va. 23220 











“In 40 of 44 cases of irritable or spastic 
colon, Cantil [mepenzolate bromide] or 
Cantil with Phenobarbital reduced or 
abolished abdominal pain, diarrhea and 
distention and promoted restoration of 
normal bowel function ... Cantil 
[mepenzolate bromide] proved to be 
singularly free of Anticholinergic 
side-effects ... Urinary retention, 
noted in two cases was eliminated in 
one by reducing dosage."’ 



CANTIL® 

(mepenzolate bromide) 

helps restore normal motility and tone 


IN BRIEF: 

One or two tablets three times a day and 
one or two at bedtime usually provide 
prompt relief. Cantil with Phenobarbital 
may be prescribed if sedation is required. 

Dryness of the mouth or blurring of vision 
may occur but it is usually mild and 
transitory. Urinary retention is rare. 
Caution should be observed in prostatic 
hypertrophy—withhold in glaucoma. Cantil 
with Phenobarbital is contraindicated in 
patients sensitive to phenobarbital. 

Supplied: CANTIL (mepenzolate bromide) 
—25 mg. per scored tablet. Bottles of 100 
and 250. CANTIL with PHENOBARBITAL 
—containing in each scored tablet 16 mg. 
phenobarbital (warning: may be habit 
forming) and 25 mg. mepenzolate bromide. 
Bottles of 100 and 250. 

1. Riese, J.A.: Amer. J. Gastroent. 28:541 (Nov.) 1957 
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ACUTE AND CHRONIC 
INFLAMMATION OF THE 
BRONCHIAL TREE 


To some extent every patient with pneumonia, 
no matter whether bacterial, rickettsial, viral, or 
chemical in origin, has some concomitant bron¬ 
chitis and tracheitis. In general, the symptoms 
produced by the bronchitis are of minor severity 
and as the pneumonia responds to treatment, they 
subside. Rarely cough may be so irritative and 
distressing, as for example in primary atypical 
pneumonia, that symptomatic treatment is neces¬ 
sary. If this is so, then the best agents for 
suppressing cough are either codeine or dextrome¬ 
thorphan. In some instances relief can be ob¬ 
tained by providing adequate humidification of the 
patient’s room. Phis can be done effectively with 
a simple type of humidifier such as is used in the 
treatment of infantile broncholitis and which is 
available for rent from many pharmacies. These 
forms of bronchitis are of importance only as 
manifestations of the original disease and further 
discussion of them is not indicated. 

In any discussion of chronic inflammation of 
the bronchial tree, the two diseases that immediate¬ 
ly spring to mind are chronic bronchitis and 
bronchiectasis. The latter is becoming relatively 
uncommon and, moreover, as its management is 
well-described in most textbooks, it is felt that it 
would be superfluous to give a long and detailed 
description of the disease in this paper. It seems 
more appropriate to say something about the less 
well-known but much more common condition of 

Read before the Spring Scientific Assembly of the 
Maryland and District of Columbia Academies of General 
Practice, May 21, 1966. 


WILLIAM KEITH C. MORGAN, Ml) 
Assistant Professor of Medicine 
11 niversily of Maryland School of Medicine 


chronic bronchitis. This entity is being recognized 
with increasing frequency now; 20 years ago, 
however, a diagnosis of chronic bronchitis was 
meaningless to most physicians in the United 
States. Currently, the disease has acquired a cer¬ 
tain notoriety as a cause of considerable mortality 
and morbidity in England and to a lesser extent in 
the United States and Western Europe. Increased 
interest in the condition and the more adequate 
dissemination of medical knowledge have led to its 
being described, if a trifle sparsely, in the recent 
editions of the standard textbooks of medicine 
used in the United States. Prior to this it had been 
known as “smoker’s cough,” a term which sounds 
so innocuous that it was not thought worthy of 
mention in learned texts. 

Chronic bronchitis is defined as a disease char¬ 
acterized by the secretion of excess mucus by the 
bronchial tree. Pathologically there is an increase 
in the number of mucous glands and goblet cells 
present in the bronchial wall. This was first 
demonstrated by Dr. Lynne Reid 1 and is illustrat¬ 
ed in the Figure*. In a normal person the mean 
depth of the mucous gland layer (A) is less than 
25% of the distance from the epithelial surface of 
the bronchial mucosa to the cartilage (B). In a 
person with bronchitis the ratio A/B may be 509P 

*Page 58 
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DACTILASE® 

Each tablet contains: 

Dactil® (piperidolate hydrochloride), 50 mg.; 
Standardized cellulolytic* enzyme, 2 mg.; 
Standardized amylolytic enzyme, 15 mg.; 
Standardized proteolytic enzyme, 10 mg.; 
Pancreatin 3X** (source of lipolytic activity), 

100 mg.; Taurocholic acid, 15 mg. 

•Need in human nutrition not established. 

••As acid resistant granules equivalent in activity to 300 mg. Pancreatin N.F. 



In chronic or acute indigestion, fluttery, 
gassy stomachs obtain prompt, gratifying 
relief through the antispasmodic, surface 
anesthetic and enzymatic activity of 
Dactilase. Dactilase decreases hypermotility 
and pain and reduces the production of 
gas. Dactilase does not induce stasis, but 
helps restore normal tone. It has little or no 
effect on enzyme secretions, but adds 
enzymes, thus contributing to the digestive 
efficiency of the patient. 

Side Effects and Contraindications; 

Dactilase is almost entirely free of side 
effects. However, it should be withheld 
in glaucoma and in jaundice due to 
complete biliary obstruction. 

Administration and Dosage: One tablet 
with, or immediately following, each meal. 
Tablets should be swallowed whole. 

Supplied: Bottles of 60 and 250. 
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or more. With the cessation of smoking, the 
mucous gland hypertrophy and bronchial wall 
changes revert in part towards normality. 

Clinically, chronic bronchitis manifests itself by 
symptoms of cough and sputum which occur in 
the absence of localized destructive disease of the 
lungs such as bronchiectasis or tuberculosis. A 
normal person secretes about 100 ml of mucus per 
day. This is analogous to insensible perspiration 
in that one is not aware of it as it is continuously 
swept up by ciliary action and subconsciously 
swallowed. By the time chronic bronchitis has 


tive airway disease, and clinical signs of emphyse¬ 
ma are occasionally found. From now on his 
course is that of slow but steady deterioration 
until he finally succumbs to cor pulmonale or 
respiratory failure. 

Assuming the subject with chronic bronchitis 
seeks medical aid, what can be done to alleviate 
his symptoms? It seems that the excess mucus is 
secreted as a protective measure to counteract the 
chronic irritation produced by air pollution and 
cigarette smoking. The cessation of smoking is 
therefore imperative if it is hoped to arrest the 


EPITHELIUM 



developed, the subject usually has a persistent 
cough. At first the cough is often relatively dry, 
but as time goes on, it produces increasing 
amounts of mucoid sputum. The disease charac¬ 
teristically affects male cigarette smokers living in 
urban communities. In the early stages, the symp¬ 
toms of cough and sputum are accepted with 
equanimity as the price which the smoker must 
pay for his pleasure. Later his attitude changes 
and he finds the price exorbitant. After 5 to 10 
years of his smoker’s cough, the patient notices 
that every time he has a viral infection of his 
upper respiratory tract, it tends “to go to his 
chest.” His sputum becomes mucopurulent or 
frankly purulent, and there is concomitant short¬ 
ness of breath. He is now suffering from obstruc- 


progress of the disease. Secondly, one can attempt 
to relieve the associated obstruction of the smaller 
airways. In general this is irreversible and, conse¬ 
quently, attempts to do this are not too rewarding. 
A third approach concerns itself with the treat¬ 
ment of the infective element of the disease. Much 
of the morbidity and some of the mortality 
produced by chronic bronchitis seem to stem from 
the acute exacerbations that occur most frequently 
in the winter months. During the exacerbations, 
which usually last for five to ten days, the 
patient’s cough becomes worse, his sputum chang¬ 
es from mucoid to mucopurulent or frankly 
purulent, he is often more short of breath, and 
he sometimes has minor constitutional symptoms, 
including anorexia and occasionally low-grade 
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For cold hands and feet, nothing 
beats hot stoves—but they are 
awkward to carry around. Now 
Gerilid, in good-tasting take-along 
chewable tablets can provide 
rapid vasodilation of peripheral 
circulation, bringing real warmth 
to the extremities and decreasing 
sensitivity to sudden temperature 
change. Patients like Gerilid and 
know they are getting relief. 



GERILID 


Each chewable tablet contains: 
nicotinic acid (niacin) 75 mg. and 
aminoacetic acid (glycine) 750 mg. 

Administration and Dosage: One or two 

chewable tablets 3 times a day before 
meals. If flushing is objectionable, dosage 
may be lowered. However, tolerance to 
flushing usually develops without loss of 
efficacy in regard to vasodilation. The 
recommended dosage should not 
be exceeded. 

Side effects: Occasional lightheadedness 
or transient itching which may disappear 
with continued use. There are no known 
contraindications: however, caution is 
advised when there is a concomitant 
administration of a coronary vasodilator. 

Supplied : Packages of 50 chewable tablets. 

Also available in liquid form as 
Geriliquid®, in bottles of 8 and 16 ounces. 
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fever. The precipitating factors and exact cause 
of these exacerbations are still not fully under¬ 
stood, but recently considerable progress has been 
made towards this end. During remissions when 
the patient’s sputum is mucoid, cultures yield a 
variety of organisms, including Diplococcus pneu¬ 
moniae, Haemophilus influenzae, Neisseria catar- 
rhalis, and various streptococci. Many of these 
bacteria seem to be present in the mouth and 
nasopharynx as commensals only. In contrast at 
the time of the exacerbations when the sputum is 
purulent, D pneumoniae and H influenzae are 
isolated much more frequently and it seems that 
the purulence of the sputum is directly related to 
the number of these two organisms present. 2 
Furthermore, suitable antibiotic therapy reduces 
not only the purulence of the sputum but also the 
frequency of isolation of both H influenzae and D 
pneumoniae. It has also been possible to demon¬ 
strate an increased incidence of antibodies to H 
influenzae in subjects with chronic obstructive 
airway disease; however, no rise in antibody titer 
was found at the time of the exacerbations or 
immediately following them. 3 Thus, there is good 
circumstantial evidence that D pneumoniae and H 
influenzae play some role in either the develop¬ 
ment or prolongation of the exacerbations. Addi¬ 
tional evidence in favor of this hypothesis can be 
found from bacteriological examination of the 
secretions of the lower respiratory tract. 1 f during 
bronchoscopy the bronchial tree of a normal 
subject is washed out with a saline solution and 
the aspirate cultured, it will be found to be sterile. 
In contrast, if the same procedure is carried out in 
a patient with chronic bronchitis, the culture of 
the aspirate usually yields H influenzae and D 
pneumoniae. The presence of these organisms in 
the lower respiratory does not of necessity incrim¬ 
inate them as pathogens, but taken in conjunction 
with the other evidence already outlined, it is 
possible to build up a pretty good case against 
them. On the other hand, were bacterial infection 
the whole story, it should be possible to prevent 
the acute exacerbations by putting susceptible 
subjects on a suitable antibiotic throughout the 
winter months. This desired state cannot be 
realized for although, daily administration of 
tetracycline throughout the winter lessens the 
duration of the exacerbations and also seems to 


prevent or reduce the severity of some of them, 
complete protection cannot be achieved by this 
means. 4 Therefore, it seems that factors other 
than primary bacterial infection of this disease 
precipitate the acute exacerbations. Carilli and his 
co-workers studied the natural course of this 
disease and showed that an antecedent viral 
infection preceded the exacerbations in about 
50% of their subjects. 5 Thus, it seems that viral 
infections may damage the bronchial mucosa and 
allow secondary bacterial infection to occur. It 
also seems probable that air pollution can act in a 
similar fashion. The evidence to date suggests that 
the prompt and effective treatment of these ex¬ 
acerbations is as effective as are long-term antibi¬ 
otics. It is therefore recommended that any pa¬ 
tient with chronic bronchitis who develops an 
upper respiratory tract infection with an associ¬ 
ated increase in the purulence of his sputum 
should immediately be given a seven-to-ten-day 
course of an appropriate antibiotic. In this con¬ 
text, one of the tetracyclines (2 gm/day) or 
ampicillin (2 to 4 gm/day) is to be preferred. 
Without any doubt, the best means of avoiding the 
morbidity and mortality associated with the acute 
exacerbations is to prevent them. To a great 
extent this could be effected if there were an 
active polyvalent vaccine available for use against 
the majority of the common viral pathogens 
affecting the respiratory tract. No such vaccine 
exists to date, although attempts are being made to 
manufacture one. Until we can prevent the ex¬ 
acerbations, it behooves us to make every effort to 
treat them as effectively and as early as possible. 

University Hospital 
Redwood and Greene St 
Baltimore, Md 21201 
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In fact, there's as much iron...250 mg. 

...in a 5 cc. ampul of Imferon (iron dextran 
injection) as in a pint of whole blood. 

When iron deficient patients are intolerant 
of oral iron...or orally administered iron 
proves ineffective or impractical...or if 
the patient cannot be relied upon to take oral 
iron as prescribed, Imferon (iron dextran 
injection) dependably increases hemoglobin 
and rapidly replenishes iron reserves. 



. . . IRON 


WHAT’S THE 

COMMON 

DENOMINATOR? 


IMFERON® 

(iron dextran injection) 

IN BRIEF: ACTION AND USES: A single dose of Imferon 
(iron dextran injection) will measurably begin to raise hemo¬ 
globin and a complete course of therapy will effectively rebuild 
iron reserves. The drug is indicated only for specifically- 
diagnosed cases of iron deficiency anemia and then only when 
oral administration of iron is ineffective or impractical. Such 
iron deficiency may include: patients in the last trimester of 
pregnancy; patients with gastrointestinal disease or those re¬ 
covering from gastrointestinal surgery; patients with chronic 
bleeding with continual and extensive iron losses not rapidly 
replenishable with oral iron; patients intolerant of blood trans¬ 
fusion as a source of iron; infants with hypochromic anemia; 
patients who cannot be relied upon to take oral iron. 
COMPOSITION: Imferon (iron dextran injection) is a well- 
tolerated solution of iron dextran complex providing an equiva¬ 
lent of 50 mg. in each cc. The solution contains 0.9% sodium 
chloride and has a pH of 5.2-6.0. The 10 cc. vial contains 0.5% 
phenol as a preservative. 

ADMINISTRATION AND DOSAGE: Dosage, based upon 
body weight and Gm. Hb/100 cc. of blood, ranges from 0.5 cc. 
in infants to 5.0 cc. in adults, daily, every other day, or weekly. 
Initial test doses are advisable. The total iron requirement for 
the individual patient is readily obtainable from the dosage 
chart in the package insert. Deep intramuscular injection in 
the upper outer quadrant of the buttock, using a Z-track 
technique, (with displacement of the skin laterally prior to 
injection), insures absorption and will help avoid staining of 
the skin. A 2-inch needle is recommended for the adult of 
average size. 

SIDE EFFECTS: Local and systemic side effects are few. 
Staining of the skin may occur. Excessive dosage, beyond the 
calculated need, may cause hemosiderosis. Although allergic 
or anaphylatoid reactions are not common, occasional severe 
reactions have been observed, including three fatal reactions 
which may have been due to Imferon (iron dextran injection). 
Urticaria, arthralgia, lymphadenopathy, nausea, headache and 
fever have occasionally been reported. 

PRECAUTIONS: If sensitivity to test doses is manifested, the 
drug should not be given. Imferon (iron dextran injection) must 
be administered by deep intramuscular injection only. Inject 
only in the upper outer quadrant of the buttock, not in the arm 
or other exposed area. 

CONTRAINDICATIONS: Imferon (iron dextran injection) is 
contraindicated in patients sensitive to iron dextran complex. 
Since its use is intended for the treatment of iron deficiency 
anemia only it is contraindicated in other anemias. 
CARCINOGENICITY POTENTIAL: Using relatively massive 
doses. Imferon (iron dextran injection) has been shown to 
produce sarcoma in rats, mice and rabbits and possibly in 
hamsters, but not in guinea pigs. The risk of carcinogenesis, 
if any in man. following recommended therapy with Imferon 
(iron dextran injection) appears to be extremely small. 
SUPPLIED: 2 cc. ampuls, boxes of 10; 5 cc. ampuls, boxes 
of 4; 10 cc. multiple dose vials. 
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MANAGEMENT OF 
INFLAMMATION OF THE UPPER 
GASTROINTESTINAL TRACT 


Part I. Acute and Chronic Pancreatitis 


A discussion of the management of inflammato¬ 
ry disease of the upper gastrointestinal tract 
should properly include that portion of the ali¬ 
mentary canal between the mouth and the ileoce¬ 
cal valve, as well as the pancreas, liver, and biliary 
tract. I would like to limit myself to a discussion 
of the management of one of the most common 
inflammatory problems, pancreatitis, and one of 
the less common but most interesting “inflamma¬ 
tions,” regional enteritis. 

We may divide pancreatic inflammatory disease 
into two broad classifications,—acute and chronic 
pancreatitis. We will later point out that a further 
subclassification is necessary in any discussion of 
chronic pancreatitis. 

Acute pancreatitis may cover a spectrum of 
inflammation ranging from relatively mild pan¬ 
creatic edema, (ie, seen with mumps parotitis) to 
severe, fulminating, largely fatal, necrotic pan¬ 
creatitis. Since therapy of the former is relatively 
simple and the outcome uniformly good, 1 should 
like to discuss that form of pancreatitis which we 
label acute necrosis of the pancreas and which 
includes all instances of acute, necrotic, severe 
pancreatitis. In this form, hemorrhage may or 
may not be a prominent feature. Suppuration is 
relatively infrequent. 

Though the purpose of this symposium is not to 

Read before the Spring Scientific Assembly of the 
Maryland and District of Columbia Academies of General 
Practice, May 21, 1966. 


ROBERT A. FISCHER, MD 
Clinical Instructor in Medicine 
George Washington University School of Medicine 


discuss the etiology and pathogenesis of acute 
pancreatitis, it should be remembered that the 
overwhelming majority of cases are associated 
with either alcoholism or biliary tract disease. It is 
important to distinguish between these two etiolo¬ 
gies because the therapy and prognosis may 
differ. 

MEDICAL THERAPY 
OF ACUTE PANCREATITIS 

Not too many years ago, surgery was felt to be 
the treatment of choice in acute pancreatitis. This 
consisted mainly of cholecystectomy and lesser 
sac drainage. Mortality was, however in excess of 
50%. At present, gastroenterologists and surgeons 
mostly agree that it is unwise to attack acute 
pancreatitis surgically except when suppuration or 
a developing mass has occurred. The other indica¬ 
tion for emergency surgery is the necessity of 
ruling out a possibly perforated viscus. Conserva¬ 
tive medical management is today the treatment of 
choice for acute pancreatitis, and may be divided 
into control of the following modalities. 

A Shock, Dehydration, and Electrolyte balance. 
—The most urgent requirement is the prevention 
and/or treatment of shock. The patient with an 
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METAHYDRIN (trichlormethiazide) 
is prescribed by physicians because it 
not only approximates the diuretic 
efficacy of parenteral meralluride 
injection ... but, it is the least expensive 
of all “brand-name" thiazides. Therefore, 
when you prescribe METAHYDRIN 
(trichlormethiazide) your patients receive 
the thiazide diuretic that removes a little 
more salt and water than earlier 
thiazides, with relatively less loss of 
potassium ... and, it's therapy they can 
more easily afford ... only pennies a day. 


SAVES 

LIVES 

SAVES 

MONEY 

WASTES 

WATER 



METAHYDRIN 9 

(trichlormethiazide) 

oral diuretic 

Dosage: One 2 or 4 mg. tablet 
once or twice daily. 

Precautions: As with all effective 
diuretics, vigorous therapy may produce 
electrolyte depletion. Patients with 
severely reduced renal function should 
be observed carefully since thiazides 
may be contraindicated. Care should 
be taken with patients predisposed to 
diabetes or gout. Patients with a 
tendency to potassium deficiency, as in 
hepatic cirrhosis or diarrheal syndromes, 
or those under therapy with digitalis, 
ACTH, or certain adrenal steroids, also 
should be watched carefully. 

Side Effects: Nausea, flushing, 
constipation, skin rash, muscle cramps 
and gastric discomfort have occasionally 
been noted; rarely thrombocytopenia 
and bone marrow depression, 
photosensitivity, cholestatic jaundice, 
pancreatitis, perimacular edema, gout 
and diabetes have been caused by 
the administration of thiazides. 
Contraindications: Complete renal 
shutdown; rising azotemia or 
development of hyperkalemia or 
acidosis in severe renal disease; 
demonstrated hypersensitivity. 

How Supplied: Bottles of 100 and 
1000 tablets. 
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acute necrotic pancreatitis may lose large amounts 
of whole blood. Initially, plasma loss may be 
extremely severe with a subsequent later fall in 
red cell masses. We have found it expedient to use 
either plasma, albumin, or whole blood replace¬ 
ment. One must never underestimate the immense 
capacity for volume loss in acute pancreatitis. 
With the relatively simple methods today of 
measuring central venous pressure in the right 
atrium, vigorous fluid replacement therapy can be 
undertaken without fear of circulatory overload¬ 
ing. Low molecular weight dextran has been 
found useful in emergency situations where plas¬ 
ma or whole blood are not available. 

Constant gastric suction must be employed to 
remove the stimulus for continuous pancreatic 
secretion. Because of this, electrolyte replacement 
must be given intravenously on the basis of daily 
requirements and loss through continuous suction. 
One must keep an adequate urinary output, 
maintaining at least 1000 cc of urine a day if 
possible. The onset of renal failure is a very poor 
prognostic sign and makes the management of 
electrolyte balance even more difficult. 

Saponification of peripancreatic and mesenteric 
fat may cause removal of massive amounts of 
calcium from the circulation. This may become 
apparent, especially on the second or third day of 
illness. A concentration of less than 7.5 mg/100 
ml is associated with a greater than 80% patient 
mortality. Calcium losses may necessitate the use 
of amounts of intravenous calcium. We have 
found that a 10% solution of calcium gluconate- 
glucoheptonate is satisfactory for replacement 
therapy. The presence of a persistently normal 
serum calcium level in the face of a severe acute 
necrotic or hemorrhagic pancreatitis should alert 
one to the possibility of a functioning parathyroid 
adenoma. Reports of hyperparathyrodism in asso¬ 
ciation with acute pancreatitis have been increas¬ 
ing in recent years. 

/>’. Control of Pain.— It is important to appreci¬ 
ate the necessity for relieving the pain of acute 
pancreatitis, since it may cause severe vasocon¬ 
striction, leading to decreased blood flow to the 
myocardium, and may so impair pancreatic blood 
flow as to convert pancreatic edema into necrosis. 
Meperidine (Demerol) in doses of 50 to 100 mg 
administered intramuscularly every 3-4 hours, 
appears to be the best choice. In addition to its 


atropine-like action, it causes less sphincter 
(Oddi) and duodenal spasm than morphine. 
This advantage may be lost, however, with in¬ 
creasing doses of meperidine. It has been used in 
combination with papaverine (2 gm, given in¬ 
travenously) or nitroglycerin ( -L - -L- grains) 
to enhance the analgesic effect by reducing 
spasm. In patients who do not respond to 
meperidine, a h% solution of procaine (20 ml), 
slowly given intravenously, may be of help. One 
must be alert to the possibilities of hypersensitivi¬ 
ty and anaphylaxis when using this drug. Where 
pain continues, one may try an epidural block 
which provides bilateral anesthesia and anes¬ 
thetizes both the cerebrospinal and afferent viscer¬ 
al fibers which come from the pancreas. 

C. Suppression of the Pancreatic Secretion .— 
Basic to the successful treatment of acute pan¬ 
creatitis is the suppression of the pancreatic 
exocrine secretion by curtailing the secretin 
mechanism. This is accomplished with (a) contin¬ 
uous gastric suction (with the possible exception 
of small amounts of antacid when the patient is 
able to take oral feedings), and (b) suppression 
of cholinergic stimulation with anticholinergic 
drugs. It has been our experience that methanthe- 
line (Banthine), 50 mg given intramuscularly 
every four to six hours; propantheline (Pro- 
Banthine), 15 mg given intramuscularly every six 
hours; atropine sulfate, 0.4-0.8 mg given every 
four hours intramuscularly; or tridihexethyl (Pa- 
thilon), 10-20 mg given every six hours in¬ 
tramuscularly, have been equally effective. Others 
have reported more potent inhibition of pancreas 
secretion with drugs such as pipenzolate (Piptal) 
and mepenzolate (Cantil) in doses of 5 to 25 mg 
given intramuscularly every six hours, respective¬ 
ly. The carbonic anhydrase inhibitor, acetazol- 
amide (Diamox), has been used in doses of 
250-750 mg/day in an effort to reduce the volume 
and bicarbonate concentration of pancreatic 
secretion. 

D. Antienzyme Preparations. —Recently, antien¬ 
zyme treatment preparations have enjoyed usage, 
especially in Europe. The criteria for the usage 
has been based on the idea that some of the 
deleterious effects of acute pancreatitis are due to 
the activation of pancreatic proteolytic enzymes 
and to the elaboration of biological reactive po- 
lypeptides, similar to bradykinin. It is proposed 
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BRING IT DOWN 
AND 

KEEP IT DOWN 



Metatensin lowers blood pressure and 
keeps it low—effectively and 
economically. It combines reserpine 
with trichlormethiazide which affords 
more potent saluresis with less loss of 
potassium than from earlier thiazides. 
Reserpine contributes antihypertensive 
effect by relieving anxiety and tension. 
Metatensin is well-tolerated over long 
periods; with its effectiveness and 
economy it assures antihypertensive 
therapy you and your patients 
can stay with. 

METATENSIN® 

Each scored tablet contains: 
METAHYDRIN® (trichlormethiazide) 

2 mg. or 4 mg. and 
Reserpine 0.1 mg. 

Usual adult dose: One tablet twice 
daily. Precautions and side effects: 
Patients with hepatic cirrhosis or 
diarrheal syndromes, or under therapy 
with digitalis, ACTH, or potassium-losing 
steroids, should be observed for signs 
of hypokalemia. With thiazides, 
electrolyte depletion, diabetes, gout, 
granulopenia, nausea, pancreatitis, 
cholestatic jaundice, flushing, mild 
muscle cramps, constipation, 
photosensitivity, acute myopia, 
perimacular edema, paresthesias, 
neonatal bone marrow depression in 
infants of mothers who received 
thiazides during pregnancy, skin rash 
or purpura with or without 
thrombocytopenia, may occur. With 
reserpine, untoward effects may include 
depression, peptic ulcer and bronchial 
asthma. Withdraw medication at least 
7 days prior to electroshock therapy, 

2 weeks prior to elective surgery. 

Contraindications: Complete renal 
shutdown, rising azotemia or development 
of hyperkalemia or acidosis in severe 
renal disease. 

Supplied: Metatensin tablets, 2 mg., 

4 mg—bottles of 100 and 1000. 
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that in acute pancreatitis trypsin stimulates the 
conversion of bradykiningen to bradykinin. It is 
this active principle which is responsible for local 
pain, vasodilatation, increased vascular permeabil¬ 
ity (leading to severe loss of fluid into the perito¬ 
neal cavity), hypotension, smooth muscle stimula¬ 
tion and the inflammatory reaction. The most 
popular and recent of these antienzyme prepara¬ 
tions is Trasylol or Trasylol-Bayer A-128,* an an¬ 
tienzyme developed in Germany and demonstrated 
experimentally effective against the production of 
trypsin, kallikrien, chymotrypsin, and fibrinolysin. 
The initial enthusiasts reported mortality reduced 
considerably in acute necrotic pancreatitis when 
Trasylol was given intravenously. However, fur¬ 
ther studies in both the United States and Europe 
have been discouraging and report little change in 
mortality or morbidity. Recent laboratory experi¬ 
ments revealed that to be at all effective Trasylol 
must be given early in the course of the disease 
and in very large doses, exceeding 100,000 units 
daily. For this reason it may be effective in cases 
of acute pancreatitis found following surgery, in 
the patient who is already hospitalized. 

E. Infection .—The role of infection in pan¬ 
creatitis has been difficult to evaluate. It is not 
considered a common cause and for this reason 
the role of antibiotics in acute pancreatitis is 
uncertain. We have employed antibiotics (penicil¬ 
lin, streptomycin, the broad spectrum tetracyclines 
and, recently, sodium cephalothin [Keflin]) only in 
fulminating illness where there is evidence of 
superimposed infection, peritonitis, suppuration, 
and/or abscess formation. Under these conditions 
we feel that large doses are indicated. 

F. Carbohydrate Metabolism .—'Transient diabe¬ 
tes mellitus may be seen in 50% of cases of acute 
pancreatitis. This is usually transient in nature, 
but may less commonly proceed to diabetic acido¬ 
sis. For this reason it has been recommended that 
10 units of regular insulin be given with each 50 
gm of glucose administered in 1,000 cc of water. 
Except in cases of shock we have preferred to 
give regular insulin subcutaneously every four to 
six hours on the basis of fractional urine coverage. 
It must be remembered that diabetic coma is rare in 

* Trasylol (made by Farbwerke Bayer, Leverkusen, 
Germany) appears to be a high-molecular-weight poly¬ 
peptide, extractable from the parotid glands of cattle. 


pancreatitis, but represents a catastrophic, almost 
uniformly fatal, event. 

G. Steroid Therapy .—Although there have been 
isolated reports of increased survival rates follow¬ 
ing the administration of adrenocortical steroids 
in severe, acute pancreatitis, most investigators 
have been hesitant to use them. Steroids have been 
shown experimentally, and in humans, to cause 
pancreatic damage and to increase both pancreatic 
enzymes and biocarbonate concentration in early 
phases. For this reason we feel that steroids 
should be used only, if at all, in the acute stage of 
fulminating pancreatitis with vascular collapse. 

H. Hypothermia .—Recent experiments have re¬ 
vealed an increased survival rate in dogs with 
acute hemorrhagic pancreatitis with generalized 
hypothermia. Others have reported increased pan¬ 
creatic damage and enzyme secretion, secondary 
to cooling. We have not been impressed with the 
results seen in the few cases in which hypother¬ 
mia has been employed in acute pancreatitis. 

SURGICAL THERAPY OF ACUTE PANCREATITIS 

As stated earlier, immediate surgical interven¬ 
tion is rarely indicated in acute pancreatitis. 
Certainly, no operation should be contemplated 
until the patient’s cardiovascular system has been 
stabilized. With this in mind, emergency surgery 
may be undertaken: (a) only if such catastro- 
phies as peritonitis, perforation, bowel obstruc¬ 
tion, or vascular occlusion cannot be ruled out; 
(b) where there is clinical and laboratory evidence 
of abscess or pseudocyst formation (This may be 
extremely difficult and diagnosis can only be 
made with evaluation of the full clinical and x-ray 
picture); or (c) where jaundice fails to recede in 
an otherwise clinically improving patient. In the 
event surgery is performed and cholelithiasis is 
found, a cholecystectomy may be performed in the 
presence of mild pancreatic edema. The presence 
of an acute necrotic pancreatitis calls for a 
cholecystostomy with cholecystectomy deferred 
until the patient has recovered from his pancreati¬ 
tis. 

Although we have confined our remarks to the 
treatment of the acute pancreatitis itself, it should 
be mentioned that there are various complications 
of this illness which may require treatment. 
Among them are renal failure, massive ascites, 
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When depressed patients say: 

“1 can't sleep at night" 

"I’m tired all day long” 


NORPRAMIN 

(desipramine hydrochloride) 


non-sedating* rapid-acting 
ANTIDEPRESSANT 


helps restore normal patterns of sleep and activity 


Norpramin (desipramine hydrochloride) 
often reverses the signs and symptoms 
of depression including sleep disturb¬ 
ances feeling of sadness, guilt, anxiety, 
worthlessness and bodily complaints 
without physical basis. In 2-5 days most 
patients become more hopeful, active and 
less weighed down by their problems. 


Norpramin (desipramine hydrochloride) 
has only slight sedative qualities, never¬ 
theless sleep disturbances and restless¬ 
ness are relieved as depression is lifted. 
If anxiety or tension develop or persist a 
tranquilizer may be added or dosage 
reduced. Side effects are usually mild, 
occurring in about 1 of 4 patients. 


Indications: In moderate to severe depression—neurotic or psychotic. Dosage: Optimal results are 
obtained at a dosage of two 25 mg. tablets t.i.d. (150 mg./day). Contraindications and Precautions: Glau¬ 
coma, urethral or ureteral spasm, recent myocardial infarction, severe coronary heart disease and epilepsy. 
Should not be given within two weeks of an MAO inhibitor. Safety in human pregnancy has not been 
established. Adverse Effects: Usually mild, may include: dry mouth, constipation, dizziness, palpitation, 
delayed urination, "bad taste", sensory illusion, tinnitus, agitation and stimulation, sweating, drowsiness, 
headache, orthostatic hypotension, flushing, nausea, cramps, weakness, blurred vision and mydriasis, 
rash, allergy, transient eosinophilia, granulopenia, altered liver function, ataxia and extrapyramidal sjgns. 
Supplied: Norpramin (desipramine hydrochloride) tablets of 25 mg., in bottles of 50, 500 and 1000. 
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splenic rupture, hepatic necrosis and congestion, 
and focal myocardial necrosis. 

The duration of the intensive regimen described 
above should be determined by the clinical state of 
the patient. In the vast majority of patients who 
will recover from their illness, the convalescent 
stage is usually entered into in approximately five 
to seven days. Failure to respond in this period of 
time denotes a poor prognosis. 

THERAPY FOR CHRONIC PANCREATITIS 

Pancreatitis may be classified in the following 
way. 

A. 1. Acute pancreatitis. 

2. Relapsing acute pancreatitis (pancreatic 
restitution takes place following the ill¬ 
ness). 

B. 1. Chronic pancreatitis. 

2. Chronic relapsing pancreatitis (residual 
pancreatic damage remains even though 
the patient may recover from recurrent 
episodes of acute inflammation). 

MEDICAL THERAPY 
OF CHRONIC PANCREATITIS 

The episodes of acute and chronic relapse in 
chronic pancreatitis are treated the same way 
initially as discussed previously for the acute 
pancreatitis with recovery. In the period of silence 
or remission following the acute exacerbation, 
efforts should be made to prevent additional 
seizures and further pancreatic damage. This 
should include: (a) a bland, relatively low fat and 
low roughage diet with avoidance of secretory 
stimulants to reduce gastric acid and secretion 
stimulation and (b) the avoidance of alcohol in 
patients with alcoholic pancreatitis. 

There is no reliable evidence that the use of 
alcohol by patients with pancreatitis, secondary to 
biliary tract disease, enhances damage. However, 
we have impressed upon this type of patient the 
necessity for extreme moderation. Certainly, in 
those patients with alcoholic pancreatitis, all effort 
should be made to eliminate the use of alcohol. 

In the presence of unmistakable pancreatic 
insufficiency, ie, steatorrhea, malabsorption, and 
diabetes mellitus, therapy must also be aimed at 
controlling these disturbances. We must preface 
all remarks, by saying that the medical as well as 
the surgical treatment of chronic pancreatitis and 


pancreatic insufficiency represents at this time a 
tremendous challenge to the physician. It is often 
extremely frustrating and, worse, only partially 
successful. 

The dietary restrictions as described above, 
must be modified to compensate for the nitrogen 
loss in the stools. We believe that a diet containing 
150 gm of protein per day should be taken. 
Dietary fats should be limited to approximately 50 
gm or less per day. Because of the poor hydrolysis 
in pancreatic insufficiency, the presence of dietary 
fat in large amounts tends to increase diarrhea. 

Pancreatic enzyme substances in the form of 
nonenteric-coated viokase (0.5-1 gm) and triple 
strength pancreatin (2-5 gm) should be employed 
when there is evidence of steatorrhea. Because of 
the mechanics of digestion, these enzymes should 
be given every hour while awake for best results. 
One may add bile salts to the regimen to assist in 
fat digestion. There may be a deficiency of the 
fat-soluble vitamins A, D, E, and K. These may 
be administered in water-soluble preparations, to 
be taken orally or parenterally if necessary. 
Calcium supplementation in the form of large oral 
doses of calcium gluconate (6-12 gm daily) may 
also be necessary. 

Iron deficiency anemias are uncommon in 
chronic pancreatitis except following an acute 
attack. Indeed, iron absorption appears to be 
increased in chronic and calcific pancreatitis. The 
use of pancreatic enzyme derivatives actually 
decreases the absorption rate. However, in the late 
stages of the illness, severe steatorrhea may be 
associated with a deficiency in iron absorption. In 
these cases parenteral iron supplements such as 
iron dextran injection (Imferon) should be used. 
After an initial loading, calculated on the basis of 
the patient’s weight and deficit, one may give 
additional increments of 4 cc intramuscularly 
every six months. 

Recent investigations have revealed that 
exocrine pancreatic function is essential for the 
normal absorption of vitamin Bi 2 and folic acid. 
For this reason it may be necessary to supplement 
the diet in chronic pancreatitis with folic acid, 
5-15 mg/day, followed by 5 mg/day, and cyano- 
cobalamin, 30 mg administered intramuscularly on 
a monthly basis. 

Perhaps the most difficult aspect of the man¬ 
agement of chronic pancreatitis is that of control 
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In colicky infants Pediatric Piptal with 
Phenobarbital slows down spasm, diminishes 
pain and crying and improves feeding pat¬ 
terns. It permits sleep and rest for patient and 
family. The less than hypnotic amount of 
phenobarbital in the recommended dose 
affords a mild, calming action and enhances 
the antispasmodic action of Piptal (pipenzo- 
late bromide). The latter drug, as reported in 
the medical literature, has a favorable ratio of 
effectiveness to side-effects which is unusual 
in anticholinergics and thus is particularly 
appropriate to pediatric use. 



PEDIATRIC PIPTAL® 

WITH 

PHENOBARBITAL 

each cc. contains 6 mg. phenobarbital (warning: may 
be habit forming); 4 mg. Piptal® (pipenzolate bromide), 
and 20% alcohol. 


Pleasant-tasting Pediatric Piptal with 
Phenobarbital is miscible in milk, formulas 
and fruit juices, and may also be given by 
dropper directly on the infant's tongue. Dos¬ 
age is 0.5 cc. 15 minutes before feeding; in 
severe cases, 1.0 cc. four times daily. High 
doses may occasionally cause constipation 
with tenesmus and, rarely, flushing without 
fever. It is contraindicated in bowel obstruc¬ 
tion or sensitivity to phenobarbital or anti¬ 
cholinergics. Available in 30 cc. dropper 
bottles, droppers calibrated to deliver 0.5 cc. 
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of pain. ]t may become extremely difficult to 
evaluate the psychophysiological aspect of pain in 
chronic pancreatitis. Its very chronicity makes it 
one of the most demoralizing forms of discom¬ 
fort. The keystone of analgesic therapy is the 
avoidance of the use of opiates since these 
patients are extremely susceptible to addiction. 
Tranquilizers (ie, chlordiazepoxide [Librium], 
meprobamate [Equanil, Miltown|, diazepam 
[Valium], etc), barbiturates, and anticholinergics 
should be tried initially. All of the nonopiate 
analgesics should be employed, although there is 
relatively little likelihood of their success. We 
have found the combination of phenothiazine 
derivatives, such as promazine (Sparine), 50 mg 
t.i.d., promethazine (Phenergan), 25 mg t.i.d., and 
perphenazine (Trilafon), helpful in enhancing the 
effect of various analgesics. When the need for a 
narcotic eventually arises, we have used a mixture 
of oxycodone hydrochloride, oxycodone tereph- 
thalate, homatropine terephthalate, aspirin, phena- 
eetin, and caffeine (Percodan) or codeine first in 
conjunction with the above mentioned drugs be¬ 
cause they are less likely to cause addiction. We 
have found that a patient and understanding, but 
firm clinical approach is much more successful in 
handling the emotional trauma of this disease than 
is formal psychiatric therapy. 

SURGICAL THERAPY 
OF CHRONIC PANCREATITIS 

The surgical approach to chronic pancreatitis 
has also been something less than successful. The 
great variety of procedures advocated attest to the 
lack of uniform success with any one or group of 
procedures. The type of surgical approach is 
dictated by the problem. In general, the following 


are reasons for surgical intervention in chronic 
pancreatitis: (a) development of pancreatic pseu¬ 
docyst or peri pancreatic abscess, (b) relief of 
intractable pain, unrelieved by conservative mea¬ 
sures, (c) continuing jaundice and/or biliary 
tract disease, (d) evidence of mechanical obstruc¬ 
tion to the outflow of pancreatic juice to account 
for recurrent attacks and (e) the possibility of 
pancreatic carcinoma. It is not the purpose of this 
paper to give a discourse on the surgical manage¬ 
ment of the problems of chronic pancreatitis, but 
since it is usually the medical physician who is 
called on to initiate surgical consultation, a knowl¬ 
edge of the procedures available is important. 

The complications of pancreatic pseudocyst 
were originally handled through external drainage 
in the poor-risk patient, but recently, internal 
drainage via a cystogastrostomy or cystjejunosto- 
my has proved more successful, especially in 
avoiding chronic external fistula formations. 
Many surgeons advocate sphincterotomy be per¬ 
formed at this time. 

If there is suspicion of biliary disease, exp’ora- 
tion of the choledochal-sphincteric area is essen¬ 
tial. The patient should undergo preoperative 
intravenous cholangiogram while on the operating 
table. In those cases where blockage of the 
ampulla is indicated and demonstrated by failure 
to pass a 3-5 mm sound easily through it, 
sphincterotomy is indicated. The pancreatic duct 
should then be cannulated and a sample of 
pancreatic juice taken. If there is any doubt as to 
the patency of the duct, a retrograde pancreato¬ 
gram should be made. If there are no serious 
abnormalities of the pancreatic duct, the transduo- 
denal sphincterotomy may be successful in reliev¬ 
ing symptoms in 50% of cases. If a single or few 
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Effective in a wide range of everyday infections—respiratory, 
urinary tract and others—in the young and aged—the acutely or 
chronically ill—when the offending organisms are 
tetracycline-sensitive. 

Contraindication— History of hypersensitivity to 
demethylchlortetracycline. 

Warning— In renal impairment, usual doses may lead to 
excessive systemic accumulation and liver toxicity. Under such 
conditions, lower than usual doses are indicated and, if 
therapy is prolonged, serum level determinations may be 
advisable. A photodynamic reaction to natural or artificial 
sunlight has been observed. Small amounts of drug and short 
exposure may produce an exaggerated sunburn reaction which 
may range from erythema to severe skin manifestations. 

In a smaller proportion, photoallergic reactions have been 
reported. Patients should avoid direct exposure to sunlight and 
discontinue drug at the first evidence of skin discomfort. 
Precautions and Side Effects— Overgrowth of nonsusceptible 
organisms may occur. Constant observation is essential. If new 
infections appear, appropriate measures should be taken. 

Use of demethylchlortetracycline during tooth development (last 
trimester of pregnancy, neonatal period and early childhood) 
may cause discoloration of the teeth (yellow-grey-brownish). 

This effect occurs mostly during long-term use but has also been 
observed in short treatment courses. In infants, increased 
intracranial pressure with bulging fontanels has been observed. 
All signs and symptoms have disappeared rapidly upon cessation 
of treatment. Side reactions include glossitis, stomatitis, 
proctitis, nausea, diarrhea, vaginitis and dermatitis. If adverse 
reaction or idiosyncrasy occurs, discontinue medication and 
institute appropriate therapy. Anaphylactoid reactions 
have been reported. 

Average Adult Daily Dosage: 150 mg q.i.d. or 300 mg b.i.d. Should 
be given 1 hour before or 2 hours after meals, since absorption 
is impaired by the concomitant administration of high calcium 
content drugs, foods and some dairy products. 

Capsules: 150 mg; Tablets: film coated, 300 mg, 150 mg, and 75 
mg of demethylchlortetracycline HCI. 
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large calculi are found within the pancreatic duct, 
a pancreaticolithotomy may relieve obstruction. 
More commonly, however, multiple sites of ob¬ 
struction are present. This may necessitate a 
partial pancreatic resection of the distal pancreas 
with pancreaticojejunostomy providing drainage 
of the pancreatic duct into the jejunum. 
Choledochojejunostomy with Roux-Y procedure 
may be used when there is concomitant com¬ 
mon duct obstruction. The procedure of pan¬ 
creaticoduodenectomy is a difficult one and has 
been used mainly where there is overwhelming 
destruction of the pancreas and intractable symp¬ 
toms. Those patients who do survive the 
procedure present extremely difficult medical 
management problems with respect to their nutri¬ 
tion and diabetes mellitus. We feel that this 
procedure is rarely indicated. 

Finally, the least successful of all pancreatic 
surgery is that which is specifically directed 
toward relieving intractable pain. A variety of 
procedures including thoracolumbar sympathecto¬ 
my, splanchnicectomy, vagotomy, and celiac gan- 
glionectomy have been performed. By and large 

Part II. Regional Enteritis 

Regional enteritis may be defined as a slowly 
progressive, chronic, nonspecific, inflammatory ill¬ 
ness without known cause. It may involve the 
alimentary tract from the stomach to the ileocecal 
valve. Indeed, pathologic changes in the colon are 
being described with increasing frequency. While 
the overall mortality of regional enteritis is quite 
low (2%), it presents difficult problems in man¬ 
agement for the clinician because of the disability 
that it can produce. Tins is compounded by the 
uncertainty among many physicians as to what 
can be accomplished and what are realistic goals 
for the patient with regional enteritis. 

MEDICAL MANAGEMENT 

The treatment of regional enteritis is essentially 
medical, although a majority of patients will 
eventually come to surgery. Of the 542 patients 
with regional enteritis, followed in the Mount 
Sinai Hospital series, nearly 80% eventually un¬ 
derwent surgical intervention. The acute phase of 
ileitis may often be mistaken for appendicitis and 


results have been poor. One must remember that 
in advanced pancreatitis the cerebrospinal nerve 
endings also transmit pain impulses from the 
pancreas. 

There are few diseases which call for more 
skill on the part of the clinician than does chronic 
pancreatitis. With or without surgical interven¬ 
tion, the results are rarely successful. 


GENERIC AND TRADE NAMES OE DRUGS 

Acetazolamide-— Diamox 

Chlordiazepoxide hydrochloride— Librium 

Dextran— D ex trail, Gent rail 

Diazepam— Valium 

Iron dextran injection— Imferon 

Mepenzolate bromide— Can til 

Meperidine— Demerol 

Meprobamate— Equanil, Miltozvn 

Methantheline— Ban thine 

Perphenazine— Trilafon 

Pipenzolate— Piptal 

Promazine— Sparine 

Promethazine— Phencrgan 

Propantheline— Pro-Banthine 

Sodium cephalothin— Kcflin 

Tridihexethyl— Pathilon 


may come to surgery. If during the operation the 
cecum and appendix are found to be uninvolved, 
it may be prudent to proceed with an appendecto¬ 
my, thus removing a future source of difficulty in 
differential diagnosis. However, if the inflamma¬ 
tory process is severe, with mesenteric thickening 
and involvement over the cecum or the appendix, 
the operation should be terminated without cor¬ 
rective surgery. 

We may divide the medical therapy of enteritis 
into the broad categories of general and specific 
therapeutic measures. 

A. General Therapeutic Measures .—Physical 
rest is one of the most effective and necessary 
aspects of medical treatment. It may require bed 
rest with bathroom privileges initially, and re¬ 
stricted physical activity for weeks or months. 
Certainly, in the acute stages of the illness, the 
physician should be guided by temperature, relief 
of pain, cramping and diarrhea, weight improve¬ 
ment, correction of anemia, electrolyte and protein 
balance, and white blood cell counts in regulating 


October, 1966 


73 










out-of-bed activity. We have found that relief of 
the acute symptoms can be rarely accomplished in 
less than 10-14 days. Along with physical rest, 
emotional rest is vitally important. Relief from 
worry, tension, and pressing responsibilities helps 
greatly in speeding recovery. We have found the 
barbiturates (phenobarbital, 30 mg t.i.d.) or tran- 
quilizing drugs in moderate doses to be effective. 
Less often, the antidepressives or phenothiazine 
derivatives (trifluoperazine [Stelazine], 2 mg, 
once a day) have been necessary. 

The control of diet is basic to the treatment of 
regional enteritis. It plays a most important role in 
relieving pain and diarrhea. Above all, it must be 
nutritious and pleasing to the patient. Because of 
the protein loss, a high protein (100-120 gm) diet 
is indicated. Irritating high residue and gas for¬ 
ming foods must be avoided. This will allow most 
meat products. Raw fruits and vegetables (except 
bananas), pies, fried foods, pastry, bran, nuts, 
spiced foods, fermented alcoholic beverages, 
whole-grain wheat cereals, lentils, onion, garlic, 
pickles, rye crisp, lettuce, celeries, etc. sould be 
removed from the diet. Such gas-forming foods as 
legumes, cabbage, shell fish, and iced cold or very 
hot drinks are to be avoided. Some patients may 
have increased diarrhea with uncooked milk. This 
may be due to interference with lactose digestion 
and absorption, secondary to the regional enterit¬ 
is. These patients will generally be able to tolerate 
milk products in the cooked state. 

In addition to diet, there are vitamin and 
mineral supplements which will be needed, depend¬ 
ing upon the area of the bowel involvement. In 
over 60 °/o of patients with regional enteritis there 
is decreased vitamin Bi 2 activity due to involve¬ 
ment of the terminal ileum. This may be ex¬ 
pressed in the form of a megaloblastic anemia and 
usually responds well to cyanocobalamin in doses 
of 1,000 /xg, administered intramuscularly, every 
three months following the initial loading dose. 
The restriction of fruit may well affect vitamin 
C levels, and it is wise to supplement the diet with 
ascorbic acid in doses of 100 mg three times a 
day. 'The presence of severe diarrhea may produce 
deficiencies in the fat-soluble vitamins A, D, E, 
and K. This may be remedied with the use of 
multivitamin tablets daily, vitamins A, D, and E, 
and the use of a water-soluble analog of vitamin 
Iv, such as phytonadione (Aqua Mephyton) in 


doses of 2.5 to 25 mg daily. Potassium (K- 
triplex, 5 cc t.i.d.) and calcium (calium lactate, 12 
gm day in divided doses) with water-soluble 
vitamin D (calciferol, 50,000 units three times a 
day given orally) may be indicated. 

In addition to the anemia associated with Bi 2 
deficiency, the patient with regional enteritis al¬ 
most universally will present with an iron- 
deficiency anemia, secondary to chronic blood 
loss. This may be replaced with the use of various 
iron preparations, including ferrous sulfate and 
ferrous gluconate. In the event that the oral 
preparation cannot be tolerated, parenteral iron in 
the form of iron dextran injection (Imferon), 
replaced according to body weight and hemo¬ 
globin deficit should be given intramuscularly. 
The various iron preparations with enteric coated 
capsules may be less irritating to the gastrointes¬ 
tinal tract, but they are much less reliable in terms 
of iron absorption. When there is extensive in¬ 
volvement of the jejunum and duodenum, folic 
acid deficiency may be a problem and may necessi¬ 
tate parenteral and oral folic acid replacement. 

Pain, especially in the form of middle and 
lower abdominal cramping, may be greatly re¬ 
lieved by the proper use of diet. In addition, the 
salicylate analgesics and propoxyphene hydro¬ 
chloride (Darvon) may be helpful when aug¬ 
mented by the use of anticholinergics such as 
methantheline (Banthine) or propantheline (Pro- 
Banthine). Tincture of belladona in doses of 
12-22 drops before meals has been found effec¬ 
tive. The use of narcotics should be avoided if at 
all possible, although severe cramps will usually 
respond to moderate doses of codeine. This 
should be withdrawn quickly to prevent constipa¬ 
tion. 

Diarrhea, which is usually of the nonbloody 
type is also greatly reduced by the proper diet. In 
addition, the psyllium hydrophillic mucilloids 
(Metamucil, Konsyl, etc) in doses of 2-3 
teaspoons, in fluid daily, can be quite helpful. 
They tend to decrease the fluidity of the stool and 
prevent anal and perianal irritation. In those cases 
requiring further therapy, denatured tincture of 
opium (8-15 drops every four to six hours) or 
diphenoxylate hydrochloride with atropine (Lo¬ 
motil) in doses of 2.5 to 5 mg, four times a day 
may be used. 

B. Specific Therapeutic Measures. —Antibiot- 
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ics: There is no proof that regional enteritis is 
caused by infection. Nevertheless, the acute dis¬ 
ease often will respond, at least transiently, to 
either antibiotics or steroids. In addition, second¬ 
ary bacterial invasion may be avoided. The most 
effective agents are the nonabsorbable sulfona¬ 
mides and of these the one most frequently used is 
salicylazosulfapyridine (Azulfidine). This drug is 
apparently less successful in regional enteritis 
than in ulcerative colitis but may suppress the 
inflammatory state and prevent secondary bacteri¬ 
al infection. It may be given orally in doses of 1 to 
1.5 gm, four times a day. Patients treated with 
salicylazosulfapyridine must be watched for pos¬ 
sible blood dyscrasias or allergic reactions. Be¬ 
cause of the high incidence of gastrointestinal 
intolerance, it may be necessary to switch to the 
less irritating sulfonamides such as succinylsulfa- 
thiazole (Sulfasuxidine) or phthalylsulfathiazole 
(Sulfathalidine), in doses of 1.5-2 gm, four times 
a day. We have found it best to keep our patients 
on the sulfonamides for approximately two to 
three months, abruptly withdrawing the drug if 
the patient is in remission. 

Steroids: The role of adrenocortical steroids in 
the treatment of regional enteritis continues to be 
empiric. There is no real proof of permanent 
curative value in this illness, but one can give 
striking symptomatic temporary improvement. 
Though there is no conclusive evidence of in¬ 
creasing perforation with the use of adrenal 
steroids, one does see the usual complications with 
long-term use and for this reason it is to be 
avoided. Perhaps the greatest value of adrenal 
steroids is in the treatment of the extra alimentary 
manifestations of regional enteritis such as arthri¬ 
tis, uveitis, pyoderma, and erythema nodosom. 

We have obtained best results in the acute phase 
of regional enteritis with the use of corticotropin. 
It may be given by intravenous drip daily in doses 
of 20-40 units in 1,000 cc of 5% dextrose and 
water over eight hours, for a period of seven to 
ten days. This may be followed by intramuscular 
injection or switching to the adrenal corticos¬ 
teroids. Initial intramuscular administration of 
aqueous corticotropin in doses of 30 units every 
six hours may be used, with a gradual reduction 
over a period of 7-10 days to 40 units daily. We 
have initiated the simultaneous use of salicylazo¬ 
sulfapyridine in our patients. In those who have 


responded very rapidly, we have attempted to 
withhold adrenal steroids following ten days of 
corticotropin therapy. This has rarely been suc¬ 
cessful. In the majority of patients we have either 
begun with or followed corticotropin with orally 
administered adrenal steroids, ie, prednisone, ad¬ 
ministering orally 30 mg/day in divided doses, 
with gradual reduction of the dose after the first 
week. In order to avoid the complications of 
steroid usage, we have tried to withdraw them 
completely from our patients over a period of two 
to three months. However, many patients will re¬ 
quire a longer course and/or recurrent therapy. 
Those patients undergoing surgery who have had 
adrenal steroids within the previous 9 to ?2 
months should receive steroids on the day prior to, 
and following the surgery as well as on the day of 
the operation. We have given 100 mg of hydrocor¬ 
tisone sodium succinate intramuscularly in divided 
doses on the day prior to and on the day of 
surgery. We have followed this with tapering- 
doses over a two to three day period following- 
surgery. 

SURGICAL TREATMENT 
OF REGIONAL ENTERITIS 

As we have stated earlier, the majority of 
patients with regional enteritis will require surgi¬ 
cal intervention. Surgery is indicated for the 
following reasons: (a) the outright failure of 
medical management with continued fever, sepsis, 
internal fistulas, and perianal and perirectal fistu¬ 
las and abscess formations, (b) intestinal obstruc¬ 
tion, the most common cause for surgery, usually 
resulting from cicatricial constriction, (c) perfor¬ 
ation, a very rare finding in enteritis, and (d) the 
need to establish a diagnosis. One should try to 
operate at a time when nutritional status is at a 
maximum. Surgery should not be held out as the 
last resort, waiting until the patient is nutritionally 
bankrupt. The prevailing opinion today is that 
resection with end-to-end anastomosis is prefer¬ 
able to the previously used short-circuiting 
procedures. If the patient is severely debilitated or 
has burned-out disease with acute obstruction, a 
lower risk bypass procedure may be indicated. 
Since the great majority of cases of regional 
enteritis involve the terminal ileum, the most 
common surgical procedure today is removal of 
the distal ileum and cecum with a cuff around the 
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inflamed area, forming an ileotransverse colosto¬ 
my. Unfortunately, recurrences are all too fre¬ 
quent, usually at the site of anastomosis. In the 
Columbia-Presbyterian Hospital series, there was 
19% incidence of recurrence at two years, 26% at 
five years, and 42% at ten years. The overall 
recurrence rate following surgery of regional en¬ 
teritis is approximately 50%. Nevertheless, exces¬ 
sive pessimism is not indicated since many pa¬ 
tients will experience sustained remission for 
many years. 

In summary, the eventual therapeutic approach 
to regional enteritis is most likely to be both 
medical and surgical. If both the physician and 
patient are realistic in their goals, they will be 
cheered by the knowledge that although this is a 
chronic, progressive disease, the majority of pa¬ 
tients do experience long periods of remission and 


relative well-being and productivity with the help 
of intelligent medical and surgical care. 
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Now, now, Mrs. Forsythewe’ve never lost a cold patient yet. 


iWhen she’s experiencing acute discomfort from cold 
symptoms, it’s small wonder the patient becomes dis¬ 
tressed about her condition. 

She will breathe easier when you prescribe Novahistine LP. 
j Novahistine LP is a long-acting decongestant that helps 
restore normal mucus secretion and ciliary activity— 
jphysiologic mechanisms which prevent infection of the 
respiratory tract. A dose of two tablets taken in the morn¬ 
ing and repeated in the evening will usually keep air 
! passages clear for 24 hours. 

Use cautiously in individuals with severe hypertension, 
diabetes mellitus, hyperthyroidism or urinary retention. 


Caution patients who operate machinery or motor vehicles 
that drowsiness may result. 

Each Novahistine LP tablet contains: phenylephrine hydro¬ 
chloride, 25 mg., and chlorpheniramine maleate, 4 mg. 


PITMAN-MOORE Division of The Dow Chemical Company, Indianapolis 



® 


IP 


For relief of nasal congestion. 




























arrest diarrhea 


LOMOTIL 

Each tablet and each 5 cc. of liquid contains: 


diphenoxylate hydrochloride .2.5 mg. 

(Warning: May be habit forming) 
atropine sulfate. 0.025 mg. 


















Effectiveness: Lomotil possesses a unique degree of 
effectiveness in both acute and chronic diarrhea. 


Convenience: Lomotil is supplied as small, easily car¬ 
ried, easily swallowed tablets and as a pleasant, fruit- 
flavored liquid. 

Versatility: The therapeutic efficiency, safety and con¬ 
venience of Lomotil may be used to advantage alone 
or as adjunctive therapy in diarrhea associated with: 


• Ulcerative colitis 

• Acute infections 

• Irritable bowel 

• Regional enteritis 

• Drug therapy 


• Food Poisoning 

• Functional hypermotility 

• Malabsorption syndrome 

• Ileostomy 

• Gastroenteritis and colitis 


Dosage: For correct therapeutic effect—Rx correct therapeutic dos¬ 
age. The recommended initial daily dosages, given in divided doses, 
until diarrhea is controlled, are: 


Children: 

Age 

Total Daily Lomotil Liquid Dosage 

Lomotil (Each teaspoonful [4 cc.] contains 

Dosage 2 mg. of diphenoxylate HCI) 

3-6 months 

.3mg.^^£^ V 2 tsp. 3 times daily 

6-12 months 

. 4 mg. g ^ a /2 tsp. 4 times daily 

1-2 years. . 

. 5 mg. ^ ^ m ^ V 2 tsp. 5 times daily 

2-5 years . . 

. 6 mg. 0 0 0 : ' 1 tsp. 3 times daily 

5-8 years . . 

. 8 mg.^ 0 0 0 1 tsp. 4 times daily 

8-12 years . 

10 mg.^ ^ 0 0 0 ' 1 tsp. 5 times daily 


Adults: 20 mg. (2 tsp. 5 times daily or 2 tablets 4 times daily) Based 
on 4 cc. per teaspoonful. Maintenance dosage may be as low as 
one-fourth the initial daily dose. 

Precautions: Lomotil, brand of diphenoxylate hydrochloride with 
atropine sulfate, is a Federally exempt narcotic preparation of very 
low addictive potential. Recommended dosages should not be 
exceeded. Lomotil should be kept out of reach of children since 
accidental overdosage may cause severe respiratory depression. 
Lomotil should be used with caution in patients with impaired liver 
function and in patients taking addicting drugs or barbiturates. The 
subtherapeutic amount of atropine is added to discourage deliber¬ 
ate overdosage. 

Side Effects: Side effects are relatively uncommon but among those 
reported are gastrointestinal irritation, sedation, dizziness, cutane¬ 
ous manifestations, restlessness, insomnia, numbness of extremities, 
headache, blurring of vision, swelling of the gums, euphoria, depres¬ 
sion and general malaise. 
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Many overweight patients 
can benefit from the appetite 
control provided by the sustained 
anorexigenic-tranquilizing 
action of BAMADEX SEQUELS: 
anorexigenic action of 
amphetamine; tranquilizing 
action of meprobamate; 
prolonged action through 
sustained release of 
active ingredients. 

Bamadex Sequels® 

DEXTRO AMPHETAMINE SULFATE (IS mg.| SUSTAINED RE*ASE CAPSULES 
WITH MEPROBAMATE (300 mg.) 

to help establish 
a new dietary pattern 


Contraindications: Dextro-amphetamine sulfate: in 
hyperexcitability and in agitated prepsychotic 
states. Previous allergic or idiosyncratic reactions 
to meprobamate. 

Precautions.- Use with caution in patients hypersensi¬ 
tive to sympathomimetic compounds, who have 
coronary or cardiovascular disease, or are severely 
hypertensive. 

Dextro-amphetamine sulfate: Excessive use by un¬ 
stable individuals may result in psychological 
dependence. 

Meprobamate: Careful supervision of dose and 
amounts prescribed is advised, especially for pa¬ 
tients with known propensity for taking excessive 
quantities of drugs. Excessive and prolonged use in 
susceptible persons, e.g. alcoholics, former addicts, 
and other severe psychoneurotics, has been re¬ 
ported to result in dependence on the drug. Where 
excessive dosage has continued for weeks or months, 
reduce dosage gradually. Sudden withdrawal may 
precipitate recurrence of preexisting symptoms such 
as anxiety, anorexia, or insomnia,- or withdrawal re¬ 
actions such as vomiting, ataxia, tremors, muscle 
twitching and, rarely, epileptiform seizures. Should 
meprobamate cause drowsiness or visual distur¬ 
bances, reduce dosage and avoid operation of 
motor vehicles, machinery or other activity requir¬ 
ing alertness. Effects of excessive alcohol consump¬ 
tion may be increased by meprobamate. Appropri¬ 
ate caution is recommended with patients prone to 
excessive drinking. In patients prone to both petit 
and grand mal epilepsy meprobamate may precipi¬ 
tate grand mal attacks. Prescribe cautiously and in 
small quantities to patients with suicidal tendencies. 
Side Effects: Overstimulation of the central nervous 
system, jitteriness and insomnia or drowsiness. 
Dextro-amphetamine sulfate: Insomnia, excitability, 
and increased motor activity are common and ordi¬ 
narily mild side effects. Confusion, anxiety, aggres¬ 
siveness, increased libido, and hallucinations have 
also been observed, especially in mentally ill pa¬ 
tients. Rebound fatigue and depression may follow 
central stimulation. Other effects may include dry 
mouth, anorexia, nausea, vomiting, diarrhea, and 
increased cardiovascular reactivity. 

Meprobamate: Drowsiness may occur and can be 
associated with ataxia; the symptom can usually be 
controlled by decreasing the dose, or by concomi¬ 
tant administration of central stimulants. Allergic or 
idiosyncratic reactions: maculopapular rash, acute 
nonthrombocytopenic purpura with petechiae, ecchy- 
moses, peripheral edema and fever, transient leu¬ 
kopenia. A case of fatal bullous dermatitis, following 
administration of meprobamate and prednisolone, 
has been reported. Hypersensitivity has produced 
fever, fainting spells, angioneurotic edema, bron¬ 
chial spasms, hypotensive crises (1 fatal case), 
anuria, stomatitis, proctitis (1 case), anaphylaxis, 
agranulocytosis and thrombocytopenic purpura, and 
a fatal instance of aplastic anemia, but only when 
other drugs known to elicit these conditions were 
given concomitantly. Fast EEG activity, usually after 
excessive dosage. Impairment of visual accommo¬ 
dation. Massive overdosage may produce drowsi¬ 
ness lethargy, stupor, ataxia, coma, shock, vaso¬ 
motor and respiratory collapse. 
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SQUIBB NOTES ON THERAPY 



Breast-feeding 
and the 

“modern mother” 

Despite a mild resurgence of interest in the impor¬ 
tance of breast-feeding a few years ago, many 
women today do not choose to nurse their young. 
This is for a variety of reasons —social, economic, 
cultural and sometimes medical. In such cases the 
physician’s task is to find the most suitable means 
of preventing lactation and easing the pain of breast 
engorgement. 


The means of therapy 

The value jf hormone therapy for this indication is 
of course well established. Both androgen and 
estrogen are known to inhibit the production and 
secretion of the lactogenic hormone by the anterior 
pituitary. As estrogen levels decline sharply at par¬ 
turition, lactogenesis is established. When androgen 
and estrogen are administered to the patient before 
the release of the lactogenic hormone lactation and 
breast engorgement are usually prevented. 

The time of therapy 

The time of administration of this combined medi¬ 
cation is crucial; it must be given early enough to 
suppress the pituitary prolactin and last long 
enough to permit physiologic readjustment during 
the puerperium. Excellent results are most often 
seen when therapy is administered before the onset 
of the second stage of labor. 


However, factors other than effectiveness must 
also be considered. The agent selected should not 
interfere in any way with parturition, subsequent 
uterine involution and the restoration of normal 
ovarian cyclic function. Furthermore, it should not 
cause rebound breast engorgement or other mani¬ 
festations of hormonal imbalance. 

A balanced formulation 

Providing single-dose therapy for the prevention of 
lactation and breast engorgement, Deladumone OB 
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INFLAMMATORY DISEASES OF 
BONES AND JOINTS 


Inflammation is a tissue reaction to injury. This 
reaction is characterized by increased vascularity 
and clinically manifested by heat, redness, swel¬ 
ling, and tenderness. The mechanisms of injury 
are varied. They all have the common factor of 
producing an insult to the tissues, thus eliciting an 
“inflammatory” response. The subsequent patho¬ 
physiology is characteristic for the particular 
injurious agent. 

Injury eliciting an inflammatory response in 
bones and joints can be sustained by five distinct 
mechanisms. 

1. Trauma .—In this instance trauma of an 
acute nature, typified by a synovitis of the knee or 
wrist following a severe sprain. Ligamentous 
sprain, pinching of the synovium, and frequently 
a secondary hemarthrosis invoke an inflammation 
of the synovium. 

2. Mechanical Stress .—This is actually chronic 
trauma. There are two distinct types. The first is 
preceded by an alteration of anatomy from what¬ 
ever cause, and the repeated trauma of one 
structure against another produces an inflamma¬ 
tory response. As an example, malunion of a 
fracture may leave a bony protuberance across 
which a tendon repeatedly glides. A bursa develops 
and becomes inflamed, or the tendon itself becomes 
inflamed. Commonly involved are the hamstring 
and wrist extensor tendons. Occasionally, this 
condition is produced by trauma to a tendon from 

Read before the Spring Scientific Assembly of the 
Maryland and District of Columbia Academies of General 
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an external source, such as the Achilles tendon 
against the top of a ski boot or high-top shoe, or 
the hamstring tendons against an improperly 
applied short leg cast. The second type of 
mechanical stress injury is better termed “attri¬ 
tion,” by which we mean either the normal wear 
and tear process of daily use, such as degeneration 
of the rotator cuff of the shoulder, or excessive 
repetition of a certain motion producing a typical 
inflammation, such as “tennis elbow” and de 
Quervain’s disease (of the thumb). 

3. Infection .—Bacterial seeding of bones and 
joints causes a chain of injuries to the tissues 
manifest initially as inflammation. 

4. Neoplasia .—Bone tumors may evoke an 
inflammatory response, but it is usually related to 
tumor necrosis. A fast growing tumor simply 
outgrows its blood supply, producing necrosis and 
an inflammatory tissue response to the necrotic 
material. 

5. Metabolic Bone Disease .— These disorders 
may produce inflammation, but as with neoplasia, 
they comprise a very small percentage of inflam¬ 
matory diseases. Examples are the vitamin defi¬ 
ciencies and excesses. 

This classification is not complete. Excluded is 
an exhaustive list of entities unlikely to be en¬ 
countered even over a period of years. My 
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purpose is to discuss commonly occurring bone and 
joint problems manifest by the cardinal signs of 
inflammation: heat, swelling, redness, and tender¬ 
ness. 

Bursitis and Tendinitis .—The most frequently 
seen inflammatory conditions are problems conven¬ 
iently lumped under the general diagnosis of 
“bursitis.” There are numerous bursae, almost 
everywhere a tendon crosses a bony prominence 
or joint. Any alteration of this smoothly gliding 
mechanism produces a mechanical injury to the 
bursa, tendon, or both. The bursal reaction to 
injury is swelling, tenderness, heat, and redness. 
The most commonly affected are the subacromial 
bursa of the shoulder, the olecranon bursa at the 
elbow, and the trochanteric bursa of the hip. 
History and physical examination should easily 
lead to the diagnosis. 

The single most common inflammatory condi¬ 
tion in orthopedics involve the shoulder. The 
subacromial bursa lies in the narrow space be¬ 
tween the supraspinatus tendon and the acromion. 
The rotator cuff of the shoulder glides over the 
humeral head and under the acromion, being sepa¬ 
rated from each by the synovium of the joint and 
the subacromial bursa, respectively. With the arm 
at the side, the space between the humeral head 
and acromium easily accommodates the interven¬ 
ing structures. As the shoulder is abducted this 
space becomes narrowed. As 60° to 70° of 
abduction is reached, there is a relative mechani¬ 
cal impingement of the supraspinatus tendon and 
subacromial bursa. 

Attritional injuries to the supraspinatus tendon 
or repetitive motion may produce inflammation of 
the bursa. With attendant swelling of the bursa, 
the narrow interosseous tunnel produces still 
further impingement. When the bursa is inflamed 
and distended, the impingement upon motion is 
exquisitely painful. In time, calcific deposits ap¬ 
pear in the supraspinatus tendon, causing further 
incitement of inflammation and increasing the 
bulk of the tissue attempting to glide between the 
humeral head and acromium. 

Treatment is fairly well standardized. Cold 
compresses and rest are mandatory when tender¬ 
ness is prominent. This may suffice. More often, 
improvement is slow. We rely heavily on the 
sterile aspiration of the bursa, followed by the 
instillation of one of the steroid preparations 


especially prepared for intraarticular injection. 
There is a new anti-inflammatory drug, indome- 
thacin (Indocin), available which we have used 
for ten months with good results in the treatment 
of bursitis and tendinitis at various locations in 
the body. We have had no untoward side effects. 
Surgery is indicated for subacromial bursitis 
failing to yield to conservative measures. This 
usually consists -.of excision of the bursa, excision 
of calcific deposits, and repair of attritional 
injuries of the rotator cuff. Rarely, subtotal 
acromionectomy is required, but when done, it 
yields excellent results. 

Calcific deposits may remain asymptomatic af¬ 
ter the acute inflammation has subsided, in which 
event, we do not interfere. Occasionally, the 
calcific deposits will fragment and reabsorb with 
ultrasound therapy. 

Another shoulder structure, the long head of 
the biceps humeri, frequently becomes inflamed. 
The tendon is restrained in the bicipital groove by 
a transverse ligament and is enclosed in a synovi¬ 
um-lined sheath. Inflammation produces swelling 
of the sheath and impingement of the tendon on 
motion. Local injection of steroids and adminis¬ 
tration of indomethacin have proven effective. We 
have not had occasion to operate for bicipital 
tendinitis. 

The conservative modalities of treatment al¬ 
ready discussed are apropos to the management of 
bursitis of the olecranon and trochanteric bursae. 
Operative treatment varies somewhat. In the case 
of the olecranon bursa, simple excision is all that 
is required, but skin closure and wound healing 
are complicated by the subcutaneous position of 
the ulna and motion of the elbow. The most 
common underlying cause of trochanteric bursitis 
is the presence of an orthopedic bone appliance 
used in the treatment of a previous hip fracture. 
If the fracture is healed, removal of the metal 
appliance facilitates control of the bursitis. 

“Tennis elbow” is a lateral epicondylitis of the 
elbow near or at the origin of the common 
extensor mass of the forearm. Conservative treat¬ 
ment as outlined has proved satisfactory, and we 
have not had to resort to operative treatment of 
this condition. 

In addition to bicipital tendinitis, another com¬ 
monly affected tendon group are the abductor 
pollicis longus and the extensor pollicis brevis at 
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the anatomical snuff box. This condition is known 
as de Quervain’s stenosing tenosynovitis. It re¬ 
sponds well to rest, immobilization, and local 
instillation of steroids. Indomethacin has proven 
effective in this condition, especially when com¬ 
bined with the local instillation of steroids. Con¬ 
servative treatment occasionally does not suffice. 
In this event, simple decompression of the com¬ 
mon sheath of the two tendons by slitting it 
longitudinally is curative. 

Rheumatoid arthritis is an inflammatory condi¬ 
tion of joints, tendons, and supporting structures. 
The inflammatory response is usually intense. 
Joint synovium proliferates and encroaches upon 
the joint cartilage, eroding cartilage and subchon¬ 
dral bone. Secondary deformities occur, increasing 
the disability of the affected joints. 

Synovial masses may commonly appear on the 
volar and dorsal surface of the wrists, the dorsum 
of the hand, the metacarpophalangeal, and proxi¬ 
mal interphalangeal joints of the hand and the 
knee joint. Upon exploration, these masses are 
seen to be acutely inflamed and characteristic of 
rheumatoid synovitis. After excision of this rheu¬ 
matoid synovium and pannus, joint destruction is 
usually found to be more extensive than suspect¬ 
ed. Tendons are eroded; and some are ruptured. 
Articular surfaces are denuded of hyaline carti¬ 
lage with loss of joint space and subluxation of 
joints. Bone matrix may be absorbed due to the 
hyperemic osteoporosis present. 

Management of the rheumatoid arthritic patient 
is properly in the hands of the qualified generalist 
and internist. We see patients in surgical consulta¬ 
tion and feel that we have something to offer 
them. In the early proliferative stage, we have 
found that injection of thiotepa (Thio-tepa) into 
the involved synovial cavities reduces the synovi¬ 
tis, improves the symptoms, and possibly averts 
joint destruction. This failing, we feel that early 
operative synovectomy is indicated. Once gross 
secondary deformities occur, reconstructive sur¬ 
gery is of benefit, but the opportunity to preserve 
function has been lost. 

Osteomyelitis and Pyarthrosis .—The enigma 
of the orthopedic surgeon and of the family 
physician is osteomyelitis. Pyarthrosis is an equal¬ 
ly foreboding problem. The earliest pathological 
changes in both of these conditions is inflamma¬ 
tion. By whatever route access is gained, bacteria 


are seeded either into the joint cavity or into the 
metaphysis of a long bone. The bacterium is the 
insulting agent and the tissues respond with 
increased vascularity. With increased vascularity, 
there is tissue edema and hemostasis in the blood 
sinusoids of the metaphysis. This provides an 
excellent growth medium for bacteria, and with 
bacterial growth there is accumulation of pus. 
Increased pressure within the cortex of the bone 
leads to further bone necrosis. As the pressure 
increases, there is not only bone necrosis, but also 
a decrease in the blood supply. More importantly, 
it is difficult to deliver an antibiotic into the area. 

Acute hematogenous osteomyelitis may be a 
difficult diagnosis to make. Nevertheless, the 
acutely ill child with fever, malaise, and bone or 
joint tenderness should be treated as a medical 
emergency until osteomyelitis and pyarthrosis 
have been proven not to be present. Supportive 
therapy in the form of rest, nutrition, and ade¬ 
quate blood replacement must be maintained. 
Blood cultures should be obtained on each occa¬ 
sion that the child spikes a fever until diagnosis is 
obtained. Needle aspiration of the involved joint 
or the periosteum in an osteomyelitis may produce 
the diagnosis if the lesion is well-localized. Once 
cultures are obtained, large doses of penicillin and 
sodium methicillin or other semisynthetic pencillin 
effective against penicillinase-producing organ¬ 
isms should be administered. Subsequent to a 
confirmatory culture, the inappropriate antibiotic 
can then be discontinued. If the child remains 
acutely ill after 12 to 24 hours of appropriate 
therapy, then surgical decompression is indicated 
in osteomyelitis. In the case of staphyloccal pyar¬ 
throsis, arthrotomy is indicated as soon as the 
diagnosis has been made. We continue antibiotic 
therapy for a six-week period subsequent to the 
lysis of fever. 

Summary 

We have demonstrated that inflammation of 
bones and joints is simply a reaction of that tissue 
to an injurious agent. The inflammatory response 
is characterized by a local increase in vascularity. 
Secondarily, swelling, increased heat, erythema, 
and tenderness are clinical manifestations of the 
tissue reaction. 

General management of all inflammatory condi¬ 
tions consists of rest, immobilization of the injured 


October, 1966 


85 








only one in the morning 



and one in the evening 




Now 

b.i.d. convenience 

plus 

2ven greater patient savings 
>ver q.i.d. tetracycline therapy 

/ plus all the advantages of \ 

^tetracycline phosphate complex/ 


newTetrex bid CAPS 

(tetracycline phosphate complex) 


aximum patient savings. New 

dCAPS now enable you to pre- 
ribe tetracycline in an even more 
:onomical, more convenient 
rm. Your patient’s prescription 
)llar gets maximum value: a 
lily bidCAPS dose is priced lower 
an any other leading brand of 
tracycline —b.i.d . or q.i.d. 


More of the active antibiotic in 
the blood. The basic tetracycline 
in Tetrex (tetracycline phosphate 
complex) is less bound to serum 
protein than is demethylchlortet- 
racycline. 1 Result: Tetrex (tetracy¬ 
cline phosphate complex) pro¬ 
vides a higher percentage of 
active antibiotic in the blood. 


ell tolerated. Tetrex (tetracy- 
ne phosphate complex) is well 
lerated. Gastrointestinal side 
fects are few; photodynamic 
actions are extremely rare. 


Available in bottles of 16 and 50. 


BRISTOL LABORATORIES 
Division of Bristol-Myers Company 
Syracuse, New York 


BRISTOL 


h bidCAP contains! Tetrex 


[tetracycline phosphate complex equivalent to 500 mg. tetracycline HCI activity). 


BRISTOL THERAPEUTIC SUMMARY: For complete infor¬ 
mation consult Official Package Circular. Indications: 
Infections of respiratory, gastrointestinal and genito¬ 
urinary tracts and skin and soft tissues due to tetra¬ 
cycline-sensitive organisms. Contraindications: The drug 
is contraindicated in individuals hypersensitive to tetra¬ 
cycline. Warnings: Photodynamic reactions have been 
produced by tetracyclines. Natural and artificial sun¬ 
light should be avoided during therapy. Stop treatment 
if skin discomfort occurs. With renal impairment, sys¬ 
temic accumulation and hepatotoxicity may occur. In 
this situation, lower doses should be used. Tooth stain¬ 
ing and enamel hypoplasia may be induced during 
tooth development (last trimester of pregnancy, neonatal 
period and childhood). Precautions: Mycotic or bac¬ 
terial superinfection may occur. Infants may develop in¬ 
creased intracranial pressure with bulging fontanels. In 
gonorrheal therapy, serologic tests for syphilis should 
be conducted initially and monthly for 3 months. Adverse 
Reactions: Glossitis, stomatitis, nausea, diarrhea, flatu¬ 
lence, proctitis, vaginitis, dermatitis and allergic reac¬ 
tions may occur. Usual Adult Dose: 500 mg. b.i.d. 
Continue therapy lor 10 days in beta-hemolytic strep¬ 
tococcal infections. Administer one hour before or two 
hours after meals. 

Reference: 1. Roberts, C. E., Jr.; Perry, D. M.; Kuharic, 
H. A., and Kirby, W. M. M.: A. M. A. Arch. Int. Med. 
107:204 (Feb.) 1961. 










One-Story New 
Fire-Safe 
Construction 
No ramps, steps or 
elevators needed 


Participating in the Md. 

BLUE CROSS 
SENIOR 
CITIZENS 
PROGRAM 


‘‘Dulaney-Towson’ Nursing Home is Maryland’s ONLY 
medical & rehabilitation center offering ALL THESE ADVANTAGES 

★ APPROVED BY THE AMERICAN HOSPITAL ASSOCIATION 

• Medically Supervised, Professionally administered total Care Program. 

• Continuous Physical Rehabilitation by registered therapists in Specially equipped dept. 

• A Beautiful Cheerful Place to Live. Just minutes away on beltway. 

• Reasonable Rates • Open Medical Staff ... • Inspection invited. 


Extended 

CARE 


PHONE 

VALLEY 

8-6500 


Dulaney Z)owion 

NURSING & CONVALESCENT HOME south 

111 West Road, Towson 


part, application of cold compresses, and appro¬ 
priate analgesia. Beyond these general measures, 
the treatment instituted must be individualized for 
the particular offending agent that has produced 
the inflammation. 

In noninfectious conditions, the local instilla¬ 
tion of steroids, aspiration of transudates, and use 
of anti-inflammatory drugs are of benefit. Occa¬ 
sionally, operative treatment is required to effect 
lasting relief. Treatment may be excision of 
bursae, excision of calcific deposits, removal of 
bone spurs and ridges, removal of metabolic 
implants, and release of constricting structures 
such as stenosing tendon sheaths and restrictive 
fascial bands. 

In the rheumatoid arthritic, standard rheuma- 
tological drugs are recommended. In addition, 
joint instillation of cytotoxic poisons may effect a 
so-called chemical synovectomy. If the inflamed 
synovium does not respond to these measures, 


serious consideration for surgical synovectomy is 
indicated to preserve joint function and protect 
the surrounding soft tissues, especially the ten¬ 
dons. 

In infectious inflammatory conditions of bones 
and joints, an emergent and vigorous therapeutic 
regimen is mandatory. Cultures of the offending 
organisms must be obtained by either blood cul¬ 
tures, aspiration of the lesion, or surgical decom¬ 
pression, and massive antibiotic therapy must be 
initiated and continued sufficiently long if cure is 
to be effected and chronic infection with its 
accompanying skeletal impairment is to be 
avoided. 
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Chapter 10.—The Baltimore City Hospitals Under 
Full-time Chiefs: Beginnings of Community Medicine. 

( 1956 - 1966 ) 


The record shows rather distinctly that the best 
medicine is practiced by salaried physicians in teach¬ 
ing hospitals, the best research is done by salaried 
physicians in government, university, hospital and 
industrial laboratories, and that salaries are no more 
dangerous to medicine than to nursing, engineering, 
soldiering, the courts, or the schools . 1 

With the appointment of the full-time chiefs and 
the increasing participation of the medical stu¬ 
dents in the middle 1950’s, came a dramatic 
improvement in the number and quality of 
housestaff at the Baltimore City Hospitals. Re¬ 
search activities were developed on most of the 
services. 

Since the close of the Sydenham Infectious 
Disease Hospital in 1950, the Baltimore City 
Hospitals had been the infectious disease hospital 
for Baltimore. All of Maryland’s poliomyelitis 
patients were cared for at the Baltimore City 
Hospitals. 2 During the late 1950’s and early 
1960’s, a number of exciting new discoveries and 
techniques were developed and put into use at the 
Baltimore City Hospitals. 

The development of the Salk poliomyelitis 
vaccine in the late 1950’s made the study of the 
poliomyelitis epidemic of 1960 of particular in¬ 
terest. Because of improvement in the diagnosis of 
poliomyelitis by the development of methods to 
identify the virus, only three cases of nonparalytic 
poliomyelitis were identified. Compared to previ¬ 
ous epidemics of poliomyelitis, the epidemic of 
1960 was particularly severe with widespread in¬ 
volvement of muscles. Twenty-five patients re¬ 


quired tracheostomy and 24 had intermittent posi¬ 
tive pressure ventilation. Ten patients had severe 
respiratory insufficiency, of whom six remained 
apneic at the end of three months. Seven patients 
died from bronchopneumonia, atelectasia or 
aspiration pneumonia. One patient has remained 
completely apneic and still requires artificial respi¬ 
ration. 

In 1960, for the first time in the United States, 
the iron lung type respirator was completely 
replaced at the Baltimore City Hospitals by the 
use of positive pressure ventilation of the Moerch 
or Bennett type. This method of ventilating apneic 
patients was feared by many physicians familiar 
with the use of the Drinker respirator. During its 
development at the Baltimore City Hospitals, 
under the direction of the chief of anesthesia, Dr. 
Peter Safar, the advantages over the iron lung 
became evident. The patient could be reached 
easily by the nursing service and by the physical 
therapist, and felt far more comfortable and less 
claustrophobic. After 1960, the effectiveness of 
the Salk vaccine became evident, and the terrible 
epidemics which had plagued the world previously 
were eliminated. 

Development of the positive pressure ventila¬ 
tion method of caring for apneic patients brought 
about the institution of an intensive care unit at 
the Baltimore City Hospitals. In this unit, special 
facilities were developed, such as respirators, 
piped-in oxygen, suction, monitors of various 
sorts with special nurses around-the-clock. This 
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was the first intensive care unit in the United 
States in which patients from any service with 
any acute disease could be admitted at the discre¬ 
tion of the housestaff. 3 The patients were cared 
for by the physician from the specialty service. 
The Department of Anesthesia, under Dr. Safar, 
acted as consultants on patients with respiratory 
problems in the intensive care unit. Dr. Safar’s 
group also developed the use of mouth-to-mouth 
breathing. 4 


Controversies of the Fifties 

The hospital became the target of a number of 
controversies and criticisms. A committee of the 
medical society conducted an investigation to find 
out whether physicians were practicing corporate 
medicine. This investigation was symptomatic of a 
widespread resistance on the part of practicing 
physicians to the practice of medicine by physi¬ 
cians on a salary. This method of practice was 
believed to destroy the valued patient-physician 
relationship, to demean the physician, and to 
undermine the private practice of medicine. Many 
thought it would lead to government control of 
medical care. The major objection, however, was 
that patients able to pay private or third party fees 
were being treated at a public hospital. 

A second controversy arose over the relations 
between the Baltimore City Hospitals and the 
medical schools. The result was that the medical 
schools were given priority for student teaching 
on different services at the Baltimore City Hospi¬ 
tals but were given an equal responsibility in 
selection of chiefs of service. 

A more recent controversy (1966) has been 
that brought about by a committee appointed by 
the City Comptroller to look into complaints by 
patients, their families, and nurses as to the 
operations of the Baltimore City Hospitals. This 
investigation was carried out by a citizen’s com¬ 
mittee which interviewed patients, nurses, and 
other hospital personnel but did not talk to any 
physicians. The major criticisms were aimed at 
the medical, nursing, maintenance, and housekeep¬ 
ing practices in the D Building (the large chronic 
hospital) and the fact that ambulatory patients 
with tuberculosis occasionally (and against hospi¬ 
tal rules) went to nearby taverns, thus exposing 
the general population to tuberculosis. 

The hospital administration and physicians had 


long been deeply concerned with the problems ot 
staffing and renovating the D Building, but re¬ 
peated requests for money to carry out improved 
programs had not been appropriated by the City 
Council. Baltimore City was in serious financial 
difficulty, and there was a nationwide shortage of 
nurses. 


Full-time Chiefs of Service 
at the Baltimore City Hospitals 

Pathology 1937 Dr. Frank B. Kindell 

1945 Dr. Gardner Warner 

1952 Dr. H. W. Keschner 

1953 Dr. Abou Pollack 


Pediatrics 

Radiology 


Medicine 

Dentistry 

OB-Gyn 

Anesthesiology 

Surgery 

Tuberculosis 

Physical Medicine 
and Rehabilitation 


1945 Dr. Harold Harrison 

1945 Dr. Frederick Mandeville 

1946 Dr. Stanley Macht 
1949 Dr. John DeCarlo, Jr. 
1965 Dr. Gaylord Knox 

1952 Dr. George Mirick 

1962 Dr. Francis Chinard 

1963 Dr. Julius Krevans 

1954 Dr. Glenn Waring 

1955 Dr. Paul Molumphy 

1962 Dr. Frank Kaltreider 

1955 Dr. Peter Safar 

1961 Dr. Thomas DeKornfeld 

1963 Dr. Joseph Redding 

1956 Dr. Mark Ravitch 
1965 Dr. Richard Steenberg 

1956 Dr. Edmund Beacham 

1956 Dr. Douglas Carroll 


Psychiatry 1961 Dr. John O. Neustadt 

1965 Dr. Robert Ward (Acting) 

Gerontological 1940 Dr. Edward J. Stiegliti 

Research Unit 1941 Dr. Nathan Shock 

Chronic & Community 1963 Dr. Mason Lord 

Medicine 1966 Dr. Lawrence E. Shulman 


The problem of control of patients with infec¬ 
tious tuberculosis went much farther than patients 
wandering down to Eastern Avenue. Although 
Baltimore has for many years led the nation with 
its high tuberculosis rate, it was not until 1959 
that the Health Department began to use the 
courts to commit patients with open tuberculosis 
(who refused hospitalization or treatment) to a 
tuberculosis sanatorium. 


90 


Maryland State Medical Journal 










A third criticism that patients with open tuber¬ 
culosis had been knowingly mixed with general 
non-tuberculosis patients without isolation could 
not be substantiated by the hospital staff. 

Although generally censorious of the Baltimore 
City Hospitals’ efforts to provide excellent medi¬ 
cal care to the chronically ill, the report must 
have made clear to the committee and to munici¬ 
pal authorities that to accomplish its purpose, the 
hospital will require huge appropriations over the 
next few years to bring its buildings into repair, to 
raise salaries, to create new positions and general¬ 
ly to improve the amenities of the hospital. The 
patients who come to the hospital under the 
Medicare program will no longer be welfare 
clients but will be private patients demanding not 
only good acute medical and nursing care but also 
the pleasant surroundings, privacy, and personal 
attention offered by the smaller, newer community 


hospitals. 

The hospital underwent a number of other 
investigations during 1966. An official team of the 
American Hospital Association reported, “The 
citizens of Baltimore should be proud of the fact 
that not only are (Baltimore City Hospitals) 
furnishing top quality medical care for their 
indigent but also are doing more than their share 
in training doctors to meet their community’s and 
the country’s needs for qualified medical practi¬ 
tioners.” This committee agreed that there were 
too few nurses and that the attitudes of superviso¬ 
ry personnel needed improvement. 

In June, 1966, the Joint Committee of Accredi¬ 
tation of Hospitals approved the hospital for the 
maximum (three years) period, and the Maryland 
State Department of Health approved the Balti¬ 
more City Hospitals for Medicare. 

S}« «(! 



Fig 20 

Medical and Associated Services (Psychiatry, Chronic and Community Medicine, Physical Medicine 
and Rehabilitation) at Baltimore City Hospitals 1962-1963: 1. Alexander Townes, 2. Patricia Smith, 
S. Alice Bessman, 4. Edith Schoenrick, 5. Mason Lord, 6. Jimmy Zachary, 7. Francis Chinard, 8. Thomas 
McConagle, 9. Howard Rathbun, 10. John Neustadt, 11. Marvin Schuster, 12. Hazen Kniffen, 13. Doug¬ 
las Carroll, 14. Albert Christlieb, 15. Thomas Kahn, 16. Paul LaRaia, 17. Richard Taylor, 18. Bernard Mc¬ 
Gowan, 19. Steven Lipson, 20. Prospero Flores, 21. Michael Brand, 22. Alan Gill, 23. Juan Alva, 24. 
Baruch Schmidt, 25. Reuben Siraganian, 26. Masao Honda, 27. Paul Lenz, 28. George Loufti, 29. Les¬ 
lie Fenton, 30. Ezequiel Salinas, 31. Vincent Felitti, 32. James Sowa, 33. Barbara Solomon, 34. Jerome 
Cooper, 35. Robert Herb, 36. Myron Glovsky, 37. Robert Shikes, 38. Leslie Weiner, 39. Anoush Mirid- 
janian. 
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I believe that responsible investigations of the 
hospitals not only are appropriate in a public 
institution but over the years have served a useful 
purpose. “No institution,” writes Titmuss, “con¬ 
tinually in a state of change, constantly subject to 
the pressure of many vested interests and forces, 
can hope to remain healthy without criticism. . . .” 5 
Investigations of the Baltimore City Hospitals 
have never uncovered any serious problem which 
was unknown to the hospital authorities and 
which efforts had not been made to correct. 
Investigations have frequently mustered public 
opinion to support the hospitals’ needs where 
requests through standard channels have been 
ineffective. For, although the hospitals have gen¬ 
erally been consistently supported by the medical 
schools, the elected city officials, the medical soci¬ 
ety, and the hospital (or welfare) board, Balti¬ 
more residents have sustained little or no pride in 
the Baltimore City Hospitals. This lack of interest 
in the Baltimore City Hospitals is partially ex¬ 
plained by the fact that it was first an almshouse, 
then an insane asylum, and more recently a 
hospital for welfare clients. The publicity for the 
hospital has been very poor. The Baltimore City 
Hospitals is in the news only when some deficien¬ 
cy is discovered. Possibly the use of the hospitals 
by patients on Medicare will result in more public 
attention and improvements. 

Medical Teaching 

This controversy was in part a manifestation of 
the needs of the medical schools for patient 
material for their students and for more teachers. 
The welfare patients at the Baltimore City Hospi¬ 
tals needed the services of medical students and 
did not object to being examined by them. The 
growth of coverage by Blue Cross and Blue 
Shield placed many of the ward (“free”) patients 
in the university hospitals in the category of 
semiprivate patients. These patients were consid¬ 
ered less desirable teaching material. 

Furthermore, the full-time physicians at the 
Baltimore City Hospitals were willing and eager 
to teach students. Since their salaries were paid by 
the City of Baltimore, they swelled the ranks of 
potential teachers without cost to the medical 
schools. 

Medical students were making an increasing 
contribution to the care of patients at the Balti¬ 


more City Hospitals. In 1953, the Johns Hopkins 
third year medical students had become fulltime 
clinical clerks on the medical wards. Students also 
participated in the activities of the Pediatric, 
Surgical, Anesthesia, Obstetrics and Gynecologi¬ 
cal Departments. In 1963, the University of 
Maryland medical students who previously had 
worked in the Outpatient Department and as 
parttime clinical clerks were given a three-week 
period on the medical wards as fulltime clinical 
clerks. 

An observer from England studying medical 
education mainly at the Johns Hopkins Medical 
School compared the instruction of the United 
States schools with that of the British schools. He 
noted the heavy emphasis on student research in 
the American schools but thought that the instruc¬ 
tion in the history taking and physical examina¬ 
tion was not emphasized sufficiently. The case 
history was described as going into amazing 
detail, but the author thought that the student was 
often submerged in a sea of confusing data. The 
individual instruction of students, oriented around 
the patient at the bedside, was considered a 
superior method of teaching. He noted that the 
American student sees fewer patients than the 
English student but studies them in more depth. 
He thought that the use of welfare patients as 
material for student teaching led to little under¬ 
standing of the social aspects of the patient’s 
illness. One of the greatest compliments he paid 
the American system was the lack of formality 
and the questioning of authority and dogma by the 
American medical student. 6 

Under the direction of Drs. Mirick, Chinard, 
Harrison, and Neustadt, a family practice (two- 
year) internship was introduced at the Baltimore 
City Hospitals in I960. 7 

This was the first such program in the United 
States. It was designed to give the physician 
experience with patients from birth to old age. 
Psychiatry was emphasized in addition to internal 
medicine and pediatrics. The program was sup¬ 
ported in its early years by the Kellogg Founda¬ 
tion. The program served a useful purpose and 
has been continued. 

Rehabilitation and Community Medicine 

Late in 1954, the last physical therapist resigned. 
After a study of the needs for physical therapy, a 
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MOLECULAR REMODELING- 

laboratory exercise or clinical necessity? 


More than twenty-five years have passed 
since the discovery of the diuretic activ¬ 
ity of sulfanilamide started pharmacol¬ 
ogists on a succession of molecular re¬ 
modelings to find the ideal diuretic. 

Diuresis—a sought-after clinical 
effect from an unwanted side effect 

It started in 1937 when a clinician re¬ 
ported that the administration of a sul¬ 
fonamide was sometimes accompanied 
by an unexplainable side effect—meta¬ 
bolic acidosis. 1 Three years later the 
side effect was explained. The sulfona¬ 
mide radical of sulfanilamide inhibited 
carbonic anhydrase, 2 the enzyme re¬ 
sponsible for converting carbon diox¬ 
ide and water to hydrogen ions and bi¬ 
carbonate ions. 

Later, other investigators showed by 
dog experiments that metabolic acidosis 
probably resulted when the inhibition of 
carbonic anhydrase upset the exchange 
of hydrogen and sodium ions, causing 
increased excretion of sodium as the 
bicarbonate. 3 

It was twelve long years after the 
first report of the unexplainable side 
effect (metabolic acidosis) that it was 
finally shown that large doses of sulfa¬ 
nilamide administered to edematous 
patients were indeed capable of pro¬ 
moting diuresis. 4 However, the possibil¬ 
ity of toxic effects from its prolonged 
use and its relatively weak diuretic ac¬ 
tion made it impractical for clinical use 
as a diuretic. 5 

Because the inhibition of carbonic 
anhydrase seemed to be the key to ef¬ 
fective diuresis, investigators began to 
look for more potent enzyme inhibitors 
—in the hopes that they would be more 
effective diuretics. 

The most important of these early 
compounds, acetazolamide, enjoyed sev¬ 
eral years of fairly wide clinical use. 

Its carbonic anhydrase inhibitory ac¬ 
tivity was several hundred times greater 
than that of sulfanilamide. 0 The in¬ 
crease in inhibitory activity, however, 
increased not only the excretion of so¬ 
dium and bicarbonate ions, but also the 
excretion of potassium. 7 And, like its 
predecessor, acetazolamide precipitated 
mild acidosis. Its prolonged use could 
result in hypokalemic acidosis. 7 

The ‘thiazides’—an answer to the 
metabolic acidosis caused by 
carbonic anhydrase inhibition 

Despite the fact that the sulfonamide 


group appeared to be responsible for 
carbonic anhydrase inhibition which in 
turn appeared to be responsible for di¬ 
uresis, investigators began to synthesize 
compounds with structural alterations 
to the sulfonamide group. 

The first major breakthrough came 
with the synthesis of chlorothiazide. 
Altering the sulfonamide group did in¬ 
deed alter the ability of chlorothiazide 
to inhibit carbonic anhydrase—it was 
only 1/1 Oth as potent as acetazolamide 
in inhibiting the enzyme. 8 Despite the 
drop in inhibitory potency, however, 
chlorothiazide proved to be an effective 
diuretic—an observation that led to the 
conclusion that its diuretic action was 
due to some mechanism other than its 
action on carbonic anhydrase. 9 ’ 10 

For effective diuresis, chlorothiazide 
was administered in daily dosages rang¬ 
ing from 250 to 2000 mg. 11 It increased 
the excretion of sodium and chloride; 
and, to a lesser extent, potassium and 
bicarbonate. 11 The excretion of potas¬ 
sium appeared to be maximal at higher 
dose levels at which, theoretically, the 
carbonic anhydrase inhibitory effect is 
more active. 11 Its prolonged use, there¬ 
fore, could sometimes result in meta¬ 
bolic hypokalemic, hypochloremic al¬ 
kalosis. 7 

Naturetin—effective diuresis with 
more favorable electrolyte balance 

Other thiazides followed —with im¬ 
provements being aimed at two particu¬ 
lar areas: 1. attempts to increase di¬ 
uretic action in relation to the milli¬ 
gram potency of the drug, and 2. at¬ 
tempts at a more favorable sodium/ 
potassium ratio in the urine, i.e., to de¬ 
crease the excretion of potassium while 
maintaining the excretion of sodium. 12 

One of these, Naturetin, Squibb Ben- 
droflumethiazide, has made advances 
on both these points. “By adding a 3- 
benzyl radical to hydroflumethiazide a 
rather dramatic reduction in dose range 
is accomplished. With this drug, effec¬ 
tive sodium excretion is obtained with 



doses between 2.5 and 10 mg., whicl , 
a 200 to l ratio as compared to chlo ' 
thiazide...” 13 

Moreover, due probably to its virt * 
lack of carbonic anhydrase inhibit) . 
Naturetin (bendrofiumethiazide) !; 
been shown to cause less potassium a i 
bicarbonate loss and less alterationi I 
urinary pH than either chlorothiaz; i 
or hydrochlorothiazide. 

Naturetin is outstandingly effect:, 
not only in establishing, but alsoi 
maintaining, excretion of retained fll 
in edematous patients. And its durati 
of action is sufficiently prolonged) j 
allow a single daily administration I 
most patients. Naturetin is also an- 
fective antihypertensive agent. 

Contraindications: Severe renal impairir:; I 
previous hypersensitivity. 

Warning: Ulcerative small bowel lesions It 
occurred with potassium-containing thitlej 
preparations or with enteric-coated potasm 1 
salts supplementally. Stop medication if). | 
dominal pain, distension, nausea, vomiting j 
G.I. bleeding occur. 

Precautions: The dosage of ganglionic bk-l 
ing agents, veratrum, or hydralazine vn 
used concomitantly must be reduced bat 
least 50% to avoid orthostatic hypotenn. 
Electrolyte disturbances are possible in r- 
rhotic or digitalized patients. 

Side Effects: Bendrofiumethiazide may cse} 
increases in serum uric acid, unmask dials, ’ 
increase glycemia and glycosuria in diaicj 
patients and may cause hypochloremic a-! 
losis, hypokalemia; cramps, pruritus, parcie- 
sias, and rashes may occur. 

Supplied: Naturetin (Squibb Bendroflumea- 
zide) 5 mg. and 2.5 mg. tablets. Also avaiile 
Naturetin c K [Squibb Bendroflumethide 
(5 or 2.5 mg.) with Potassium Chloride 00 
mg.)J. For full information, see Product kf. 
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recommendation was made to establish a Depart¬ 
ment of Physical Medicine and Rehabilitation at 
the Baltimore City Hospitals. This department 
was started in 1956. Its main purpose was to make 
certain that all patients of the Baltimore City 
Hospitals attained the highest degree of independ¬ 
ence and returned, if possible, to home, family, 
and job. 

The rehabilitation movement had opened the 
possibility for greatly improved medical care. 
Instead of paying patients off for injuries and 
impairments and thus ending society’s responsibil¬ 
ity, the rehabilitation movement emphasized the 
need to re-educate the patient and return him to 
the industrial stream. 

Yet, rehabilitation did not answer the problems 
of patients without “rehabilitation potential.” A 
number of social forces were creating a group of 
elderly, chronically sick persons who could no 
longer be cared for by their families and whose 
lives were prolonged because of improved medical 
diagnosis and treatment. 

Families were living in smaller urban housing 
which did not allow room for the elderly members 
of the family. The working wife could no longer 
double as nurse. 

An event of great importance to the Baltimore 
City Hospitals was the laying of the foundation 
of a long term program for the care of welfare 
patients with chronic diseases. The philosophy 
underlying this program was that the hospital is 
not a place merely to diagnose and usher the 
chronically ill, elderly patient into the next world, 
but the place in which prevention, diagnosis, 
treatment, and appropriate placement of patients 
with chronic diseases should be centered. 

For nearly two centuries, the almshouse, then 
asylum, and finally hospital, had been concerned 
with the problems—medical, psychiatric, and so¬ 
cial—of unwanted people—orphans, vagrants, the 
insane, the tuberculous. In this effort, the state 
had given relief and concerned attention. The new 
problem was the growing number of elderly 
destitute people with chronic diseases. The state 
had started three chronic disease hospitals for the 
care of patients with “rehabilitation potential,” 
but this effort did little for the quantitatively more 
serious problem of those who did not have 
rehabilitation potential. For years, the Baltimore 
City Hospitals had given these patients shelter, 


nursing, and medical care, but most patients 
remained permanently in the institution and a 
large waiting list developed. 

Dr. Mason Lord, who saw these problems at 
first hand as medical resident in 1958, started with 
vigor and imagination to meet them. No longer 
must the hospital and university stand aloof from 
community public health problems. His program 
was based on the following principles: 

1. The care of these patients must be hospital- 
based, using all community resources possible. 
Cases must be discovered, diagnosed, and treated 
early to prevent deterioration. 

2. Once accepted, patients must be observed 
permanently for coordination of social and medi¬ 
cal problems and to insure that the benefits of 
early and expensive investigation and treatment 
not be lost. 

3. These patients should be given the best 
possible diagnostic and social workup on acute 
medical wards. Since these patients make up a 
large part of the load of internal medicine, they 
should form an integral part of the training 
program of housestaff and medical students on 
medical wards of teaching hospitals. 

4. The special services of the hospital— 
diagnostic, surgical, rehabilitative, and social— 
must be used to the hilt. That is, the patient, once 
having been evaluated and started on treatment, 
must be placed in facilities, ie, homes, foster 
homes, nursing homes, or apartments, when such 
facilities are available, but hospital beds must not 
be filled with nursing home patients. 

5. This area of medical-social effort is as valid 
for intellectual endeavor and research as in any 
other academic field and must be informed by 
research and training of physicians, nurses, and 
social workers. 

Dr. Lord was made chief of his newly founded 
Department of Chronic and Community Medicine 
in 1963. He established rapport with practicing 
physicians, with clinics, and with hospitals to find 
patients in need of this comprehensive preventive 
and treatment approach. All applications to the 
State Chronic Disease Hospitals and to the Balti¬ 
more City Hospitals were evaluated, and the 
decision was made as to where they would receive 
the most appropriate treatment. 

A team was developed for evaluation of pa¬ 
tients in the hospital and for follow-up in the 
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home, nursing home, or foster home. .1 he old 
infirmary (D Building) was renovated to care for 
patients during convalescence while awaiting 
transfer to a nursing home. Plans were made for 
the development of an old age center, foster 
homes, and nursing homes. 

Under the impact of this dynamic and creative 
program, a new dimension was added to the 
stature of the hospital. 

In 1959, Mr. Parker J. McMillin retired from 
the Baltimore City Hospitals after many years of 
devoted service. He was succeeded by Mr. Fred¬ 
eric G. Hubbard. In the same year, Miss Mazie 
Rappaport was appointed director of social serv¬ 
ice and was able, over the years, to build up a 
distinguished Department of Social Service. Con¬ 
tinued improvements were made in medical rec¬ 
ords and various administrative sections of the 
hospital as well as in the professional depart¬ 
ments. 

In 1963, an addition to the acute hospital was 
begun. This had been financed by a bond issue 
several years before. The addition was designed to 
contain sterile supply, records, pharmacy, clinical 


laboratories, new operating rooms, Department of 
Anesthesiology, premature baby unit, well baby 
unit, and obstetrical delivery suite. This unit was 
opened in July, 1965. 

A plan was started to supply professional 
garden apartments for housestaff on the property 
of the Baltimore City Hospitals. This unit was 
opened in May, 1965. 

A new $8,000,000 research building for the 
gerontological unit was started in 1966. 
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ACCIDENTS IN CHILDREN: 
WHAT CAN WE DO ABOUT THEM? 


THOMAS E. RE ICH ELDERFER, MD 
Chairman of the Committee on 

Accident Prevention and Poison Control Centers, 
Maryland Chapter American Academy of Pediatrics 

While the rate of accidental deaths in children 
decreased 30% 1 in the decade 1953-63, accidents 
exceed diseases as the cause of death of the 
nation’s youth. Much of this reduction has been 
due to the continuing efforts of physicians, safety 
programs, pharmacists, public health departments, 
national safety councils and associated groups, 
and other interested agencies; but there is still 
a continuing problem to be met in bringing about 
a further reduction in unnecessary deaths, crip¬ 
pling, and injury to our youth. 

Accidents are the main cause of death in all 
age groups up to age 44. 2 Motor vehicle accidents 
account for most of the accidental deaths in the 
older age groups. 

Most accidents in children 1-4 years old are the 
result of pulling objects off tables or stoves, being 
left alone in homes without responsible adult su¬ 
pervision, and playing with matches. Approxi¬ 
mately 21% of about 5,100 deaths in 1962 were 
from fires and explosions. Second and third 
causes of death in this age group, about 14% 
each, included drowning and motor vehicle acci¬ 
dents to pedestrians. Children in this age group 
escape supervision and run into the path of on¬ 


coming cars or fall into bays, rivers, lakes, or 
swimming pools. Poisoning and falls killed ap¬ 
proximately 500 more children. The risk of acci¬ 
dental death is greater for boys than for girls, and 
greater for non-white than white children. 

Three-fifths of approximately 14,600 deaths 
from accidents in teenagers and young adults 
(15-21 years) involved motor vehicles. Another 
1,200 were drowned, and 600 were killed by 
firearms. 

Physicians can, upon entry into homes, suggest 
prevention of hazardous situations when they 
exist. They can advise mothers that the discipline 
of obedience in the child is an important safety 
tool and that the small child must be protected 
until he is old enough to care for himself. 
Parental responsibility must also be stressed. 
Baby sitters should be able to contact parents 
and should have available the police, fire, and 
physician’s telephone number in case of emer¬ 
gency. 

Prescribing only sufficient medication to treat 
an illness and insisting on proper labeling and 
disposal of the medication after it is no longer 
needed are part of the physician’s responsibility. 
Medicines, especially aspirin, and home cleaning 
agents are the leading causes of accidental poi¬ 
soning. Medications should be locked up and 
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cleaning agents kept out of reach of children. 
Pamphlets and other material relating to the pre¬ 
vention of accidental poisoning and other hazards 
could be placed in the waiting room for patients’ 
reading. 

Three children died of accidental poisoning in 
Maryland last year. The Poisons Information 
Centers in the state assisted 3,161 people with 
problems of poisoning. A Maryland Poison In¬ 
formation Center with a full-time staff has been 
established at the Baltimore City Hospitals. This 
center operates 24 hours a day, seven days a 
week, and gives instructions for emergency first 
aid and accidental poisonings. The establishment 
of this center is the result of cooperation between 
the Maryland State Health Department, the 
Thomas Wilson Foundation, and the Maryland 
Chapter of the American Academy of Pediatrics. 
It can be reached by calling Dickens 2-0800. 

Physician’s should take a greater interest in 
automobile design and safety and should insist 
that local and state traffic laws be enforced. They 
can also support driver education and safety pro¬ 
grams. Young people should be encouraged to 
learn to swim. The American Red Cross and the 
Young Men’s Christian Association teach many 
children to swim each year. When the physician 
sees firearms in the home, a word of warning to 
the parent often will prevent a catastrophe. 

By supporting programs outlined above, physi¬ 
cians have been responsible for much of the 
reduction in accidental death in children. The 
program is one on continual parental education 
and vigilance. Please continue with your efforts. 
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PHARMACIES SINCE 1883 


For Infants .. B . 

For Adults □ „ B . 

The standard of quality, 
a purity, and dependability 

^ in the Baltimore-Washing¬ 

ton area for over 90 years. 

In Baltimore area call 889-3500 
In Washington area call 965-2211 



DAIRY PRODUCTS 


SYMPOSIUM ON ADOLESCENCE 

NEW ORLEANS, LOUISIANA DECEMBER 1-3, 1966 

Approved for 15 hours credit by the American Academy of General Practice 

Sponsored by the 

DIVISION OF PSYCHIATRY and 

COMMUNITY MENTAL HEALTH CENTER OF TOURO INFIRMARY 
supported by a National Institute of Mental Health Grant 
GUEST LECTURERS INCLUDE: AMONG TOPICS TO BE DISCUSSED: 


Dana Farnsworth, M.D., Director of Student Health 
Services at Harvard University, Cambridge, Mass. 

Irvin Kraft, M.D., Professor of Child Psychiatry at 
Baylor Medical School, Houston, Tex. 

John Schimel, M.D., Associate Director of William 
Alanson White Institute of Psychiatry, Psychoanalysis 
and Psychology, New York, N. Y. 

George Tarjan, M.D., Professor of Psychiatry and Pro¬ 
gram Director of Mental Retardation Project at Uni¬ 
versity of California in Los Angeles, Calif. 

Carroll Witten, M.D., President-Elect of American 
Academy of General Practice, Louisville, Ky. 


"The Physician’s Role in Mental Retardation’’ 

"Parents of Problem Children” 

"Handling of Adolescents by General Practitioners” 
"Sexual Morality—A College Dilemma” 

"Drugs in the Treatment of Children and Adolescents” 
"Learning Problems of the Adolescent” 

"Adolescence and Social Mores” 

"Talking About Sex with Adolescents” 
"Religious-Psychological Conflicts” 


Symposium will be held at the 
Fontainebleau Motor Hotel, 
4040 Tulane Ave. Early hotel 
reservations are recommended. 


Gene L. Usdin, M.D. 

Director of Psychiatric Services 

Touro Infirmary 

1400 Foucher Street 

New Orleans, Louisiana 70115 

Enclosed is my registration fee of $20 

to be given December 1-3, 1966 at the 

be made payable to Touro Infirmary.) 

Name . 


for the SYMPOSIUM ON ADOLESCENCE 
Fontainebleau Motor Hotel. (Checks should 


Address 


October, 1966 


103 


















AN ULTRA-MODERN HOME IN THE SUBURBS 

ON 17 ACRES WITH COUNTRY ATMOSPHERE 

ALL THE COMFORTS OF HOME . . . FOR 


POST OPERATIVE 
DIABETIC 
INVALID 
AGED 

• Occupational and Physical Therapy 

• Beautifully Decorated 

• Large Porches 

• Supervised Diets 

• Reasonable Rates 


CHRONIC 
AMBULATORY 
PARALYTIC 
RETIRED GUESTS 

• Private and Semi-Private Rooms with 

Connecting Complete Bath Rooms 

• Television in Spacious Lounges 

• Beautician Service 

• Patients May Retain Their Own 

Physician 


MEMBER OF 

National Geriatrics Society 
American Nursing Home Assn. 
Maryland Nursing Home Assn. 



ACCREDITED BY THE 
NATIONAL COUNCIL FOR 
THE ACCREDITATION OF 
NURSING HOMES 





KENSINGTON GARDENS SANITARIUM 

A Medical Institution Under the Supervision of Registered Nurses 

ESTABLISHED 1947 LICENSED BY STATE AND COUNTY 

3000 McComas Avenue, Kensington, Maryland 20795 
Proprietors-Administrators — 

LILLIAN H. and GEORGE L. BRICKER 

For Further Information 
Phone 

933-0060 or 933-0872 
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REHABILITATION SECTION DOUGLAS G. CARROLL M.D. 

BALTIMORE CITY MEDICAL SOCIETY, _EDITOR 



Home Rehabilitation of the 
Stroke Patient 


JOHN E. GESSNER, MD 

Assistant Professor, Division of Physical Medicine 
and Rehabilitation 

University of Maryland School of Medicine. 

Rehabilitation, like any other therapeutic tech¬ 
nique, may be an extremely complicated 
procedure. But just like appendectomy, it usually 
is not, and when applied appropriately, it is 
effective. 

When used in treating the disabilities associated 
with stroke and similar syndromes, it is most 
effective when applied as an effort to teach pa¬ 
tients to perform activities of daily living and 
ambulation. For the patient with moderately severe 
hemiparesis—and minimal or no impairment of 
intellect or memory, the most effective techniques 
are those partly developed and currently practiced 
in the chronic disease hospitals of the Maryland 
State Health Department. This program makes 
little or no use of complicated and controversial 
exercise programs designed to “stimulate” new 
neuronal pathways for the return of function. 

A common sense approach is used, that is, 
teaching patient^to use their remaining function 


to feed, dress, and bathe themselves and to get 
around in a wheelchair, or more usually to 
ambulate safely with whatever bracing and appli¬ 
ances are necessary. A patient with no func¬ 
tion in an upper extremity and only poor hip 
flexion and knee extension, with moderate spastic¬ 
ity, usually requires a short leg brace and cane. 
When possible, hemiparetic upper extremities are 
trained as helping hands, but in the moderately 
severely involved patient described above, func¬ 
tion rarely returns in the upper extremity. 

My experience with the use of speech therapy 
in the treatment of aphasia has been that, if 
spontaneous return of speech does not occur, the 
therapy is of psychological value, at best. This is 
particularly true in those patients with severe 
involvement characterized by loss of auditory 
recognition. Some speech pathologists maintain 
that the best speech therapy for the patient with 
stroke is in his home environment with relatives 
and friends as therapists. 

Senile patients with symptoms of extensive 
cerebral arteriosclerosis, including poor memory, 
short attention span, and lack of judgment, obvi¬ 
ously do not do well in a program in which the 
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patient’s contribution to success consists of learn¬ 
ing and doing. However, cerebrovascular stroke is 
a dynamic syndrome with a great tendency for 
recovery, and patients who have early confusion, 
incontinence of bowel and bladder, or poor body 
balance often improve and on this account should 
not be denied a trial of therapy. 

As part of a project by the Harford County 
Heart Association to develop a home program of 
therapy for patients with residual disability from 
stroke, a registered nurse from the county spent 
three months at Montebello State Hospital learn¬ 
ing chronic disease nursing care on the wards, 
self-care and ambulation techniques in the physi¬ 
cal therapy department, and teaching of the 
techniques to the patient under supervision. She 
was taught to use the Barthel index 1 in evaluating 
patients’ abilities. The program was then publi¬ 
cized to the physicians of Harford County, who 
were responsible for formal referral for therapy. 
As consultant in physical medicine and rehabilita¬ 
tion to the program, I saw the patients and sent to 
each one’s physician a written report of findings 
and prognosis, including prescription plan. When¬ 
ever possible, the physician was invited to attend 
the evaluation. In addition, the therapist was 
required to report to the physician concerining the 
patient’s progress. 

Of the first 20 patients seen, 11 became inde¬ 
pendent in activities of daily living and ambula¬ 
tion. Nine of these 20 were younger than 65 and 
of this group, seven became independent and two 
died. Eleven were older than 65, and only four 
became independent. Six of this group died. Thus, 
55% of the patients in the series became com¬ 
pletely independent in activities of daily living and 
ambulation using criteria of the Barthel index. 
The average treatment time for this group was 
one and a half months. Early in treatment, 
therapy was carried out daily. This average time 
would seem to approximate an adequate trial. In 
this group, youth (65 or under) was the best 
prognostic sign. Only two patients were aphasic, 
and these were among the patients who died. 

The death rate of 40% one and a half years 
later is not excessive, 2 since some of the patients 
were seen within days after the onset of stroke. 
Exercise was graded, and patient tolerance was 
gauged on the basis of respiratory rate and pulse. 
No referred patient was refused treatment. The 


fact that patients with permanent brain damage 
with intellectual deterioration do not become inde¬ 
pendent was borne out in this study. 

An almost universal problem was getting the 
patient out of his hospital bed, where he was 
immobile, into a standard height bed with a firm 
mattress (or bed board), so that transfer activities 
could be started. Once the family realized the ease 
with which the hemiparetic patient could be 
moved from bed to a wheelchair and then to a 
commode, they became enthusiastically active in 
the program. 

No special equipment was used, and the thera¬ 
pist’s ingenuity substituting bed rails for parallel 
bars and using ramps in the home made it 
unnecessary. A wheelchair was available early in 
the program, and was removed when the patient 
became ambulatory. Homemaking training was 
done in the patient’s own kitchen. Foot drop 
braces were manufactured for the patients in 
Baltimore. Patient funds were always used when 
available. 

Conclusions 

Rehabilitation at home is possible for patients 
disallied from stroke and, for the average family, 
it is desirable. 3 The patient does not leave the 
family circle, nor does he become a disposition 
problem for the chronic disease hospital. Rehabili¬ 
tation can be done with a minimum of equipment. 
It consists essentially of showing patients how to 
use remaining functional abilities, of which they 
often are unaware. 

The rehabilitation team should comprise the 
family physician and a therapist who concentrates 
on teaching activities of daily living. The rehabili¬ 
tation facilities of the chronic disease hospitals 
may be used for those patients who do not 
improve after adequate trial or for consultation 
during treatment at home. 

These same techniques could be used for pa¬ 
tients with orthopedic problems of hip fracture, 
for example, and for patients with incapacitating 
rheumatoid arthritis. Further controlled study 
should be done on larger groups, and the effects 
of socioeconomic status on results should be 
studied, since this study was done on a small 
homogeneous middle class group.* 

*This study was made possible through support of the 
Harford County Heart Association. . 
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Offering full treatment to the adult physically handicapped, specialized care to the 
senior citizen, and convalescent care to post-stroke and post-operative cases. 
Separate area for cancer patients. All facilities available to private physician. 
Professionally staffed and equipped PhysicalTherapy gymnasium,underthedirect 
supervision of a specialist in physical medicine. There is also an organized 
program of recreation. 

Everything at The Regent is designed to be used by wheel chair patients. 
Adjacent to the Penn-Mar Shopping Center on Marlboro Pike Beltway Exit 34 
Call or write for brochure. Phone 736-0240 
8100 Marlboro Pike, Forestville, Maryland 

Summary 

Twenty patients who had sustained cerebrovas¬ 
cular stroke were given training in activities of 
daily living and ambulation in their own homes, 
as part of a home rehabilitation program. Ages 
ranged from 45 to 93. Eleven, or 55% of the 

one and a half years later, two of whom had 
become independent. Three patients were trans¬ 
ferred to nursing homes. 
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group, became independent in activities of daily 
living and ambulation. Eight patients had died by 
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B and C vitamins ate therapy: Therapeutic amounts of B and C in stiss 
formula vitamins often are vital during periods of physiologic str:s. 
STRESSCAPS capsules, designed to meet increased metabolic demands, ai in 
achieving a more comfortable convalescence, a more rapid recovery. After ir- 
gery, as in many stress conditions, STRESSCAPS vitamins are therapy. 

Each capsule contains: 

Vitamin Bt (Thiamine Mononitrate) 10 rr j 
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RETARDED CHILDREN 
CAN BE HELPED 


MARYLAND ASSOCIATION FOR RETARDED CHILDREN, INC. 


1514 Reisterstown Road 

Baltimore, Maryland, 21208 

486-8168 

President 

Mr. David Kahn 

Executive Director 

Morris Scherr 

Editor 
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THE MEASLES VACCINE IN PREVENTION 
OF MENTAL RETARDATION 


Ten-year-old Kimela Jean (Kim) Fisher is this 
year’s poster child. Kim, daughter of Mr. and 
Mrs. Guy William Fisher, of Fort Wayne, Ind., 
was a bright child until she was two, when she 
developed measles encephalitis. The inflammation 
of the brain caused mental retardation and defects 
in vision and hearing. 

Measles is the most serious of the childhood 
infectious diseases. Four million children get 
measles every year. Some 500 children die of it; 
of the 4,000 who develop measles encephalitis, 
1,600 become mentally retarded. One in six de¬ 
velop serious respiratory illnesses, including pneu¬ 
monia, which is responsible for most of the infant 
deaths from measles. More than half of the four 
million children who have measles suffer some 
form of brain involvement, as indicated by abnor¬ 
mal electroencephalographs taken during the 
course of the disease. Though the EEG’s go back 
to normal when the children have recovered from 
the measles, researchers still do not know what 
changes may have taken place in the meantime. 

Three years ago, measles vaccines were licensed 
by the United States Food and Drug Administra¬ 
tion. Thus there are now safe and effective means 
to eradicate this cause of mental retardation and 
other handicaps. 

This year, therefore, the National Association 
for Retarded Children (NARC) is urging its 
member units to cooperate with physicians and 
health agencies in reaching the more than 12,000,- 


000 children of susceptible age (nine months to 12 
years) who have not yet been vaccinated. 

NARC units can be helpful in promoting 
measles vaccination through their public informa¬ 
tion and other programs. A fact sheet, “What You 
Should Know About Measles and the Measles 
Vaccines,” has been prepared by NARC. The fact 
sheet includes a list of 87 immunization projects 
in state and local health departments which have 
been supplied with measles vaccine by the United 
States Public Health Service. There is no charge 
for the vaccine, but in some areas parents may be 
required to pay a small fee. 

The NARC Public Health Services Committee 
set forth as one of its objectives for 1966 to urge 
the inclusion of measles vaccination in each 
child’s immunization program. 

WHEN YOUR PATIENTS NEED 
NURSING CARE 

Call Milton 4-6060 

_JLe Wele , 

'aitimore ^lluries (^xclian^e 
LICENSED & BONDED 

24 HOUR SERVICE ESTABLISHED 1935 

BALTIMORE, MARYLAND 21229 



October, 1966 


109 





60 YEARS OF FRIENDLY SERVICE 



Savings and Loan Association 

ORGANIZED 19 06 

Jbt 



WHERE YOU SAVE DOES MAKE A DIFFERENCE 
DIRECT REDUCTION HOME LOANS 

Hours 9 A.M. to 2 P.M. Doily 
Tuesday Evenings 7 to 9 

355-9300 

PATAPSCO AYENUE & FOURTH STREET 

Baltimore, Maryland, 21225 


Baltimore’s 
Newest and Finest 
iGourmet Rendezvous 

Featuring the Finest in 


Sea Foods 
Prime Steaks 
Chops and 
Poultry 



Open Daily 
11 A.M. to 2 A.M. 
7 Days a Week 



• SALES 

• SERVICE 


• PARTS 

• ACCESSORIES 


Centrally Located at Harford Rd. and 25th St. 

Phone: 889-7616 

MARYLAND 
VOLKSWAGEN, Inc 

1212 E. 25th St. 
BALTIMORE, MD. 21218 




Qiytieli (leaf 

RESTAURANT 

2-4 North Liberty St. PL.2-2732 

BALTIMORE. MARYLAND 21201 
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From the Subcommittee on Alcoholism of the Medical and Chirurgical Faculty of the State of Maryland 


THE ALCOHOLIC TREATMENT PROGRAM AT 
CROWNSVILLE STATE HOSPITAL 


GERTRUDE L. NILSSON, ACSW 
Coordinator, Services to Alcoholics 
Maryland State Department of Mental Hygiene 

In most states, professional services to alco¬ 
holics were initiated in response to one pioneer 
voice crying out in the wilderness of ignorance 
about alcoholism and neglect of alcoholics. In 
Maryland, that voice some 15 to 20 years ago was 
the voice of an analytically trained and oriented 
psychiatrist, Dr. Tsadore Tuerk, now Commis¬ 
sioner of Mental Hygiene. When Dr. Tuerk was 
Superintendent of Spring Grove State Hospital, 
he organized a separate unit for alcoholics. That 
was 17 years ago, and Mrs. Marty Mann has said 
that it was the first of its kind in the country. Dr. 
Tuerk himself gives full credit for the develop¬ 
ment to a group of Alcoholics Anonymous mem¬ 
bers who suggested it to him to make their 
Twelfth Step job in the hospital easier and more 
effective. 

For the past five years, Maryland has had four 
such special units, one in each of its regional 
mental hospitals. The Crownsville Unit is the 
biggest and most comprehensive of the four, and 
so far, the only one with beds for women 


Delivered at the University of Colorado School of 
Alcohol Studies, June 21, 1966. 


alcoholics. Crownsville is a 2,000 bed State psy¬ 
chiatric hospital, serving four southern Maryland 
counties and one-third of Baltimore City, the third 
in which Skid Row is located. 

The Alcoholic Rehabilitation Unit is located in 
two two-story red brick cottages with open doors, 
quite separate from the rest of the hospital. The 
second floor of one cottage has been partitioned to 
provide a 22-bed dormitory for women. The 
remaining 108 beds, including the Sick Bay for 
the acutely intoxicated, are for men. (Newly 
admitted women alcoholics needing emergency 
medical care are detoxified in the Medical and 
Surgical Unit.) The cottages are relatively com¬ 
fortable, and have sufficient space for the pro¬ 
gram carried on in them. The alcoholics them¬ 
selves keep their quarters clean, painted and in 
good repair; and provide a number of “luxuries” 
not included in the regular hospital budget, such 
as coffee makers and an unlimited supply of 
coffee, AA posters and pamphlets, radios and 
televisions, recreational equipment, etc. Men and 
women participate jointly in all activities. 

The physical plant is perhaps the least impor¬ 
tant feature of an inpatient alcoholic program. 
The essential features might be listed as follows: 

1. Selected staff with a variety of skills, 
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2. An open-door admission policy, 

3. Individualized evaluation and treatment of 
patients, 

4. A broad variety of treatment, involving the 
individual patient’s own resources—his own 
strengths, skills, family, etc., 

5. Pre-release planning with community colla¬ 
boration, 

6. Realistic goals, and, 

7. Attention to public education, professional 
training, and research. 

In the Crownsville program each of the seven 
features contributes to the quality of the counseling 
service. 

Most of the staff are self-selected—they have 
chosen to work with alcoholics. Some who had 
not originally chosen their assignments to the 
Unit, have, after exposure to the program, 
become its most devoted exponents. Their feeling 
for alcoholics leads them to welcome the partner¬ 
ship of A A members and of the patients them¬ 
selves. The program process, as described below, 
is designed to develop a kind of harmony of point 
of view, a homogenized philosophy, among staff 
members and to keep communications open among 
them. 

A wide variety of skills are represented on the 
staff. The administrator-coordinator is a psychi¬ 
atric aide, a member of AA. Two other AA 
members are psychiatric aides, and the psychiatric 
aide assigned to assist the administrator is a 
member of Al-Anon. The nursing supervisor is a 
licensed practical nurse. There is a full-time 
medical director, an internist; a full-time psychia¬ 
trist, a resident who spends three months of his 
residency in the Unit; two full-time trained social 
workers; and the services as needed of an indus¬ 
trial therapist, a vocational counselor, a chaplain, 
psychologists and, of course, the various medical 
specialists who serve the whole hospital popula¬ 
tion. 

The Superintendent of Crownsville, Dr. George 
McK. Phillips, sees his hospital as offering a 
community service, and to serve the needs of 
alcoholics, who have never been known to adjust 
their drinking practices to professional office 
hours, the hospital has an open-door policy. 
Alcoholics (who account for about 50% of all 
admissions) are admitted any time of the day or 
night, whether drunk or sober, whether male or 


female, whether on voluntary request, on two 
doctors’ certificates, or by court order, whether 
they are first admissions, or are coming in for the 
10th or 12th or 20th time. At least one-half the 
alcoholics are admitted on voluntary request, but 
for most of them, the term “voluntary” is in 
quotation marks: somebody has pushed from the 
outside—usually a wife, or an employer, or a 
judge. 

Individualized evaluation and treatment is as¬ 
sured for every alcoholic patient by a process of 
daily staffing of newly admitted patients. Because 
this process is the heart of the Crownsville 
program, some account of it is appropriate. Every 
morning at 9:00 am, the staffing group meets. 
Present are the medical director, the psychiatrist, 
at least two representatives of nursing service, and 
a social worker. The industrial therapist is usually 
there, and the vocational counselor is there twice a 
week. The focus of the group is on the alcholic’s 
here-and-now-reality, his present pain; except in 
very rare instances, little attention is devoted to 
family background or early childhood history. 

The nursing supervisor, with the charts in front 
of her, reports on the admissions in the past 24 
hours—usually five or six or seven. On a Monday 
morning there may be as many as 30. 

One by one, each new admission who is well 
enough to do so, joins the group. He is introduced 
to the group and made to feel at ease. The medical 
director usually opens the interview, but everyone 
participates, raising the questions relevant to his 
function in the Unit. General questions asked 
include: What brought you to the hospital? What 
help do you want, or hope or expect to get here? 
How long do you plan to stay, and what plans do 
you have for leaving? If the patient has had 
previous admissions, the interview will be con¬ 
cerned with his experience since his most recent 
release: what had gone wrong with the plan with 
which he left, or perhaps, what had helped him 
stay sober for as long as he had. 

There is worthwhile book material in the 
stories told at these sessions. The predominant 
feeling is fear. The alcoholics are frightened men 
and women. They are afraid to drink and afraid 
to stop drinking; they have been afraid to enter 
the hospital and are afraid to leave it; most of all, 
and universally, they are afraid of the future, 
because every one of them is aware of what has 
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been called “the exquisite predictability” of the 
alcoholic career: every one knows the fate that 
threatens him. 

Before any patient leaves, the staff share a 
pretty good idea of his strengths and weaknesses, 
and have shared with him some treatment plan. 
For every patient the plan includes medical care, 
exposure to AA, attendance at educational meet¬ 
ings, involvement in Patient Self-Government, and 
a hand-tailored industrial assignment. For every 
patient it also includes assignment to one particu¬ 
lar counselor (who may belong to any of the 
disciplines represented on the staff) to whom he 
may turn at any time he wants or needs individual 
help. For any one patient the plan may include 
any combination of a number of other services: 
family counseling by the social worker or the 
special counselor, help in settling unfinished busi¬ 
ness left behind on admission, psychological test¬ 
ing, social casework, group counseling, psycho¬ 
therapy, pastoral counseling, vocational counseling 
(which may or may not lead to vocational rehabil¬ 
itation), industrial assignments outside the hospi¬ 
tal to earn money to finance release arrangements, 
trial home visits, and medication, including 
disulfiram (Antabuse). Occasionally, it can be 
arranged for a patient to use the Unit as a 
day-hospital or a night-hospital. 

Discussion of each patient’s length of stay is by 
no means academic. By law, the hospital may not 
detain an alcoholic patient for more than seven 
days after he has written the superintendent of his 
intention to leave; and by administrative policy, 
the same ruling applies to those who are admitted 
on two medical certificates. Those on court order 
have less freedom of choice, but the recommenda¬ 
tion of the staff can, if it seems desirable, 
influence the Court’s decision. 

The average length of stay is four to six weeks, 
but the range is from three days to six months, or 
more. Most often, in perhaps 80% of the cases, 
the length of stay of any particular patient is a 
result of consensus between patient and staff. In 
the case of the alcoholic who has stayed sober for 
five years in AA before one slip brought him to 
the Unit, there is little point in keeping him longer 
than the three days he needs to detoxify and then 
sending him back to his family and his job, with 
the realistic hope that he will again stay sober for 
another considerable period of time. On the other 


hand, when it has been determined that a young 
alcoholic who is both bright and sensitive, is a 
functional illiterate, there is good reason to believe 
that adult education may help him find more 
satisfaction in a sober life, and learning to read and 
write takes several months. Among the alcoholic 
patients are those irreversibly damaged who will 
be in the hospital for life, but these patients are 
not housed in the Alcoholic Rehabilitation Unit. 

Everyone who has worked with the staff at the 
Crownsville Unit, observed their work, or talked 
with their patients individually or in groups, is 
satisfied that enormous effort, compassion, ingen¬ 
uity, imagination and pride go into this man- 
tailored (and woman-tailored) evaluation and 
treatment process. The staffing is a guarantee, 
repeated daily, that the Unit program is patient- 
centered, and that the staff work together toward 
goals jointly selected and accepted by them and 
the patients. 

From experience with hundreds of alcoholics, 
the Crownsville staff have learned to be satisfied 
with partial goals. For one patient it may simply 
be keeping out of jail; for another, staying sober 
enough to hold a job; for a third living, perhaps 
on Welfare, on the dry island of a halfway house. 
Relapses come as no surprise. Indeed, if they are 
six months apart, they may prove a source of 
gratification, evidence of unexpected motivation in 
a patient who had not been sober for a week at a 
time for the past 20 years. Former patients who 
have become active in AA are encouraged to come 
back to the Unit to encourage those who have not 
yet found their way, and often serve as sponsors 
to patients on their way out. 

Some time before the release date agreed upon 
at staffing, the patient’s own counselor starts 
reaching out to the resources in his home commu¬ 
nity which may be able to help him stay well and 
to maintain whatever gains he has made in the 
hospital. The resources involved depend on both 
the patient and his community. Potential allies 
include a spouse, an employer, a welfare worker, 
a probation officer, a landlady, a public health 
nurse, an alcoholism or mental hygiene clinic, a 
clergyman, a half-way house, a family physician, 
an A A group, a private social agency, a council on 
alcoholism, or any combination of such resources. 
No patient leaves the Unit until it is determined 
that he. has a place to live and some assurance of 
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an income. 

Unfortunately, family counseling is only a 
minor feature of the inpatient program. In the 
first place, only about 20% of the alcoholic 
patients still have connections with their families; 
and in the second place, the geographic location of 
the hospital makes it difficult for some families to 
visit, and the hard-pressed staff have limited time 
to visit families. If the patient agrees, the staff 
may ask that an Al-Anon member visit his spouse. 
Such visits have helped in a few dramatic cases, 
but there are not yet enough Al-Anon members, 
and most of them are middle-class people who are 
not entirely comfortable with lower-class families 
and their problems. 

Who counsels the alcoholic in Crownsville? 
Anybody and everybody on the Alcoholic Reha¬ 
bilitation Unit staff, and more and more often it is 
happening that the alcoholic leaving the hospital 
keeps in touch with the particular counselor who 
has had some impact on him. Needless to say, 
patients also counsel other patients, especially those 
who work in the Sick Bay as orderlies and help 
the acutely intoxicated through their crises. 

The final element listed above is professional 
training, public education, and research. These 
three activities are not just icing on the program 
cake, but are indeed more like vitamins that enrich 
it. Within the hospital, psychiatric residents and 
social workers are trained in the Unit. This past 
summer a group of psychology students have had 
supervised field experience there. The amount of 
public education done by staff in their routine 
contacts with those indispensable community 
agencies and agents is difficult to evaluate, as is 
also the educational value of the alcoholic who has 
been helped by the Unit to take a responsible role 
in his society. Members of the staff are always 


high school classes in their region, and participate 
generously in the Department’s seminars for cler¬ 
gymen, social workers, nurses, and other profes¬ 
sional groups. Research, a major part of the 
original Spring Grove program, is still in the 
planning stage, still only a dream for the future. 

Is the Crownsville program perfect, or even the 
best of all possible programs for alcoholics? By 
no means, and members of the staff are quick to 
point out its weaknesses and needs. They feel 
most desperately the need for addition of a 
clerk-typist to their ranks to facilitate communica¬ 
tions with the outside world which cannot be 
handled by telephone, for more in-service training 
for new and old staff, and for opportunity to 
follow-up their patients and to evaluate the effec¬ 
tiveness of their work. 

There is really no end to the story of an 
in-patient program to which as many as 165 
alcoholics are admitted monthly, about half of 
them for the first time, but some concluding 
statement must be made to this report: 

Alcoholism is a chronic, progressive, life-long 
disease, and no time-limited in-patient treatment 
program, no matter how good, no matter how 
devotedly adminstered, can be expected to manage 
it. The hospital can help the alcoholic get sober, 
and can help him choose to stay sober. Indeed, a 
recent statistical study indicates that 60% of the 
alcoholics admitted to Maryland State hospitals 
are not readmitted within two years. Neverthe¬ 
less, much of the effort and dedication of staff 
working with alcoholic in-patients for short peri¬ 
ods of time is tragically wasted unless other 
community resources are ready and willing to 
provide continuity of interest and caring and 
service to every alcoholic out-patient who looks 


available to address church and civic groups and for their help. 
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the common cold and the aging patient 


Louis J.Vorhaus, II, M.D., F.A.C.P. 



Effects of aging on the anatomic and physiologic aspects of the respiratory apparatus. 

The chest becomes more fixed, less mobile and less elastic as the bronchial walls and thoracic ligaments lose elasticity 
The diaphragm and intercostal muscles atrophy and weaken. The lungs become smaller, flabbier and weigh less 
decreasing vital and total lung capacity, increasing residual volume and the alveolar dead space. 
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Sir William Osier described pneumonia as the wel¬ 
come friend of the aged patient, because the patient 
with pneumonia usually died quietly. But today, the 
well-informed physician is an even better friend of 
the aging patient, since it is better to live than to die, 
no matter how quietly. 


In addition, the efficiency of a cough is below par in 
older persons even though they are in good health. 
This is partly due to the decreased respiratory excur¬ 
sions and distensibility of the chest wall, and partly 
from loss of elasticity of bronchial walls which tend 
to make them collapse in a cough. 


One of the first avenues of approach in the control 
of the hazards of respiratory disease in the aging 
patient is prompt and proper attention to the com¬ 
mon cold or upper respiratory infection. The com¬ 
mon cold may be the first step in the relatively short 
path to lower respiratory infection, broncho-pneu¬ 
monia and death. This train of events occurs fre¬ 
quently among older persons. Indeed, pneumonia is 
one of the most common causes of their admission 
to hospitals and ranks high on the list of geriatric 
killers. Colds are more debilitating in elderly people 
and the aged are more likely candidates for second¬ 
ary infections such as sinusitis and bronchitis. These 
infections, in turn, are more prone to lead to broncho¬ 
pneumonia, because of lowered resistance and ana¬ 
tomic and physiologic changes in the lungs of the 
elderly. 

What is different about the respiratory tree of an 
aged person and that of an otherwise healthy 
younger adult? Aging certainly takes its toll on all 
parts of the body, affecting both anatomic and phy¬ 
siologic aspects of the respiratory apparatus. These 
changes are in part due to the wear and tear that 
occurs over the years; the repeated bouts of respira¬ 
tory infection, long exposure to atmospheric pol¬ 
lutants, to occupational inhalants, smoking, malnu¬ 
trition, obesity, inactivity and the development of 
other diseases which may affect the lungs. 

With the passage of years, the lungs change. They 
become scarred and emphysematous and lose their 
compliance. The whole chest becomes more fixed, 
less mobile and less elastic. 

the anatomic changes that occur in aging render the 
lungs less efficient. Tests of pulmonary function in 
senescence show a deterioration characterized by a 
decrease in vital capacity and total lung capacity, an 
increase in residual volume and alveolar dead space. 
Maximum breathing capacity is reduced and uni¬ 
formity of ventilation deteriorates. These problems 
are often aggravated by the obstructed breathing, 
fever and secondary infection associated with the 
common cold, placing an additional stress on the 
entire cardiopulmonary reserve. 


The elderly patient’s resistance to infection is often 
reduced. Nutritional deficiencies are more common 
in aged people. There is some evidence to indicate 
that their capacity to respond to stress is less efficient. 
Finally, there is often relatively meager symptomatic 
response to acute disease. The absence of obvious or 
dramatic clinical signs and symptoms of severe ill¬ 
ness is particularly dangerous because, coming as it 

(concluded on following page) 



For postnasal drip, clogged ears 


and stuffed and runny noses 


Triaminic timed-release tablets 


keeps patients comfortable ’round the clock. 24-hour de¬ 
congestion on just a single tablet dosed morning, mid¬ 
afternoon and at bedtime. Patients regain senses and can 
breathe, smell and taste again. 

Triaminic. Isn’t that a comforting thing to know? 


Each timed-release tablet contains: 

Phenylpropanolamine hydrochloride 50 mg. 

Pheniramine maleate 25 mg. 

Pyrilamine maleate 25 mg. 


Side effects: Occasional drowsiness, blurred vision, car¬ 
diac palpitations, flushing, dizziness, nervousness or 
gastrointestinal upsets. Precautions: The patient should 
be advised not to drive a car or operate dangerous machin¬ 
ery if drowsiness occurs. Use with caution in patients with 
hypertension, heart disease, diabetes or thyrotoxicosis. 

(Advertisement) 







does in a person whose defenses are weakened both 
locally and systemically, pulmonary disease may pro¬ 
gress rapidly to irreversible stages before medical 
attention is sought. Respiratory infection is espe¬ 
cially hazardous because the aged patient responds 
badly to hypoxia. Not only is his response to oxygen 
lack impaired, but the work of breathing, due to de¬ 
creased compliance of the lung and increased stiff- 
. ness of the thorax, is markedly augmented. 

! Many patients late in life are in a precarious and 
, delicate cardiopulmonary balance which is easily 
decompensated from relatively minor insults such as 
colds and upper respiratory infections. 

For all of these reasons, geriatricians long have 
stressed the importance of preventing respiratory 
insults. Today we have better ways of treating respi¬ 
ratory infection, improved techniques for clearing 
the lungs and bronchial tubes of secretions and better 
i understanding of ways of improving ventilation. We 
possess a broader spectrum of antimicrobial agents 
including newer ones to deal with previously re- 
, sistant organisms. Even so, the death rate from pneu¬ 
monia is high in older people, and it is preferable 
to avoid the disease than to treat it. To do so, atten¬ 
tion must be paid to the general maintenance of 
good health and all that implies, as well as to the 
prevention, elimination and treatment of associated 
conditions that predispose to or cause pneumonia 
such as chronic upper or lower respiratory infection, 
respiratory allergy, chronic sinusitis and exposure 
to inspired irritants. 

Golds and other minor respiratory infections, which 
favor the development of broncho-pneumonia, 
should be treated vigorously and promptly, particu¬ 
larly those patients whose aging process has been 
accompanied by the development of chronic pul¬ 
monary disease. Upper respiratory passages should 
be cleared with decongestants. Sinuses should be 
drained adequately. And, when indicated, appro¬ 
priate antimicrobial therapy should be instituted 
before serious infection of the lower respiratory tree 
supervenes. 

In decades past it was understandable that physi¬ 
cians welcomed pneumonia for the aged patients be¬ 
cause it offered them a quiet and peaceful demise. 
Today we recognize that in many cases, peaceful as 
it may have been, such deaths were often avoidable. 
With the current knowledge and understanding of 
the problems that respiratory infections impose on 
i aging people, vigilant medical attention can often 


restore them to a vigorous, rewarding and produc¬ 
tive life so that the many opportunities that exist 
today for people to enjoy their golden years are 
realized and not stolen by untimely death. 
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RAIN TURNING TO SNOW, INCREASING WINDS AND 
DROPPING TEMPERATURES FOLLOWED BY COUGH, 
CONGESTION AND PAIN 


Tussagesic 


provides up to 24-hour 
coverage of the tough cold with a single timed- 
release tablet dosed morning, midafternoon and 
at bedtime. Coughs are broken up, runny and 
stuffed noses are cleared and pain is relieved. 


Each Tussagesic® timed-release tablet contains: 

Triaminic® . 50 mg. 

(phenylpropanolamine hydrochloride 25 

mg.; pheniramine maleate 12.5 mg.; pyrila- 
mine maleate 12.5 mg.) 

Dextromethorphan hydrobromide 30 mg. 

Terpin hydrate. 180 mg. 

Acetaminophen.325 mg. 

Side effects: Occasional drowsiness, blurred vi¬ 
sion, cardiac palpitations, flushing, dizziness, 
nervousness or gastrointestinal upsets. Precau ¬ 
tions: Patient should not drive a car or operate 
dangerous machinery if drowsiness occurs. Ex¬ 
cept under professional care, do not give to pa¬ 
tients under 12 yrs. or those who have persistent 
cough, high fever, heart or thyroid disease, hy¬ 
pertension or diabetes or use for more than 
10 days. 
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when congestion is complicated by sulfa-susceptible 

bacterial invaders in the 
upper respiratory tract... 



prescribe economical 


ITirisuljf&mime 


Each tablet contains: Triaminic® 25 mg. (phenylpropanola¬ 
mine hydrochloride 12.5 mg., pheniramine maleate 6.25 
mg., pyrilamine maleate 6.25 mg.); Trisulfapyrimidines, 
U.S.P. 0.5 Gm. (sulfadiazine 0.167 Gm., sulfamerazine 0.167 
Gm., sulfamethazine 0.167 Gm.) 


PHARMACOLOGY: Triaminic decongests and 
promotes drainage of nasal and paranasal 
passages, and prevents any further hista¬ 
mine-induced damage; the triple sulfona¬ 
mides inhibit susceptible bacterial invaders. 
INDICATIONS: For congestion and infection 
of the upper respiratory tract caused by 
sulfa-susceptible organisms. DOSAGE: Adults: 
2 to 4 tablets initially, followed by 2 tablets 
every 6 hours. Medication should be con¬ 
tinued until patient has been afebrile for 3 
days. ADVANTAGES: The advantages of Tri- 
sulfaminic in upper respiratory infections 
are: freedom from narcotics or alcohol; ther¬ 
apeutic reliability; safety; economy; ease 
of administration; freedom from potential 
sensitization to broad-spectrum antibiotics 
which may be reserved for lower respiratory 
or other infections caused by susceptible or¬ 
ganisms. CONTRAINDICATIONS: Contraindi¬ 
cated in sulfonamide and antihistamine sen¬ 
sitivity, impaired renal function, pregnancy 
approaching term, and in premature infants 
and newborn infants during the first month 
of life. Do not use in patients with glaucoma, 
prostatic hypertrophy, stenosing peptic ul¬ 
cer, pyloroduodenal or bladder neck obstruc¬ 


tion. WARNING: Use only after careful evalu¬ 
ation in patients with liver or renal damage, 
urinary obstruction, or blood dyscrasias. 
Deaths have been reported from hypersensi¬ 
tivity reactions with administration of sul¬ 
fonamides. In intermittent or prolonged 
therapy, blood counts and liver and kidney 
function tests should be performed periodi¬ 
cally. Sulfonamide therapy may potentiate 
the hypoglycemic action of sulfonylureas. 
PRECAUTIONS: Use with caution in patients 
with histories of significant allergy or asth¬ 
ma. Assure an adequate fluid intake. Be¬ 
cause the antihistamines may cause drowsi¬ 
ness of varying degree, warn patients about 
activities requiring alertness such as driving 
a car or operating dangerous machinery. Use 
with caution in the presence of hyperten¬ 
sion, hyperthyroidism, cardiovascular disease 
and diabetes. ADVERSE REACTIONS: As in 
all sulfonamide therapy, the following re¬ 
actions may occur: headache, nausea, vom¬ 
iting, diarrhea, icterus, hepatitis, pancreati¬ 
tis, urticaria, rash, fever, cyanosis, hema¬ 
turia, crystalluria, proteinuria, blood dyscra¬ 
sias, petechiae, purpura, neuropathy and 
injection of the conjunctiva and sclera. If 


one or more of these reactions occur, the 
drug should be discontinued. With antihis- 
taminic therapy there have been reports of 
sedation varying from mild drowsiness to 
deep sleep, dizziness, lassitude, inability to 
concentrate, fatigue, incoordination, tin¬ 
nitus, blurred vision, diplopia, euphoria, ner¬ 
vousness, insomnia, tremors, palpitation, 
hypotension, headache, chest tightness, uri¬ 
nary frequency, dysuria, tingling of the 
hands, dryness of the mouth, throat, and 
nose, gastrointestinal disturbances such as 
epigastric distress, anorexia, nausea, vom¬ 
iting, constipation and diarrhea and very 
rarely, leukopenia and agranulocytosis. Ad¬ 
verse reactions reported with the use of 
sympathomimetic amines include anxiety, 
tension, restlessness, nervousness, tremor, 
weakness, insomnia, headache, palpitation, 
tachycardia, angina, elevation of blood pres¬ 
sure, sweating, mydriasis, anorexia, nausea, 
vomiting, dizziness, constipation, and dys¬ 
uria due to vesicle sphincter spasm. PACK¬ 
AGE INFORMATION: Trisulfaminic Tablets: 
Supplied in bottles of 100 tablets. CAUTION: 
Federal law prohibits dispensing without 
prescription. 
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HOUSE HUNTING? 

A. S. K. Computer locates the 
house of your dreams in seconds! 

NO CHARGE NO OBLIGATION 

^banald £. Qn-emyxlen. Realty, One. 

305 E. Joppa Rd. VA 5-6400 

TOWSON, MD. 21204 



ROVER 

2000 TC 

Snorts Sedan 


Very Likely . . . 

The World's Safest Auto 

. . an attractive comfortable car with exceptionally 
good handling, The Rover represents the strongest effort 
ever made to build and market a safe car." 

Industrial Design, Jan. ’66 

IMMEDIATE DELIVERY 

Baltimore’’s Only Authorized Dealer 

A & R IMPORTED MOTORCARS 

4412 Reisterstown Road 
at Cold Spring Lane 

LI 2-5000 LI 2-3004 
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/ LANDSCAPE / 

SKILLFUL LANDSCAPING 

enhances the beauty of your home 

TREES, PLANTS, SHRUBBERY . . . expertly 
planned and planted. FREE ESTIMATES 

BELTWAY GARDEN CENTER 

7937 Belair Road, Baltimore, Md. 21236 NO 8-3965 


• Photo-Offset Printing 

• Multigraphing 


Letterpress Printing 
Monocast Letters 

• Multilithing • Mimeographing 

• Addressing & Mailing • Typing 

• Automatically Typewritten Letters 

Prompt Pick-op MU 5-3232 

and Delivery 

D. Stuart Webb 


Advertising Services, 

306 N. Gay Street Baltimore, 

Inc. 

Md. 21202 
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FOR DOCTORS: 
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Invest your money where it 


will earn a high return in 

.inp: 

complete safety 


a CAPITAL SAVINGS 

/A AND LOAN ASSOCIATION 

INCORPORATED 1907 


421 NORTH CHARLES STREET 

CORNER FRANKLIN STREET 

BALTIMORE. M ARYLAN D 2 1 20 1 

PHONE 752-6000 


AMERICAN AMBULANCE & OXYGEN SERVICE 

Radio Dispatched From All Sections of Metropolitan Baltimore 
DAY & NIGHT—24-Hour Service 

Distributors for BENNETT Pressure Breathing Therapy Units for Home Use 

Sales and Rentals 

NOTE: As of July 1, we will take care of all MEDICARE patients for Ambulance Serv¬ 
ice and Home Oxygen rentals, when prescribed by a physician. 

LExington 9-6322 

1259 E. North Avenue Baltimore, Md. 21202 
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DEPARTMENT OF HEALTH 



Highlights 


LABORATORY TRAINING GRANT RECEIVED 

The Bureau of Laboratories has received a 
grant of $2,748 from the U.S. Department of 
Health, Education, and Welfare to conduct a 
five-day training program in “Advanced Tissue 
Culture Technique.” 

The course is to be directed by the assistant 
chief of the Bureau of Laboratories. Twenty 
health department workers and teaching per¬ 
sonnel from a five state area are being selected 
to be trained in the new technique. 

The Advanced Tissue Culture Technique was 
developed by Dr. Leonard Hayflick of the Wistar 
Institute, Philadelphia, who will be one of the 
featured speakers on the program. This technique 
is used to isolate such viruses as polio, rubella 
and influenza from clinical material and employs 
normal tissue rather than the abnormal tissue 
formerly used under the old technique. 

APPLICATION FOR STRIP MINES 
DEMONSTRATION GRANT 

The Department submitted an application to 
the U.S. Public Health Service for a grant of 
$126,318 to demonstrate the feasibility of utilizing 
abandoned strip mines in Western Maryland for 
the disposal of sewage sludge and solid waste 
material. If the grant is approved, the Depart¬ 
ment intends to conduct, in cooperation with 


Allegany County, a landfill operation in an aban¬ 
doned strip mine to determine if these depressions 
can be used as depositories for solid wastes, to 
attempt to develop a method of eliminating these 
eyesores from Maryland’s landscape, to restore 
the land to its natural state from the standpoint 
of erosion as well as beauty, and to determine if 
the filling in of these sinks with refuse will sig¬ 
nificantly reduce acid pollutants to the Potomac 
and Youghiogheny Rivers. 

SEMINAR FOR 

MEDICAL AND DENTAL STUDENTS 

The Department’s 14th annual public health 
work-training program included ten-week project 
assignments for sixteen medical, four dental, and 
three nutrition students. Thirteen of the medical 
students were from the University of Maryland, 
two from Johns Hopkins and one from Yale. 
Three of the dental students were from the Uni¬ 
versity of Maryland and one from Georgetown 
University. The nutrition students were from the 
University of Maryland, St. Joseph’s College, 
Emmitsburg, and the Colorado Women’s College 
in Denver. A list of the project report and copies 
of some of the papers are available upon request. 

OCCUPATIONAL HEALTH INVESTIGATIONS 

Due to a temperature inversion, a chlorine leak 
at a chemical plant caused respiratory distress 
among employees of a nearby plant in Cecil 
County. The lack of air movement caused by the 
inversion contained the chlorine gas in the narrow 
valley in which the neighboring plant is located. 
Because of either immediate or delayed reaction 
of employees to chlorine inhalation, the plant 
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Winthrop announces 
new 

nee 

For peptic ulcer, 
gastric hyperacidity, 
gastritis 

Each WinGel tablet or teaspoon (5 ml.) contains 
410 mg. of combined, highly reactive, short poly¬ 
mer, aluminum and magnesium hydroxides stabi¬ 
lized with hexitol. 

Neutralizes 300 times its active-ingredient weight 
in gastric acid for fast, long-lasting relief 

Gastric or duodenal ulcer, acute or chronic gas¬ 
tritis, gastric hyperacidity...wherever there is ‘‘acid 
overflow" new WinGel can provide faster, longer, 
more complete neutralization. 


In recent laboratory comparisons* with eight other 
leading antacids, new WinGel tablets not only 
neutralized more hydrochloric acid per active- 
ingredient weight, but neutralized it faster and 
longer than all other antacids tested. 

Pleasant pink in color, WinGel is delicately mint 
flavored with a smooth-as-cream texture-qualities 
sure to please the patient on long-term therapy. 
New WinGel is also specially formulated to avoid 
constipation or diarrhea. 
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ANTACID 
TABLETS 
AND LIQUID 



New WinGel neutralizes 300 times its active-ingredient weight in 0.1 N hydrochloric add— 
neutralizes more acid faster than other leading antacids 


Rate of 0.1 N hydrochloric acid 
neutralization at pH 3.5 and 
37° with WinGel and eight 
other leading antacid tablets- 
in vitro. Samples equaled the 
weight of tablet material con¬ 
taining 1.0 Gm. active ingre¬ 
dients.* 

♦Hinkel, E. T„ Jr. (New York): 
Data in the files of the Depart¬ 
ment of Medical Research, 
Winthrop Laboratories. 
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, , _j_ , , Minutes , 

10 20 30 40 SO 60 


Dosage: Peptic ulcer or gastritis —from 2 to 4 teaspoons 
of WinGel liquid or 2 to 4 tablets chewed or allowed to dis¬ 
solve in the mouth every two to four hours. Gastric hyper¬ 
acidity— 2 tablets or teaspoons about Vi to one hour after 
meals as needed; children from 7 to 14 years of age, 1 or 
2 tablets or 1 or 2 teaspoons of liquid as needed. 


How Supplied: Liquid in bottles of 8 fl. oz. and 1 pint. 
Tablets in cellophane strips, boxes of 50 and 100. (One tea¬ 
spoon of WinGel liquid is equivalent to one WinGel tablet 
in acid-combining capacity.) WinGel, trademark reg. U.S. Pat. Off. 

Winthrop Laboratories, New York, N.Y. 10016 [ Vtf/rrl frrop j 
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Offices Available 
Within 12 blocks of 12 hospitals 

Parking facilities for 300 cars within one block 


The LATROBE 2 E. Read Street 

Baltimore, Md. 21202 
call SAratoga 7-2180 


was closed for two days. All those reporting' 
any symptoms of exposure were sent to the 
medical center; 112 employees were examined; 
4 required hospitalization; all are now reported to 
be in satisfactory condition. State and local health 
department personnel, in cooperation with the 
Department of Labor and Industry, worked to¬ 
gether as a task force to prepare adequate engi¬ 
neering and medical recommendations to prevent 
the reoccurrence of such incidents. The Cecil 
County Health Department will conduct a con¬ 
tinuing medical follow-up on those seriously af¬ 
fected. 

At the request of the local health department, 
staff members investigated allegedly excessive 
exposures of employees to dust at an asphalt pro¬ 
ducing plant and at a ready-mix plant in Mont¬ 
gomery County. No excessive exposure was 
found. 

An investigation of possible air contamination 
in a patient’s home was made at the request of 
a private physician, without positive results. The 
Anne Arundel County Health Department is 
conducting a follow-up. 


See What 

Strutt j-^ooie 
Are Doing 

NOW IT'S 



In Timonium 


1/2 ACRE WOODED HOMESITES 
BEAUTIFUL ELEVATION 
ALL CITY UTILITIES, INCLUDING 
SEWER AND WATER 

20 MINUTES FROM DOWNTOWN BALTIMORE 




Another Development by 

Strutt f-^ooie 

is 

d^roadwau 


cred 


Broadway and Falls Road 

GLORIOUSLY WOODED FULL ACRE SITES 
MAGNIFICENT 


Colonial or Contemporary Homes 
in Either Development 
Custom Built to Your 
Family’s Requirements 

WRITE OR CALL FOR INFORMATION 

•Strutt f-^oole, Snc. 

BUILDERS — REALTORS — DEVELOPERS 

252-1900 

2130 Pine Valley Drive 

LUTHERVILLE—TIMONIUM POST OFFICE 21093 
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AGHROCIDIN 

Tetracycline HCI-Antihistamine-Analgesic Compound 


Each tablet contains: Caffeine . 30 mg 

ACHROMYCIN® Tetracycline HCI. 125 mg Salicylamide . 150 mg 

Phenacetin . 120 mg Chlorolhen Citrate. 25 mg 

The patient can feel better while getting better. ACHROCIDIN brings the treatment together in a single prescription- 
prompt symptomatic relief together with early, potent control of the tetracycline-sensitive organisms frequently respon¬ 
sible for complications leading to prolonged disability in the susceptible patient. 


Effective in controlling complicating tetracycline-sensitive bac¬ 
terial infection and providing symptomatic relief in allergic 
diseases of the upper respiratory tract. 

Contraindication—History of hypersensitivity to tetracycline. 

Warning-lf renal impairment exists, even usual doses may lead 
to liver toxicity. Under such conditions, lower than usual doses 
are indicated and if therapy is prolonged, tetracycline serum 
level determination may be advisable. Hypersensitive individuals 
may develop a photodynamic reaction to natural or artificial sun¬ 
light during use. Individuals with a history of photosensitivity 
reactions should avoid direct exposure while under treatment and 
treatment should be discontinued at first evidence of skin 
discomfort. 

Precautions—Some individuals may experience drowsiness, ano¬ 


rexia, and slight gastric distress. If excessive drowsiness occurs, 
it may be necessary to increase the interval between doses. Per¬ 
sons on full dosage should not operate any vehicle. Use may 
result in overgrowth of nonsusceptible organisms. If infections 
appear during therapy, appropriate measures should be taken. If 
adverse reaction or idiosyncrasy occurs, discontinue medication 
and institute appropriate therapy. Infections caused by beta- 
hemolytic streptococci should be treated for at least 10 full days 
to help prevent rheumatic fever or acute glomerulonephritis. Use 
of tetracycline during tooth development (last trimester of preg¬ 
nancy, neonatal period and early childhood) may cause discolora¬ 
tion of the teeth (yellow-grey-brownish). This effect has been 
observed in usual short treatment courses. 

Average adult dosage: 2 tablets four times daily, given at least 
one hour before, or two hours after meals. 


LEDERLE LABORATORIES, A Division of American Cyanamid Company, Pearl River, New York 
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BALTIMORE CITY HEALTH DEPARTMENT 


ROBERT E. FARBER, M.D., M.P.H. 
COMMISSIONER 


American Building, Baltimore and South Streets 
Baltimore, Maryland 21202 


752-2000: Extension 307 


Learn To Do Your Part In The Prevention Of Disease 


New Comprehensive Health Services 
for Children and Youth 


A plan to provide comprehensive health serv¬ 
ices, including dental care, for needy children 
and youth in economically deprived areas of 
Baltimore City was approved on May 16 by the 
Children's Bureau of the U.S. Department of 
Health, Education, and Welfare. Funded under 
the Social Security Amendments of 1965, PL 
89-97, the new project, estimated to cost $2 mil¬ 
lion in the first year of a proposed five year 
period, will be administered by the Baltimore 
City Health Department. 

An additional segment of the project, funded 
separately by the Children’s Bureau in the amount 
of $1.2 million, will he under the direct purview 
of the Johns Hopkins Hospital, which will co¬ 
ordinate its part of the program with that of 
the Health Department. 

Since the purpose of the grant is to increase 
the availability and improve the quality of health 
care services to children and youth, the program 
will he implemented by the establishment of 
Comprehensive Pediatric Care Centers adminis¬ 
tered in conjunction with existing Child Health 
Services. Each center will he staffed by new 
personnel employed by a local health center to 
conduct the program. 

Identified as Project 606, this new Compre¬ 
hensive Program for Children and Youth was 
designed by the City Health Department’s Child 
Health Services under the direction of Dr. J. L. 
Rhyne. Hopefully, it will provide comprehensive 
and continuous care for approximately 40,000 
needy children from infancy through secondary 


schooling, or age 18, and include medical, dental 
and psychiatric care. Baltimore City Hospitals, 
the Greater Baltimore Medical Center, the Uni¬ 
versity of Maryland School of Medicine and 
Sinai Hospital have agreed to cooperate with 
the City Health Department in the development 
of the program. Project areas, and the number of 
children expected to be served in each, are as 
follows : Baltimore City Hospitals—5,000 ; Great¬ 
er Baltimore Medical Center—2,000; Johns Hop¬ 
kins Hospital—15,000; Sinai Hospital—5,000; 
and University Hospital—12,000. 

Every effort will be made in the execution of 
this new program to cooperate with all private 
physicians and dentists in the areas served. 

Dental Care 

With tooth decay the most prevalent physical 
health problem of school age children, dentistry 
is an integral part of the service. Each center 
will contain appropriate dental facilities under 
the direction of a dentist with administrative and 
treatment responsibilities. His staff will include 
full and part-time clinicians, dental hygienists, 
and assistants according to need and clinic utili¬ 
zation. Close cooperation and consultations with 
non-dental members of the center staff to solve 
individual patient problems will be facilitated, as 
will access to special services and consultants 
anywhere in the community. 

Administrative Staff 

Administrative offices for the new project’s 
staff members are located on the second floor of 
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PONTIAC 1967 


PUT YOURSELF IN THE DRIVER S SEAT. GO 
FOR A DEMONSTRATION DRIVE. 

KELLY PONTIAC 
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We Have the Food 
You Advise . . . 
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• Low Sodium • Sugar-Free • Non-Allergic* 


SPECIAL DIET SHOP 


+ 
* 
* 
* 
* 

*221 N. Howard St. SAratoga 7-0383* 

-it (Opposite Hutzler's) * 

$ BALTIMORE, MARYLAND 21201 * 
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STERLING 

LIGHTING CO. A 8S& . 
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DISTINCTIVE 
IIGHTING FIXTURES 
OF BEAUTY 

We Repair and make Lamps 
'Lamps make the home Beautiful" 


IE 9-0222 


403 N. Charles Street 
Baltimore, Md. 21201 


Baltimore's most unique dining place 

jfalstaff 
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■SHERATON 

-BELVEDERE HOTEL 
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the American Building, Baltimore and South 


streets. The new staff w 
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ill include a project 


director, an administrative assistant, and medical 
and paramedical personnel, who will provide con¬ 
sulting services to participating hospitals and 
assist in recruitment and training of personnel 
for the centers. 


MAKE ANY DAY 

“Special” 

with 

BLOOMINQ 

BEAUTY 

• We Grow Our Flowers • 



We Also Make 
Artificial Arrangements 



Qeo. RADEBAUGH 

& Sons 

120 Burke Ave. Towson 4, Maryland 

Phone VAIley 5-4300 
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ihy is one man’s gastric ulcer 
mother man’s duodenal? 



Geographic variation in the incidence of peptic 
| ulcer is a familiar fact. But the proclivity of certain 
kinds of ulcer for certain geographic areas is a 
recently recognized phenomenon. 1,2 

For example, in one particular Norwegian fishing 
village there is a tendency for patients to develop 
a gastric ulcer; anywhere else in Norway, ulcers are 
usually duodenal. Peruvians high in the Andes 
have more gastric ulcers than their compatriots in 
the lowlands. Why? Nobody knows. 

Social variations, too. Even in the same 
gl graphic areas there are interesting variations. An Englishman’s ulcer depends 
o lis social standing—professional men suffer with duodenal ulcers, while 
v kingmen have more of the gastric variety. In southern India the pattern is 
( wirsed. Here, duodenal ulcers are common among laborers and agricultural 
v kers and rare among the upper classes. 

; nvestigators are exploring every possible theoretical avenue in their search 
f( the cause of peptic ulcer. Of all the factors implicated in ulcerogenesis, 
t one that is generally acknowledged to be of primary importance is hyper- 
seetion of gastric acid. 3 " 8 Or, as one author states it: “The medical management 
I »eptic ulcer pharmacologically is, in the final analysis, concerned largely 
vl i the effective inhibition of peptic activity.” 3 

Ilobinul (glycopyrrolate) provides potent, rapid, specific antisecretory action 
U cJ firmed by gastric analyses and x-ray evidence of clinical effectiveness. 3,7,9-12 
sq II ieves pain with “impressive” promptness. 8 Quickly alleviates acute discomfort, 
ni ai effectively counteracts gnawing pain, preprandial midepigastric pain, 

I jbehing and other ulcer symptoms. 7 Suppression of nocturnal pain is “out- 

qdtsj iding.” 13 Maximally effective doses may be given with minimal side 

ri re tions, and the incidence of unwanted anticholinergic effects is negligible. 3,7 ' 14 



matter what the ulcer theory... the fact is that 

obinul 

yeopyrrolate) 

motes the essential ulcer-healing environment 

'M ROBINS 

I \ (brief summary iollows) 


(briej summary follows) 
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Robinul 

(glycopyrrolate) 

promoter the 
essential ulcer-liealing 
environment 

Indications: In addition to its primary indica¬ 
tions for duodenal and gastric ulcer, Robinul (gly- 
copyrrolate) is indicated for other GI conditions 
that may benefit from anticholinergic therapy. 
Robinul-PH Forte (glycopyrrolate 2 mg. with 
phenobarbital) is indicated when these situations 
are complicated by mild anxiety and tension. 
Contraindications: Glaucoma, urinary bladder 
neck obstruction, pyloric obstruction, stenosis with 
significant gastric retention, prostatic hypertrophy, 
duodenal obstruction, cardiospasm (megaesopha¬ 
gus), and achalasia of the esophagus, and in the 
case of Robinul-PH Forte, sensitivity to pheno¬ 
barbital. 

Precautions: Administer with caution in the pres¬ 
ence of incipient glaucoma. 

Adverse Reactions: Dryness of the mouth, 
blurred vision, urinary difficulties, and constipa¬ 
tion are rarely troublesome and may generally be 
controlled by reduction of dosage. Other side ef¬ 
fects associated with the use of anticholinergic 
drugs include tachycardia, palpitation, dilatation 
of the pupil, increased ocular tension, weakness, 
nausea, vomiting, headache, dizziness, drowsiness, 
and rash. 

Dosage : Dosage should be adjusted according to 
individual patient response. Average and maxi¬ 
mum recommended dose is 1 tablet 3 times a day: 
in the a.m., early p.m., and at bedtime. See 'prod¬ 
uct literature for full prescribing information. 
Supply: Robinul (glycopyrrolate 1 mg.); Robinul 
Forte (glycopyrrolate 2 mg.); Robinul-PH (glyco¬ 
pyrrolate 1 mg.) with phenobarbital 16.2 mg. 
(Warning: May be habit-forming); Robinul-PH 
Forte (glycopyrrolate 2 mg.) with phenobarbital 
16.2 mg. (Warning: May be habit-forming.) In 
bottles of 100 and 500 scored tablets. 

References: 1. Jones, F. A., and Gummer, J. W. P.: 
Clinical gastroenterology, Springfield, Ill., Charles C 
Thomas, 1960, pp. 322-3. 2. Bockus, H. L.: Gastroenter¬ 
ology, 2nd ed., vol. I, Philadelphia, Saunders, 1963, p. 
468. 3. Sun, D. C. H.: Ann NY Acad Sci 99:153 (Feb. 
28) 1962. 4. Moore, V. A.: Postgrad Med 38:216 (Sept.) 
1965. 5. Dragstedt, L. R., Woodward, E. R., Storer, 
E. H., Oberhelman, H. A., Jr., and Smith, C. A.: Ann 
Surg 132:626 (Oct.) 1950. 6. Posey, E. L., Jr., Smith, P., 
Turner, C., and Aldridge, J.: Amer J Dig Dis 10:399 
(May) 1965. 7. Lamphier, T. A., Siegel, L., and Goldberg, 
R. I.: Amer J Gastroent 37:551 (May) 1962. 8. Kasich, 
A. M., and Fein, H. D.: Ibid 39:61 (Jan.) 1963. 9. Ep- 
stein, J. H.: Ibid 37:295 (Mar.) 1962. 10. Moeller, 
H. C.: Ann NY Acad Sci 99:158 (Feb. 28) 1962. 

11. Slanger, A.: J New Drugs 2:215 (Jul.-Aug.) 1962. 

12. Barman, M. L., and Larson, R. K.: Amer J Med 
Sci 246:325 (Sept.) 1963. 13. Shutkin, M. W.: Amer J 
Gastroent 38:682 (Dec.) 1962. 14. Fleshier, B.: J New 
Drugs2:211 (Jul.-Aug.) 1962. A. H. robins CO., INC. 

Richmond, Virginia 


ENJOY 

1966 TAX SAVINGS 

Don't wait until it's too 
late. Let Federated's 
Bookkeeping Tax Staff 
advise you on allowable 
professional deductions 
and set up your book¬ 
keeping and tax pro¬ 
gram NOW. 

For a personal discus¬ 
sion of Federated's out- 
of-office Bookkeeping 
and Tax services to fit 

your needs,. 

call 655-2552 to arrange 
a cost-free consultation. 

FEDERATED BUSINESS 
SERVICES, INC. 

Box 580 

Randallstown, Maryland 21233 Tel. 655-2552 

K. Merrill Sumey, Resident Manager 
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The Alcoholic Patient 


Last year, for the fifth consecutive year, more 
patients were admitted to Maryland’s psychiatric 
hospitals for the treatment of alcoholism than for 
any other single diagnosis. More than two out of 
every five male admissions and one out of every 
eight female admissions were reported to be 
alcoholics. In addition, in excess of 10% of 
patients with other diagnoses were also reported 
to have a major drinking problem. Thus, alcohol¬ 
ism was related to the patient’s illness in half of 
all admissions. 

Alcoholism has been recognized as a serious 
community problem since the earliest days of 
recorded history. However, knowledge that alco¬ 
holism is a disease requiring both immediate and 
extended treatment is of recent origin. Court 
decisions during the past year have enforced this 
concept and will undoubtedly have a major impact 
on psychiatric treatment facilities. It continues to 
be one of the most important public health 
problems, both in the United States and in many 
other countries. While the total number of alco¬ 
holics is not known, it is estimated that at least 
80,000 Maryland residents have a drinking prob¬ 
lem sufficiently serious to interfere with their 
normal family relations and work habits. This 
figure would indicate that one family out of every 
ten has a member who is an alcoholic. 

In recent years the number of alcoholic admis¬ 
sions has increased proportionally faster than 
other admissions. In 1960, 25.0% (1,161) of all 
admissions were diagnosed as alcoholics. This 
increased to 26.3% (1,330) in 1961; 28.6% 
(1,502) in 1962; 30.4% (2,188) in 1963; 31.2% 


(2,449) in 1964; and 32.7% (2,794) in 1965. 
Preliminary data for the 1966 fiscal year indicate 
a figure in excess of 3,200 admissions for alcohol¬ 
ism. 

Alcoholic patients come from all parts of 
Maryland and from all socioeconomic and cul¬ 
tural strata. Statistical figures from last year’s 
hospital admissions revealed: (1) 42% had ele¬ 
mentary school education, 45% attended high 
school and 9% had some college training; (2) 
65% were white males, 10% were white females, 
21% were nonwhite males and 4% were nonwhite 
females: (3) 25% were Catholic, 70% were 
Protestant and 0.3% were Jewish; (4) 3% were 
less than 25 years old, 53% were between 25 and 
44 years old, 41% were 45-64 years of age, and 
the remaining 3% were 65 years and older. 

Although half of the alcoholic patients are 
self-admitted, many lack the motivation necessary 
for successful treatment. The unmotivated alco¬ 
holic poses a difficult challenge to the hospital 
staff. The problem of repeated hospitalization is 
higher than among other patients since successful 
treatment requires sustained abstinence, the de¬ 
velopment of constructive influences for contin¬ 
ued sobriety, and the resolution of the underlying 
factors related to the alcoholism problem. To 
achieve this requires extended professional sup¬ 
portive services which, in many parts of Mary¬ 
land, are woefully inadequate. The average length 
of hospitalization for the alcoholic is much shor¬ 
ter than for other patients. Hospitalization is just 
one phase of a range of programs needed to treat 
alcoholics. Recent data indicate that one-tenth are 
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This “case history” runs to some 10,000 pages 


This is a typical “case history" of one new drug — or, 
rather, a proposed new drug — assembled for submis¬ 
sion to the U.S. Federal Food and Drug Administration. 
These volumes are the result of several years’ work by 
thousands of professional and skilled personnel in 
just one pharmaceutical company’s research labora¬ 
tories, and by hundreds of physicians in medical 
schools, hospitals, and private practice. They cover 
every aspect of experience with this proposed new 
agent from chemical laboratory to clinic, from mouse 
to man. Each volume could conceivably represent 
hundreds of thousands of dollars of financial invest¬ 


ment, countless hours of human effort. This veritable 
mountain of data stands behind every new agent 
offered to you by pharmaceutical manufacturers-a 
reassuring testimonial to the efficacy, safety and 
purity of the drugs you will prescribe today to lower 
the cost of disease to your patients. 

Pharmaceutical 
Manufacturers Association 
Pharmaceutical 
Advertising Council 

1155 Fifteenth St.. N. W., Washington, D.C. 20005 





This message is brought to you as a 
courtesy of this publication on behalf of the 
producers of prescription drugs. 








_// /untie Rancid 

MOTEL 

On the Boardwalk at Baltimore Ave. 

REHOBOTH BEACH, DELAWARE 

ULTRA-MODERN 


• RESTAURANT ON 
PREMISES 

• ALL ROOMS HEATED 

• AIR CONDITIONED 

• TELEVISION 


• PRIVATE HEATED 
POOL 

• TELEPHONE SERVICE 

• ELEVATOR SERVICE 

• OPEN YEAR ROUND 


PHONE: 227-2511 


MOMMY...CALL 

HAMPDEN 


W(n„ 



FOR RUG CLEANING 

BE.5-0600 


FOR MOVING & STORAGE 


CH. 3-4750 


discharged within one week, one-fourth within 
two weeks one-half within one month, and almost 
all within one year. 

We need to know more about psychological, 
physiological and sociocultural factors influencing 
the incidence of alcoholism. Ultimate success 
depends on programs to minimize the occurrence 
of this disease and on early diagnosis and treat¬ 
ment of alcoholics. This requires the expansion 
and close coordination of psychiatric hospital and 
outpatient services, public agencies, community 
groups, and interested and informed individuals. 

Kurt Gorwitz 


Incorporated 1847 


Eutaw 

Savings Bank 

EUTAW AND FAYETTE STREETS 


5 Convenient Offices 


ASSETS.Over $115,000,000 


Member Federal Deposit Insurance Corporation 

MAXIMUM INSURANCE cinnnn 
FOR EACH DEPOSITOR ^ I U.UUU 

in each separate right or capacity 


Where you buy a car does 


M 

D 


ake a big 
ifference! 


The exciting all-new 

'67 RAMBLER 

Can now be yours at 
special discounts! See 

CLIFTON RAMBLER 

4400 BELAIR ROAD 
OPEN NIGHTS • CALL IV 5-5900 
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OLNEY. J MD. y 
LUNCHEON• DINNER 
COCKTAIL LOUNGE 
Daily and Sunday, 
CLOSED MONDAYS 
AIR CONDITIONED 1 


929-1717 


Georgia Ave. Extended, 

Route 97 



traditional The Traditional 
Foxleigh excellently answers the needs 
of the person wishing the finest in 
care and facilities in a semi-private 
accommodation. 

RATES FROM $65 to $85 per week 



Modern The Modern Foxleigh is 
a completely brand new building 
featuring all private accommodations. 
This outstanding rehabilitative care 
costs no more than private accom¬ 
modations elsewhere. 

RATES FROM $125.00 


Just two miles north of Pikesville in 
Garrison, Maryland at the inter¬ 
section of Reisterstown and Valley 
roads. HU 6-4438 


NOW! See it-Drive it 

The All New Action Packed 

67 OLDSMOBILE 

at the Thrift Corner 

LARGEST SELECTION ON THE ENTIRE EAST COAST 

For 47 Years A Name You Can Trust 

A. D. ANDERSON OLDS 

The Thrift Corner 

HOWARD and 25th ST. 467-8800 


134 


Maryland State Medical Journal 










































Doctor, 


Here is the Abbott anorectic 
program designed to meet 
the individual needs of your 
3 verweight patients. 












mood elevation 


Abbott 
Anorectic * 
Program J 


DESOXYN® Gradumet® (metham- 
phetamine hydrochloride) 

Smooth appetite control plus mood elevation. 


If she can’t take plain amphetamine 
put her on DESBUTAI! Gradumet 

Calms anxieties; controls compulsive eating. (ji 



The obese patient on a diet often has to battle 
depression as well as overweight. Desoxyn Grad¬ 
umet helps the dieter in both battles by elevating 
the mood while it curbs the appetite. Thanks to 
the Gradumet, medication is smoothly released 
all-day from a single oral dose. 


Desbutal Gradumet provides 2 drugs in 2 table ^ 
sections, combined back to back to form a single 
tablet. One section contains Desoxyn to curb the 
appetite and lift the mood; the other contain 
Nembutal® (pentobarbital) to calm the patient an 
counteract any excessive stimulation. 

Both drugs are released in an effective dosagt 
ratio throughout the day. 






Controlled release 


Abbott 

Anorectic 

Program 



8 




release action is purely physical and relies on 
/ one factor common to every patient: gastro- 
r stinal fluid. There is no dependence on enteric 
'tings, enzymes, motility, or an “ideal” ion con- 
itration in the gastrointestinal tract. 

Dur patients get a measured amount of medi- 
on, moment by moment, throughout the day , 
ley are not subjected to ups and downs of 
r release ... or to erratic release from patient 
atient ... or to erratic release in the same 
<ent from day to day. 

It's why the Gradumet provides 
wolled-release as well as 
release. 


















Perhaps you saw the Gradumet model demon¬ 
stration which shows that the release is entirely 
physical. When fluid is added, the drug in the outer 
ends of the channels dissolves. As fluid pene¬ 
trates deeper into the channels, there is a con¬ 
tinuous release of medication. The rate of release 


all long-release vehicles are 
same. Here is why the Gradumet 
i different and what it means 
^ r your overweight patients. 

glel 

the. I 
iin$] 
end 


is rigidly controlled by the size and number of 
channels. 











choice of 5 strengths = 


DESOXYN Gradumet 

Methamphetamine Hydro¬ 
chloride in Long-Release 
Dose Form 



5 mg. 10 mg. 15 mg. 


DESBUTAL 10 Gradumet 

10 mg. Methamphetamine 
Hydrochloride, 

60 mg. Pentobarbital Sodium 


Front Side 


DESBUTAL 15 Gradume 

15 mg. Methamphetamine 
Hydrochloride, 

90 mg. Pentobarbital Sodium 


Front Side 






samples available 



Desbutal 15 Gradumet 

Product of choice for patients who 
overreact to plain amphetamine 

As «o *nor*cttc in treatment at 
obesity »»»o to counteract anxiety and mdd depression. 

•'?. A'JTIC Desbutal is contramdtcated in pa¬ 
tients taking a monoamine oitdase inhibitor Nervousness 
or excessive sedation have occasionally been observed; 
often these eHects wilt disappear after a few days. Use 
with caution in patients with hypertension, cardiovascular 
disease, hyperthyroidism or who are sensitive to sympa 
Ihomimefic drugs Careful supervision is advisable with 
mated justed mdrviduafs. 

A single Gradumet tablet in the morning 
provides atl-day appetite control 

Desbutal 10 contains 10 mg of meth 
amphetamine hydrochloride and 60 mg, of pentobarbital 
sodium Desbutal 15 contains IS mg of methamphetamine 
hydiochloride and $0 mg of pentobarbital sodium. In 



Sucaryl Sweetener! 

A proven aid to weight contra 

For use in beverages and fo« 
—stable to heat 

A constant reminder to your 
tient to “watch her calories” 

A carefully balanced formula 
prevent aftertaste 

—in tablets and liquid— 


Sueatyi- Abbott brand 

of low and non caloric sweeteners 


Each sample contains 6 tablets and a filled 
Sucaryl® Sweetener dispenser. For a supply, write 
Abbott Laboratories or ask your Abbott man. 


economy 


Patients, in many cases, save 
enough to get five weeks of 
medication for the price of 
four, compared to other leading 
long-release anorectics. 


Press out tablet* from th« tide f r>r no 714 1331 

ooo 

QQQ 

fort 

Direction*: 


CONTRAINDICATION: Desoxyn and Desbutal; 
contraindicated in patients taking a monoam 
oxidase inhibitor. 

PRECAUTIONS: Use with caution in patients 
hypertension, cardiovascular disease, hypert 
roidism, old age, or those sensitive to sympat 
mimetic drugs or ephedrine and its 
derivatives. Careful supervision is ad¬ 
visable with maladjusted individuals. 

Gradumet—long-release dose form, Abbott: U.S. Pat. No. 2 , 987 ,-' 
Sucaryl—Abbott brand of low and non-caloric sweeteners. 
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Collection Routine 


Part II: Using Intraoffice Techniques 


You have sent several bills, regularly and 
promptly. You are reasonably sure that all charges 
are understood. You know of no reason, ex¬ 
pressed or implied, why the patient has not paid. 

If you are not convinced that the account is 
ready to be referred for collection, what are some 
of the systems used to encourage payment? What 
type of results can you expect from each? 

Personal Letters. —They can bring excellent re¬ 
sults. The trouble is that most are too zvordy and 
lack the prime requisite of being specific. Such 
letters should review the entire account, ask if all 
is understood, and ask for a payment. You may 
wish to conclude with a request for an explana¬ 
tion or commitment if full or partial payment is 
not presently possible. The latter, however, often 
puts the patient on notice that you are open to 
“excuses.” 

EXAMPLE 

Dear Mr. Grind: 

Since August of 1965, I have rendered medical services 
to you, your wife, and family. Your account now stands 
at $189. I last received a payment (of $15) on December 
3rd. 

As far as I know, all fees have been understood. If 
not, I am willing to review each one. 


Mr. McClure is director of the Baltimore office of 
Professional Business Management, Inc. This monthly 
column is prepared as a complimentary service to the 
Maryland State Medical Journal. 


WILBURN L. McCLURE, JR. 

Please pay all or at least a reasonable portion of your 
outstanding balance this week. 

In the event full or partial payment is not possible, 
write or call in an explanation of your tardiness, as zvell 
as an indication as to zvhen I might expect your 
remittance. 

Sincerely yours, 

Remember, be specific. Be positive. Let the 
patient be the expert in vague generalities. 

Messages on Bills —If you have sent several 
bills with no response, should you include hand¬ 
written or typed notes on the next one ? Generally, 
the messages used are “Please” or “Your early 
remittance will be appreciated.” 

If you want to use this approach, it might be 
better to say, “Please phone the office today, the 
doctor requires an explanation concerning this 
delinquent account.” 

Again, be positive. 

Stickers and Stamps —Success with such 
procedures as applying collection stickers or rub¬ 
ber stamp messages is almost nonexistent. They 
look unprofessional and appear as if you are not 
serious about putting your message across. 

Telephone Calls —Some doctors use the phone 
to collect past due accounts. But for the most 
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i like Bronkometer... 

I breathe better... 
don’t get the jitters.” 



Patients feel relaxed with Bronkometer. Its 
bronchodilator-decongestant action has min¬ 
imal central nervous system stimulation. 1 
Isoetharine,* Breon’s exclusive bronchodila- 
tor, shows only 1/16 to 1/64 the cardiotonic 

effect Of isoproterenol. 2 *Dilabron« brand of isoetharine 


® 

ASTHMA, CHRONIC BRONCHITIS, EMPHYSEMA 

isoetharine 0.6%; phenylephrine 0.125%; thenyldiamine 0.05%—Superior because it contains isoetharine 

COMPOSITION: Bronkometer delivers at the mouthpiece 200 metered doses of: 350 meg isoetharine methanesulfonate (0.6%); 70 
meg phenylephrine HCI (0.125%); and 30 meg thenyldiamine HCI (0.05%) with saccharin, menthol and fluorochlorohydrocarbons as inert 
propellants. Preserved with ascorbic acid 0.1% and alcohol 30%. 

RECOMMENDED DOSAGE: One or two inhalations with at least one minute between inhalations. Occasionally more may be required, 
however in most cases, inhalations need not be repeated more than every four hours. Dosage should be adjusted to the severity of the 
condition and to patient's response. 

PRECAUTIONS: Bronkometer is unusually free from cardiovascular and other side effects, but the usual precautions associated with 
sympathomimetic amines should be observed. Bronkometer should not be administered simultaneously with epinephrine or similar com¬ 
pounds because of the possibility of tachycardia, although it may be alternated with these agents. Dosage must be carefully adjusted 
in patients with hyperthyroidism, hypertension, acute coronary disease, cardiac asthma, limited cardiac reserve and in individuals sen¬ 
sitive to sympathomimetic amines. 

SUPPLIED: 10 ml pressurized aerosol vials complete with measured dose valve and oral nebulizer. 

References: 1. Spielman, A. D.: Curr. Therap. Res. 3:235 (June) 1961. 2. Herschfus, J. A.; Bresnick, E.; Levinson, L.; and Segal, M. S.: 
Ann. Allergy 9:769 (Nov.-Dee.) 1951. 

i BREON LABORATORIES INC. 90 Park Avenue, New York, N.Y. 10016 
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LOOKING FOR AN OFFICE? 

We invite your inspection of 


WHITE OAK 

PROFESSIONAL BUILDING 

11161 New Hampshire Avenue 



Excellence of ... . 


Location 

Design 

Facilities 

Located in White Oak, an established large 
community on Route 29 at Capital Beltway, 
between Silver Spring and Colesville. Huge 
shopping center with all personal services. 

Design is appealing as well as doctor-oriented, 
to meet your requirements for prestige, effi¬ 
ciency and patient comfort. 

Facilities include modern automatic elevator, 
zoned heating/air conditioning, spacious 
parking, maintenance service, public trans¬ 
portation, convenient shopping and recrea¬ 
tional services. 

A few choice suites still available 

CONTACT 

REALTY INVESTMENT CO., Inc. 

11315 Lockwood Drive, Silver Spring, Md. 
(301) 593-5900 20904 


part, an aide generally does this work. 

Here are some good rules to follow: 

1. Be sure you are talking to the party respon¬ 
sible for paying the account. 

2. Identify yourself. 

3. Immediately state the purpose for calling. 

4. Record all responses. 

5. Review conclusions of conversation. 

EXAMPLE 

“Hello. May I speak to Mr. Keith R. Grind, Jr.” 

“Mr. Grind, this is Mrs. Mary Rush, Dr. Kermit Long’s 
secretary.” 

“Mr. Grind, your account balance is now $189. Dr. 
Long received one payment last December. When can 
he expect the balance?” 

“All right, Mr. Grind. I’ll tell Dr. Long that you will 
send him a check today for $100 and $25 each month 
thereafter until the account is paid.” 

Facts. Positive facts. They put the patient on 
notice that you know what you are talking about, 
and that you intend to collect your fees. 



GROWTH STOCK 
FUND, IMG. 

BALT/MORE, MARYLAND 

A stock portfolio carefully selected 
for possible growth of principal and income. 

NO SALES CHARGE 

NO REDEMPTION CHARGE 

Offered and Redeemed at New Asset Value 

Mail coupon below for a copy of the prospectus. 



T. Rowe Price 
Growth Stock Fund, Inc. 
Dept. I, One Charles Center 
Baltimore, Maryland 21201 


NAME_ 

ADDRESS 
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The synthesis of cortisone was 
accomplished by Merck Sharp & 
Dohme in 1948—the famous “Com¬ 
pound E” used by Dr. Philip Hench 
in his historic experiment at the 
Mayo Clinic. 

But proud as we are of our role in 
the development of cortisone and 
subsequent corticosteroids, we 
have continued to seek a greater 
understanding of arthritic disorders 


and new drugs for their treatment. 

One such drug —INDOCIN* (indo- 
methacin), a nonsteroid , anti¬ 
inflammatory agent fundamentally 
different in structure and activity 
from other drugs in use —was re¬ 
cently made available for the treat¬ 
ment of arthritic conditions. It 
opens new possibilities for the long¬ 
term management of arthritis and 
inflammatory disease. 


© MERCK SHARP & DOHME I where today’s theory is tomorrow’s therapy 

Division of Merck & Co., Inc , West Point, Pa. | 
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INDOCIN 

INDOMETHACIN 


Indications: Chronic and acute rheumatoid arthritis, 
rheumatoid (ankylosing) spondylitis, degenerative 
joint disease (osteoarthritis) of the hip, and gout. 
Contraindications: Active peptic ulcer, gastritis, 
regional enteritis, or ulcerative colitis. Safety in 
pregnancy has not been established. Not recom¬ 
mended for pediatric age groups. 

Warning: Patients who experience dizziness, light¬ 
headedness, or feelings of detachment on 
INDOCIN should be cautioned against operating 
motor vehicles, machinery, climbing ladders, etc. 
Use cautiously in patients with psychiatric dis¬ 
turbances, epilepsy, or parkinsonism. 

Precautions and Adverse Reactions: Most com¬ 
monly, headache, dizziness, lightheadedness, G.l. 
disturbances. The C.N.S. effects are often tran¬ 
sient and frequently disappear with continued 
treatment or reduced dosage. The severity of these 
effects may occasionally require cessation of 
therapy. G.l. effects may be minimized by giving 
the drug with food or with antacids or immedi¬ 
ately after meals. Ulceration of the stomach, duo¬ 
denum, or small intestine has been reported and, 
in a few instances, severe bleeding with perfora¬ 
tion and death. Gastrointestinal bleeding with no 
obvious ulcer formation has also been noted; 
INDOCIN should be discontinued if G.l. bleeding 
occurs. As a result of G.l. bleeding, some patients 
may manifest anemia, and for this reason periodic 
hemoglobin determinations are recommended. 
Rare reports of effects not definitely known to 
be attributable to INDOCIN include bleeding from 
the sigmoid colon (either from a diverticulum or 
without a known previous pathologic condition), 
perforation of preexisting sigmoid lesions (di¬ 
verticulum, carcinoma), and hematuria. In other 
rare cases, a diagnosis of gastritis has been made 
while the drug was being given. One patient de¬ 
veloped ulcerative colitis, and another, regional 
ileitis, while receiving INDOCIN; when the drug 
was given to patients with preexisting ulcerative 
colitis, there was an increase in abdominal pain. 
Infrequently observed side effects may include 
drowsiness, tinnitus, mental confusion, depression 
and other psychic disturbances, blurred vision 
stomatitis, pruritus, edema, and hypersensitivity 
reactions. Slight BUN elevation, usually transient, 
has been seen in some patients, although the pre¬ 
ponderance of evidence indicates that INDOCIN 
does not adversely affect renal function, even in 
patients with preexisting renal disease. Neverthe¬ 
less, renal function should be checked periodically 
in patients on long-term therapy. Leukopenia has 
been seen in a few patients. Transient elevations in 
alkaline phosphatase, cephalin-cholesterol floccu¬ 
lation, and thymol turbidity tests have been ob¬ 
served in some patients and, rarely, elevations of 
SGOT values; the relationship of these changes to 
the drug, if any, has not been established. As with 
any new drug, patients should be followed carefully 
to detect unusual manifestations of drug sensitivity. 
Before prescribin g or ad ministering, read prod- 

uct circu lar with p ackage or available on r equest. 
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The Science of Communication 
as practiced at Monumental Printing 

It’s more than a science: it’s an Art, the precise translitera¬ 
tion in print of an intangible idea for a heterogeneous group 
of critical readers. 

Here, at Monumental Printing, we learned to handle the tools 
of intelligent communication by the empirical method: work¬ 
ing with them. The brush and palette of our art, the chisel, 
the score, the script are simply words on paper. We learned 
their proper use over 50 years of practice by being per¬ 
mitted to print such Journals as: 

Clinical Chemistry 
Digestive Diseases 
Fertility & Sterility 
Occupational Medicine 
Leprosy 

Mental Hospitals 
Psychiatric Studies and Projects 
Psychosomatic Medicine 


We speak your language. We know the difference between 
edema and enema; syndrome and symptom; sewage and 
sewerage. And when and why we should use 12 point 
Caslon Bold instead of 10 point Stymie. 

If you, too, need a good printer, let's communicate! 

Monumental Printing Co. 

3110 Elm Avenue Baltimore, Md. 21211 

BEImont 5-9141 

Washington and New York offices, also 


CHESAPEAKE 
PHOTO-ENGRAVING, me. 

123 Market Place • Candler Bldg. • SA 7-2340 
Baltimore, Md. 21202 

COMPLETE LINE OF 
OUALITY PHOTO-ENGRAVINGS 
COPPER • ZINC • MAGNESIUM 

for 

LETTER PRESS • DRY OFFSET 
WRAPAROUND 

Tony lannatuono • Paul Love • Gus Bowling 
Bud Harrison—Elmer Plitt 


NEW. .. from C AM P 


THE CAMP-CULLEN ANKLE BRACE 


i 






Prophylactic and therapeutic 
support for active participants 
in such sports as baseball, foot¬ 
ball, skiing, tennis . . . this 
free-flexing device is also a 
superior aid to recovery from 
ankle injuries sustained in other 
ways. Fine flexible plastic-en¬ 
closed spring steel wires, cov¬ 
ered with nylon, provide the 
support in a foam rubber and 
soft twill boot with shoe-type 
front lacing. Small, medium, 
and large sizes. 


DONALD 0. FEDDER, orthotist 


Horizon House 

1101 N. Calvert St. 
MU 5-3848 

Baltimore, Md. 21202 


Dundalk Office 

201 Wise Ave. 
AT 4-0700 

Dundalk, Md. 21222 


RECOMMENDED BY DOCTORS 

. . because of its pleasant, home-like atmosphere. 

. . because of its well-planned, nourishing meals. 

. . because of its staff of registered nurses on duty 
around the clock. 

. . because of its pathology laboratory, piped-in oxy¬ 
gen, and other superb health facilities. 

SEE IT TODAY-YOU’LL AGREE 


Baltimore’s finest 
nursing and 
convalescent home 

RATES 
AS LOW AS 
$10 A DAY 


THE GOULD 

Convalesarium 

6116 Belair Rd. HA 6-1424 

BALTIMORE, MD. 21206 
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AMA-ERF Fun(D) Day 

November 10 is the date of the Woman’s 
Auxiliary’s annual FUX(D) DAY, held each 
year to raise money for the AMA Educational 
and Research Foundation. Each local auxiliary 
will sponsor a booth in Osier Hall, the Faculty 
Building, from 11:00 AM to 3:00 PM. The 
admission charge of one dollar will include lunch 
and a chance to win a door prize. 

Mrs. Archie R. Cohen, president of the Auxi¬ 
liary, and Mrs. Wallace H. Sadowsky, president¬ 
elect, are co-chairmen of the project. They urge 
every doctor’s wife to participate. 

Mental Health News 

Mrs. Irving J. Taylor, who is Mental Health 
Committee chairman in the Woman’s Auxiliaries 
to both the Medical and Chirurgical Faculty of 
the State of Maryland and the Baltimore City 
Medical Society, has announced a new project 
for the City Auxiliary’s Mental Flealth Commit¬ 
tee, in which all State Auxiliary members are 
invited to participate. A volunteer program for 
the Psychiatric Day Center in Baltimore City, this 
project has already won the support of almost 
50 women, who have agreed to spend at least half 
a day during the year donating their services at 
the Center. 

At the invitation of Gertrude Gross, MD, 
director of the Center, fourteen of these women 
attended a meeting there and were taken on a 
tour of the facilities. Mrs. Taylor reports that 
thev were all very much impressed with the work¬ 


being done, and that a registered nurse and a 
dentist, who joined the group for the tour, volun¬ 
teered their services “on the spot.” She stresses 
the fact, however, that many more volunteers 
are needed. 

As a tie-in with this new mental health pro¬ 
gram, Albert A. Kurland, MD, spoke on “LSD 
in Experimental Psychotherapy” at the first meet¬ 
ing of the City Auxiliary on October 12. Mrs. 
Taylor’s future plans include a seminar on the 
subject of suicide, and visits to psychiatric facili¬ 
ties in the area. 

Montgomery County 

The Auxiliary to the Montgomery County 
Medical Society held its first luncheon and busi¬ 
ness meeting of the season at the Linden Hill 
Restaurant in Bethesda on September 20. Mrs. 
Norman Oliver and Mrs. William D. Aud were 
co-chairmen of the luncheon. 


QTfje gllca^ar 

4 BEAUTIFULLY DECORATED BANQUET ROOMS 
1st FLOOR STREET LEVEL 



ALCAZAR ROOM. Accommodations For: 

FIESTA ROOM. • BANQUETS 

BLUE ROOM. • WEDDINGS 

MADISON ROOM . • DANCES 

May Be Rented Separately or Combined • OYSTER ROASTS, Etc. 

Cathedral & Madison Kitchen Facilities Available 

BALTIMORE, MO. 21201 With All Rooms 

JAMES S. D'AGOSTINO—Manager 
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CANES — CRUTCHES — WHEEL CHAIRS — HOSPITAL BEDS 



@ T CHROME T WHEEL CHAIR 

tor maximu m comfort, convenience a nd mobility 

BUY or RENT I 


Designed for those who want more independence and greater freedom 
in daily activities. Budget priced. . , . and LIBERAL RENTAL REFUND 
IF PURCHASED. 

RUTKOWSKI'S PHARMACY 

Marvin L. Oed, Pharmacist 

743 S. CONKLING ST. PHONE 675-5230 

BALTIMORE, MD. 21224 


FREE 

DELIVERY 


THE GUNDRY SANITARIUM , INC. 

Fully licensed • Esf. 1900 • Protected by approved sprinkler system 

A PSYCHIATRIC COMMUNITY 

Full time, part time, and outpatient facilities • Treatment program 
individually planned • Spacious buildings and grounds give country 
atmosphere within the city • Easily reached by public transportation 


2 N. Wickham Road 
Baltimore 29, Md. 


Milton 4 9917 


Rachel K. Gundry. M.D., F.A.P.A. 
Medical Director 



1967-68 RESEARCH AWARDS 
Heart Association of Maryland 

RESEARCH FELLOWSHIPS: To encourage young scientists 
and to support their early years of investigative 
work in the field of cardiovascular research. Term: 
1-2 years beginning July, 1967. Basic Stipend: 
$5000-$6000, $500 each dependent, $500 travel 
and supply grant. Application deadline: December 
1, 1966. 

GRANTS-IN-AID: To support an investigator's research 
project in a qualified non-profit institution in Mary¬ 
land. Term: 1-2 years beginning July, 1967. Awards: 
Maximum $6000. Application deadline: December 1, 
1 966. 

VISITING SCIENTIST PROGRAM: To bring outstanding 
research scientists to Maryland to lecture, consult 
with young investigators, and hold seminars in the 
field of cardiovascular research. Term: 3-5 days 
beginning January 1, 1967. Stipend: All expenses 
plus honorarium dependent on duration. Deadline 
for nominations: November 15, 1966. Nominations 
must be made by a Maryland host scientist. 

For information and application forms, write: Heart 

Association of Maryland, 415 North Charles Street, 

Baltimore, Maryland 21201. 



ASSISTANCE IS ONLY 
A PHONE CALL AWAY 

We are Baltimore's centrally located am¬ 
bulance service, which means that we can 
easily get to any part of Metropolitan Balti¬ 
more in a matter of minutes. Our ambulances 
are Air-Conditioned and Oxygen equipped 
and are operated by trained and experienced 
personnel. 

COMMUNITY 
AMBULANCE SERVICE 
PHONE: 669-4454 
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THE NEUROENDOCRINE CONTROL OF 
ADAPTATION, by K. Lissak and E. Endroczi, 
Pergamon Press, 1965. $11 

This book contains a comprehensive and critical ac¬ 
count of the way in which the central nervous system 
controls those endocrines concerned with the adaptation 
of an animal to its environment. 


LEXICON ALLERGOLOGICUM, edited by Knud 

Wilken-Jensen, Pergamon Press, 1966. $5 

Published under the auspices of the European Acad¬ 
emy of Allergology, this is a six-language dictionary 
of allergological terms. It contains terminology, ex¬ 
planation of the terminology, and a list of the most 
common allergens. The languages are English, German, 
French, Italian, Russian, and Spanish. 

MEDICAL CARE RESEARCH, edited by Kerr L. 

White, MD, Pergamon Press, 1966. $7.50 

This book contains the proceedings of a symposium on 
Medical Care Research. The collection of articles has 
been published in the Journal of Chronic Diseases, Vol. 
17, 1964. 

The symposium represents current problems and meth¬ 
ods in the field as found in the United States and Great 
Britain. The papers have been selected to illustrate 
research primarily concerned with personal health serv¬ 
ices provided by physicians and nurses, either in offices 
and clinics or in hospitals and nursing homes. 

References accompanying the papers give a com¬ 
prehensive guide to the literature in this field. 


PATHOLOGY, vols 1 and 2, ed 5, edited by W. 

A. D. Anderson, MD, C. V. Mosby Co., 1966. $21 

This edition retains the original objective to provide 
a comprehensive, thorough, and balanced coverage of 
pathology. It is intended as a reference for the medical 
student and the physician in clinical practice. Changes 
and additions have been made as necessitated by new 
knowledge. 


DISEASES OF THE HEART, ed 3, by Charles K. 

Friedberg, MD, W. B. Saunders, 1966. 

This edition represents extensive revisions and addi¬ 
tions. The chapters were updated right up until press 
time to include current investigation still in press or 
being prepared for publication. The newer diagnostic 
methods have been discussed extensively, and therapeutic 
advances are presented in detail. 


Doctors 

1st floor suites in a new 
luxury hi-rise on upper 
Connecticut Avenue. 
Management will parti¬ 
tion to suit tenant. Roof¬ 
top pool privileges plus 
24 hour secretarial serv¬ 
ice. Adequate parking. 

REGENCY 

HOUSE 

5201 Connecticut Avenue, N.W., Washington, D. C. 
CONTACT: MR. FOWLER—EMerson 2-9000 



SKILL 

SURGICAL, INC. 

m 

SUPPLIES & EQUIPMENT 

rdcuVi 

for 


PHYSICIANS—SURGEONS 

iir 

HOSPITALS 

3117 Greenmount Ave. Phone 243-3660 

BALTIMORE. MD. 21218 


Medical and Chirurgical 
Faculty 

1967 Annual Meeting 
April 19, 20, 21 
The Alcazar 
Baltimore 
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new small size 


15 8m. 

fOR TOPICAL USE OKU 

SYNALAR* 

[FLUOCINOLONE 

ACETONIDE] 

CREAM 




SYNTEX 

LABORATORIES, INC. 
Palo Alto. Calif 



Srnaluro.oi 

(fluocinolone acetonide) cream 

15 Gill. 

for even greater 
economy in 
office or hospital 
practice 


07 




the superiority 


topica 


w th th 


Now you can prescribe as little or as much Synalar Cream 
0.01% as is needed for a particular therapeutic problem in a size 
that permits the greatest economy for your patient. The new 
15 Gm. tube, for example, is best suited for short-term therapy 
and for small sites. For more extensive body areas prescribe the 
45 Gm. tube—a size that's also ideal for your treatment table. And 
the 120 Gm. jar is most economical for hospital use. Thus, with 
Synalar Cream 0.01%, you have the superiority of a modern topi¬ 
cal corticosteroid shown to be more effective than 1% hydrocor¬ 
tisone 1 ' 3 plus the economy that makes therapy practical for use 
in more dermatologic conditions, in long-term maintenance, with 
occlusive dressings in resistant cases, and in extensive area 
involvement. 


Contraindications: Tuberculous, fungal, and most viral lesions of the skin 
(including herpes simplex, vaccinia, and varicella). Not for ophthalmic 
use. Contraindicated in individuals with a history of hypersensitivity to any 
of its components. Precautions: 1. General -Synalar Cream 0.01% is virtually 
nonsensitizing and nonirritating. Where severe local infection or systemic 
infection exists, the use of systemic antibiotics should be considered, based 
on susceptibility testing. While topical steroids have not been reported to 


have an adverse effect on pregnancy, the safety of their use on pregnant 
females has not absolutely been established. Therefore, they should not be 
used extensively on pregnant patients, in large amounts, or for prolonged 
periods of time. 2. Occlusive dressing method—With occlusion of extensive 
areas, systemic absorption of the corticosteroid may occur, and suitable 
precautions should be taken. Occasional patients may show contact sensi 
tivity to a particular dressing material or adhesive. Miliaria, folliculitis, or 
pyodermas have been seen infrequently with the use of this technique. The 
development of infection requires appropriate antibacterial therapy and dis 
continuation of the occlusive dressing method. Local atrophy and striae ^ 
have been reported with protracted occlusive dressing therapy. While lesion 
relapses can be expected to occur in many psoriatic patients, remissions r 
may persist for several weeks to several months in favorable cases. The ^ 
patient whose psoriasis is in an active stage, with recent appearance of new 
lesions, may not be a good candidate and may show early relapse. Some 
plastic films may be flammable, and due care should be exercised in their 
use. Similarly, caution should be employed when such films are used on or 
left near children to avoid the possibility of accidental suffocation. Side 
Effects: Side effects are not ordinarily encountered with topically applied 
corticosteroids. As with all drugs, however, a few patients may react unfa¬ 
vorably to Synalar under certain conditions. References: 1. Cahn, M. M., and 
Levy, E. J.: J New Drugs 1:262 (Nov.-Dec.) 1961. 2. Meenan. F. O.: J Irish 
Med Ass 52:75 (Mar.) 1963. 3. Robinson, H. M., Jr., Raskin, J., and Dunseath, 
W. J. R.: Southern Med J 56:797 (Jul.) 1963. 







of a modern 
corticosteroid 
economy of 

hydrocortisone 


Mow...a choice of3 
economical sizes 




120 Gm. jar 




45 Gm. tube 


fluocmolone acetomde — an original steroid from 

SYNTEX® 


LABORATORIES INC.. PALO ALTO. CALIF. 
















New 

low-cost tetracycline/antifungal therapy 


for broad-spectrum activity 
plus specific antifungal prophylaxis 
at significant patient savings 


Whenever tetracycline is indicated in these candidates for Candida 


1 . diabetic patients 


2. nonpregnant women with a history of recent 
or recurrent monilial vaginitis 


3 . elderly or debilitated patients 




formation consult Official Package Circular. Indication 
Infections of respiratory, gastrointestinal and genitourina 
tracts and skin and soft tissues due to tetracycline-sen! 
tive organisms, in patients with increased susceptibili 
to monilial infections. Contraindications; The drug is co 
traindicated in patients hypersensitive to its component 
Warnings: Photodynamic reactions have been produced! 
tetracyclines. Natural and artificial sunlight should 1 
avoided during therapy. Stop treatment if skin discomfo 
occurs. With renal impairment, systemic accumulation ai 
liepatotoxicity may occur. In this situation, lower dos 
should be used. Tooth staining and enamel hypoplasia m 
be induced during tooth development (last trimester 
pregnancy, neonatal period and childhood). Precaution 
Bacterial superinfection may occur. Infants may develi 
increased intracranial pressure with bulging fontanels. 1 
gonorrheal therapy, serologic tests for syphilis should 1 
conducted initially and monthly for 3 months. Adver 
Reactions: Glossitis, stomatitis, nausea, diarrhea, flati 
lence, proctitis, vaginitis, dermatitis, and allergic reactioi 
may occur. Usual Adult Dosage: 1 capsule q.i.d. Continu 
therapy for 10 days in beta-hemolytic streptococcal info 
tions. Administer one hour before or 2 hours after meal 
Supply: Capsules, bottles of 16. Each capsule contains tf 
racycline phosphate complex equivalent to 250 mg. tetr 
cycline HC1 activity and 250,000 units of nystatin. 


BRISTOL 


BRISTOL LABORATORIES 
Division of Bristol-Myers Company 
Syracuse, New York 


Tetrex-F 

Each capsule contains tetracycline phosphate complex equivalent to tetracycline hydrochloride 250 mg. and nystatin 250,000 until 


Tetrex-F is priced lower 
than most 

tetracycline-antifungal products. 








MEDIC 

Medical Educational Dedicated 
Instruction Channel 

Programs may be heard AT THE FOL¬ 
LOWING HOSPITALS: 

Anne Arundel General Hospital, Annap¬ 
olis 

Baltimore City Hospitals, Baltimore 
Baltimore County General Hospital, Ran- 
dallstown 

Calvert County Hospital, Prince Frederick 
Cambridge-Maryland Hospital, Cambridge 
Carroll County General Hospital, West¬ 
minster 

Cumberland Memorial Hospital, Cumber¬ 
land 

Easton Memorial Hospital, Easton 
Eugene Leland Memorial Hospital, River- 
dale 

Frederick Memorial Hospital, Frederick 
Greater Baltimore Medical Center, Towson 
Harford Memorial Hospital, Havre de 
Grace 

The Johns Hopkins Hospital, Baltimore 
Kent & Queen Anne’s Hospital, Chester- 
town 

Lutheran Hospital, Baltimore 
Montgomery General Hospital, Olney 
North Charles General Hospital, Baltimore 
Peninsula General Hospital, Salisbury 
Physicians Memorial Hospital, La Plata 
Prince George’s General Hospital, Cheverly 
Sacred Heart Hospital, Cumberland 
St. Joseph Hospital, Towson 
St. Mary’s Hospital, Leonardtown 
Sinai Hospital, Baltimore 
Southern Maryland General Hospital, 
Clinton 

University Hospital, Baltimore 
Washington County Hospital, Hagerstown 

AND AT THE FOLLOWING 
LOCATIONS: 

Medical and Chirurgical Faculty Building, 
Baltimore 

State Office Building, Baltimore 
Hospital Council of Maryland, Inc., Bal¬ 
timore 



Appropriate AAGP credit is given for 
every MEDIC program attended. 

See page 7 for current program listings. 
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ANNOUNCING 

DIVIDEND RATE 
INCREASEJ/jtf 

plu« /T' 

SPECIAL EXTRA 

DIVIDEND 


* Anticipated for the 6-Mos 
Period beginning August 1st 


1 / 4 % 


Tritoi IwmaeeJ /•)% 

/ PER 

/ fliV ANNUM 

Now you’ll be more clever than ever, to 
save at American National! Add this important 
Total Dividend Increase to our G-E-M of a 
Plan —and you’ve got something that really 
can do wonderful things for you! ★ Here, you 
Gain Every Month and keep what you gain 
. . . because we figure your dividends on a 
MONTHLY BASIS. It’s the high road to 
more successful saving! ★ Open your own 
account now to share these rich rewards; visit 
any of our offices, or write & save-by-mail! 

AjnwJujrjtWj 

IKI IMUM. iV LOAN ASSN. 

LEXINGTON AND LIBERTY STS., BALTIMORE 
TOW SON PLAZA • PERRY HALL • FALLSTAFF 
IIARUNDALE MALL • WESTVIEW 

Accounts Insured 


Funds Received by 
10th of the Month /pi 
Earn Dividends for f- 
the Entire Month 



£ up to $10,000 by 
an Agency of the 
U.S. Government 


Pay 'Phone or Gas & Electric Bills at Any ’Office 
Money Orders Available * Save-By-Mail Service 
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DOCTORS' OFFICES 


LARGE 

MEDIUM 

SMALL 


MEDICAL OFFICE BLDG. 

REASONABLE RENT 


ELEVEN E. CHASE ST. 
CORPORATION 

11 E. Chase St. 
Phone 537-8554 


J. D. McGONIGLE & CO. 

Since 1889 Formerly 

A. E. Mai, Successor Balto. & Aisquith Sts. 

OVER 75 YEARS OF UNFAILIN3 SERVICE 

Manufacturers—Designers—Fitters of 
Aluminum or Stainless Steel 

BRACES—TRUSSES—BACK & ARCH SUPPORTS 

RENTALS—SALES: Wheel Chairs & Walkers 
SALES ONLY: Colostomy & Urinal Appliances, 
Commodes, Crutches & Canes. 

MADE TO ORDER: Elastic Hosiery, Abdominal 
Back & Leg Braces 

409 S. Highland Ave. Near Eastern Ave. Dl 2-5555 
(Parking in Rear) 

BALTIMORE. MD 21224 




MARYLAND 

CORN! 

Garden Flavor Guarded 

F. 0. Mitchell & Bro., Inc. 
Perryman, Maryland 

Phone Perryman 272-3636 
Plant Phone 
Perryman 272-3637 


A & F Nurses Registry 

LICENSED & BONDED 
o MALE & FEMALE 

• GRADUATE 

• UNDERGRADUATE 

• PRACTICAL 

• COMPANION 

^Registered Nl RSES 

& For Private Homes 

[Licensed Hospitals 

Institutions 

D. S. Anderson, Mgr. Dir. 
24 Hour Service 

613 E. 32nd St. BElmont 5-7135 

613 Homestead St. If no answer call: HOpkins 7-6746 

Baltimore, Md. 21218 



You’ll find everything 
you need for 
' Happy Motoring ’ 
at the Esso Sign 

(Esso) 



Growing Feet Can 
Have Problems! 



PRONATION 


KNOCK-KNEES 


PIGEON-TOES 


These common problems can be helped 
with proper shoes, correctly fitted. 

Prescriptions Carefully Filled 

VAN DYKE & BACON 

307 N. Charles St. 5849 York Rd. 

SAratoga 7-3775 IDIewood 3-1100 

Baltimore, Maryland 


October, 1966 


153 
























































CLASSIFIED ADVERTISING 

Effective May 1, 1963 

$1.50 per line per insertion 

Count seven average words to each line. 
Add one line if box number is desired. 

Members of the Medical and Chirurgical 
Faculty shall be entitled to one complimen¬ 
tary insertion in any twelve-month period. 
Widows of members shall be entitled to two 
complimentary insertions for the disposal of 
the deceased physician’s practice or equip¬ 
ment. 

MARYLAND STATE MEDICAL JOURNAL 

1211 Cathedral St., Baltimore, Md. 21201 


EQUIPMENT FOR SALE 


MEDICAL OFFICE EQUIPMENT—Including desk and chairs, 
examining table, typewriter, scales, file cabinets, oxygen 
tank, microbalance scales, infra-ray lamp, medical books, 
drugs, x-ray—fluoroscope (not modern), x-ray view boxes 
(2), cassettes (3), blood pressure kit, stethoscopes, mis¬ 
cellaneous instruments, sterilizers (small), syringes and 
needles, and laboratory equipment. Telephone 889-6920. 

10 


USED FLUOROSCOPE (Profexray) in excellent condition. Call 
FO 7-9995 or -9996 10 


OFFICES FOR SALE OR RENT 


THE ANNAPOLIS PROFESSIONAL BUILDING—New profes¬ 
sional building to be completed in the middle of September. 
Brick colonial structure with parking facilities. Near stadium, 
only three minutes from the heart of Annapolis. Terrace 
level vacancy of 800 to 1,000 square feet. The address is 
1 07 Annapolis St. 

This beautiful air conditioned space will rent for $3.50 
per square foot per year. Will finish to your specification 
except where extraordinary needs are required. 

For further information call between 9 A.M. and 5 P.M. 
except Thursdays. Mrs. Joyce Ciampag'io, BEImont 5-8650. 

1 2 


FOR RENT—Ideal location, 8901 Georgia Ave, Silver Spring, 
2 blocks from commercial zoning. Directly opposite large 
Woodside Methodist church. Ideal for young doctor want¬ 
ing to establish practice. Will remodel to suit tenant. 
Please call Mrs. Leslie, 588-4465 (a.c. 301). 10 



OFFICERS OF 

THE MEDICAL AND CHIRURGICAL FACULTY 

President: J. Morris Reese, MD 
President-elect: Richard D. Bauer, MD 
First Vice President: Everett S. Diggs, MD 
Second Vice President: Henry A. Briele, MD 
Third Vice President; John P. Haberlin, MD 
Secretary: William A. Pillsbury, MD 
Treasurer: Karl F. Mech, MD 

COUNCILORS: 

Western District 
Archie R. Cohen, MD—1969 
Henry V. Chase, MD—1969 

Central District 
John F. Schaefer, MD—1967 
William Carl Ebeling, MD—1967 
Fayne A. Kayser, MD—1967 
Richard Norment, III, MD—1967 
J. Arthur Weinberg, MD—1967 
J. Emmett Queen, MD—1968 
Donald Roop, MD—1968 
Harry M. Robinson, Jr., MD—1968 
Robert C. Kimberly, MD—1969 

Eastern District 
Robert W. Farr, MD—1967 
Raymond M. Yow, MD—1968 

Southern District 
Arthur Wooddy, MD—1968 
Manning W. Alden, MD—1969 

South Central District 
Henry P. Laughlin, MD—1967 
William B. Hagan, MD—1969 

Terms of office expire at conclusion 
of annual meeting 

DELEGATES TO THE 
AMERICAN MEDICAL ASSOCIATION 
Russell S. Fisher, MD—1966 
J. Sheldon Eastland, MD—1967 
Robert vL. Campbell, MD—1968 

ALTERNATES: 

E. I. Baumgartner, MD—1966 
William B. Hagan, MD—1967 
Charles F. O’Donnell, MD—1968 

Terms of office expire at end of calendar year 
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Blood-glucose 
screening for all 
rour patients? 



[EXTROSTIX— 

pivides a clinically useful 
dermination when performed 
a:ording to directions'" 

D TROSTIX is not intended to replace 
thmore precise analytical laboratory methods. 


. because “Abnormalities of glucose 
i jtabolism are among the [most 
tmmon] encountered in clinical 
lactice....”* Simple, quick, econom¬ 
ill blood-glucose screening 
v :h Dextrostix? Reagent Strips is 
f acticable in every regular physical 
(animation, emergency situation, 

£ d whenever hypo- or hyper- 
c 'cemia may be of clinical 
smificance-for “The precision 
£d accuracy of Dextrostix 
. meet the need for an always 
callable simple screening 
nthod....”* All that is required 
f screening with 
C xtrostix is 60 seconds 
a j a globular drop of 
caillary or venous blood. 
fi normal readings will be 
aaluable aid to diagnosis; 
rrmals will help you 
e ablish an important 
bseline for future reference. 

K ks, V., and Dawson, A.: 

E . M. J. 7:293, 1965. 


v es—all 


your patients 


AMES COMPANY, INC. 
Elkhart, Indiana am 








“Heart symptoms”—chest pain, tachycardia, ar¬ 
rhythmia—invariably alarm and preoccupy the 
patient, though they may be completely without 
organic basis. Such symptoms often are somatic 
masks of psychic tension, arising from constant 
encounters with stressful situations. 


ous procedures until correct maintenance dosage is established; 
driving during therapy not recommended. In general, concurrent 
use with other psychotropic agents is not recommended. Warn 
patients of possible combined effects with alcohol. Safe use in 
pregnancy not established. Observe usual precautions in impaired 
renal or hepatic function and in patients who may be suicidal; 
periodic blood counts and liver function tests advisable in long¬ 
term use. Cease therapy gradually. 


When the problem is diagnosed as emotionally 
produced, consider Valium (diazepam) as adjunc¬ 
tive therapy. Valium (diazepam) acts rapidly to 
calm the patient, to reduce his psychic tension and 
relieve associated cardiovascular complaints. 
neurotic fatigue— the chronic tiredness resulting 
from emotional strain which so often accompanies 
psychogenic “heart” symptoms—also can be 
alleviated by this highly useful agent. Valium 
(diazepam) often achieves results where other psy¬ 
chotherapeutic agents have failed. 

Valium (diazepam) is generally well tolerated, and 
usually does not impair mental acuity or ability to 
function. If side effects such as ataxia and drowsi¬ 
ness occur, they usually disappear with dosage 
adjustment. 

Contraindications: Infants, patients with history of convulsive 
disorders or glaucoma. 

Warning: Not of value in the treatment of psychotic patients, 
and should not be employed in lieu of appropriate treatment. 

Precautions: Limit dosage to smallest effective amount in elderly 
patients (not more than 1 mg, one or two times daily) to preclude 
ataxia or oversedation. Advise patients against possibly hazard¬ 


Side Effects: Side effects (usually dose-related) are fatigue, 
drowsiness and ataxia. Also reported: mild nausea, dizziness, 
blurred vision, diplopia, headache, incontinence, slurred speech, 
tremor and skin rash; paradoxical reactions (excitement, de¬ 
pression, stimulation, sleep disturbances and hallucinations) and 
changes in EEG patterns. Abrupt cessation after prolonged over¬ 
dosage may produce withdrawal symptoms similar to those seen 
with barbiturates, meprobamate and chlordiazepoxide HC1. 

Dosage — Adults: Mild to moderate psychoneurotic reactions, 2 
to 5 mg b.i.d. or t.i.d.; severe psychoneurotic reactions, 5 to 10 
mg t.i.d. or q.i.d.; alcoholism, 10 mg t.i.d. or q.i.d. in first 24 hrs, 
then 5 mg t.i.d. or q.i.d. as needed; muscle spasm with cerebral 
palsy or athetosis, 2 to 10 mg t.i.d. or q.i.d. Geriatric patients: 
1 or 2 mg /day initially, increase gradually as needed. 

Supplied: Tablets, 2 mg, 5 mg and 10 mg; bottles of 50 for con¬ 
venience and economy in prescribing. 

Roche Laboratories Division of Hoffmann-La Roche Inc. 
Nutley, N.J. 07110 


for somatic symptoms of psychic tension 

• 2-mg, 5-mg, 10-mg tablets 



(diazepam) 
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some 
allergens 
are red... 



whatever their 
color, shape, 
or size... 

Benadryl' 

(diphenhydramine 

hydrochloride) 

PARKE-DAVIS 

for control of 
allergic symptoms 



Whether the allergen is red and round, or unseen 
and unknown, BENADRYL provides relief of 
symptomatic distress through its antihistaminic 
and antispasmodic actions. PRECAUTIONS: 
Persons who have become drowsy on this or 
other antihistamine-containing drugs, or whose 
tolerance is not known, should not drive vehicles 
or engage in other activities requiring keen 
response while using this product. Hypnotics, 
sedatives, or tranquilizers if used with 
BENADRYL should be prescribed with caution 


because of possible additive effect. Diphenhy¬ 
dramine has an atropine-like action which should 
be considered when prescribing BENADRYL. 

SIDE EFFECTS: Side reactions, commonly asso¬ 
ciated with antihistaminic therapy and generally 
mild, may affect the nervous, gastrointestinal, and 
cardiovascular systems. Most frequent reactions 
are drowsiness, dizziness, dryness of the mouth, 
nausea, and nervousness. BENADRYL is available 
in Kapseals® of 50 mg. and Capsules of 25 mg . 00666 


PARKE-DAVIS |()() 


PARKE, DAVIS i COMPANY, Detroit, Michigan 48232 





«igg 
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ulrexiri 


© 


HW&D BRAND OFLUTUTRIN 

3000 UNIT TABLETS 


IN THE TREATMENT OF FUNCTIONAL DYSMENORR 
D SELECTED CASES OF PREMATURE LABOR AN 
AND 3RD TRIMESTER THREATENED ABORTIO 


In controlling abnormal uter¬ 
ine activity, LUTREXIN, the 
non-steroid “uterine relaxing 
factor’’ has been found to be 
the drug of choice by many 
clinicians. 


No side effects have been 
reported, even when massive 
doses (25 tablets per day) were 
administered. 



Literature on indications and 
dosage available on request. 


Bi ia a g 


■ ■ 
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Indications: Urinary tract infections caused by gram-negative and some gram¬ 
positive organisms. 

Side effects: Mainly mild, transient gastrointestinal disturbances; in 
occasional instances, drowsiness, fatigue, pruritus, rash, urticaria, mild 
eosinophilia, reversible subjective visual disturbances (overbrightness of 
lights, change in visual color perception, difficulty in focusing, decrease in 
visual acuity and double vision), and reversible photosensitivity reactions. 
Marked overdosage, coupled with certain predisposing factors, has produced 
brief convulsions in a few patients. 

Precautions: As with all new drugs, blood and liver function tests are advis¬ 
able during prolonged treatment. Pending further experience, like most 
chemotherapeutic agents, this drug should not be given In the first trimester 
of pregnancy. It must be used cautiously In patients with liver disease or 
severe impairment of kidney function. Because photosensitivity reactions have 
occurred in a small number of cases, patients should be cautioned to avoid 
unnecessary exposure to direct sunlight while receiving NegGram, and if a 
reaction occurs, therapy should be discontinued. The dosage recommended 
for adults and children should not arbitrarily be doubled unless under the 
careful supervision of a physician. Bacterial resistance may develop. 

When testing the urine for glucose in patients receiving NegGram, Clinistix® 
Reagent Strips or Tes-Tape® should be used since other reagents give a 
false-positive reaction. 

Dosage: Adults: Four Gm. daily by mouth (2 Caplets® of 500 mg. four times 
daily) for one to two weeks. Thereafter, If prolonged treatment Is Indicated, 
the dosage may be reduced to two Gm. daily. Children may be given 
approximately 25 mg. per pound of body weight per day, administered in 
divided doses. The dosage recommended above for adults and children 
should not arbitrarily be doubled unless under the careful supervision of a 
physician. Until further experience Is gained, Infants under 1 month 
should not be treated with the drug. 

How supplied: Buff-colored, scored Caplets® of 500 mg. for adults, conve¬ 
niently available in bottles of 56 (sufficient for one full week of therapy) and in 
bottles of 1000. 250 mg. for children, available in bottles of 56 and 1000. 

References: (1) Based on 23 clinical papers, 1512 cases. Bibliography on 
request. (2) Bush, I. M., Orkin, L. A., and Winter, J. W., in Sylvester, J. C.: 
Antimicrobial Agents and Chemotherapy-1964, Ann Arbor, American 
Society for Microbiology, 1965, p. 722. 


Winfhra p 

Winthrop Laboratories, New York, N. Y. 10016 


Diagnosis: 

cystitis? 

pyelonephritis? 

pyelitis? 

urethritis? 

prostatitis? 

in any case, 
usually gram-negative* 


Therapy: 

two 500 mg. Caplets® q.i. 

(initial adult dose) 

NegGrarr 

Brand of 

nalidixic aci< 

a specific anti-gram-negative 

eradicates most urinary 
tract infections... 

• Low incidence of untoward effects; no fungal 
overgrowth, crystalluria, ototoxic or nephrotoxic 
effects have been observed. 

• “Excellent” or “good” response reported in 
more than 2 out of 3 patients with either chronic 
or acute gram-negative infections. 1 

*As many as 9 out of 10 urinary tract infections are now caused 
by gram-negative organisms: E. coli, Klebsiella, Aerobacter, 

Proteus, Paracolon or Pseudomonas 2 ... However, infections of the 
urethra and prostate caused by non-gonococcal gram-negative 
organisms are believed to be less prevalent. 
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Baltimore Federal 


dividends 


grow 


! 


Now passbook savings accounts . . . large or small 
. . . are earning dividends at our anticipated in¬ 
creased rate. Now every saver will find his 
Baltimore Federal savings account more profit¬ 
able than ever! ~ Along with this anticipated 
increased dividend go Baltimore Federal’s tradi¬ 
tional convenience, reliability, and safety. Six 
offices serve you where you live, work, or shop. 


BALTIMORE FEDERAL Savings & Loan Association 

Downtown at Fayette if St. Paid Sts. 

Eastpoint Shopping Center • Reisterstown Road Plaza 
Towson at 7 Alleghany Ave. 

Carney at 9609 Harford Road (just above Joppa) 

Westminster at 6 E. Main St. 


Jan. 

1958 


Baltimore Federal’s substantial reserves assure 
the ready availability of your money. And ac¬ 
counts are insured by the Federal Savings and 
Loan Insurance Corporation for unsurpassed 
safety! ~ Take advantage of this tremendous 
profit opportunity. Open or add to your savings 
account now. Savings received by the 10th earn 
dividends for the entire month. 

July 
1966 
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Most of my patients with 
high blood pressure are 
as old as I am. A lot of them 
are living on pensions. 
They’re grateful when I can 
keep prescription costs 
down. 


Regroton® 

chlorthalidone 50 mg. reserpine 0.25 mg. 

1 tablet daily 
brings pressure down 

Advantage: Both components of Regroton 
are long-acting. 

Average dosage: One tablet daily with 
breakfast. 

Contraindications: History of mental 
depression, hypersensitivity, and most 
cases of severe renal or hepatic diseases. 
Warning: Discontinue 2 weeks before 
general anesthesia, 1 week before electro¬ 
shock therapy, and if depression or 
peptic ulcer occurs. With administration 
of enteric-coated potassium supplements, 
the possibility of small bowel lesions 
should be kept in mind. 

Precautions: Reduce dosage of con¬ 
comitant antihypertensive agents by one- 
half. Discontinue if the BUN rises or 
liver dysfunction is aggravated. Electro¬ 
lyte imbalance and potassium depletion 
may occur; take particular care in 
cirrhosis or severe ischemic heart disease, 
and in patients receiving corticosteroids, 
ACTH, or digitalis. Salt restriction is not 
recommended. Use with caution in 
patients with ulcerative colitis, gall¬ 
stones. or bronchial asthma. 

Side effects: Nausea, vomiting, diarrhea, 
muscle cramps, headaches and dizziness. 
Potential side effects include angina pecto¬ 
ris, anxiety, depression, drowsiness, 
hyperglycemia, hyperuricemia, lassitude, 
leukopenia, nasal stuffiness, nightmare, 
purpura, urticaria, and weakness. 

For full details, see the complete prescrib¬ 
ing information. 

Availability: Bottles of 100 and 1000 tablets. 

Geigy 



MEDIC 

FRIDAY POSTGRADUATE PROGRAMS 

(See page 1 75 for list of locations where 
MEDIC programs may be heard) 

November 25—1 PM 

Intersex Problems 

Milton S. Grossman, MD, assistant professor of pedi¬ 
atrics, University of Maryland School of Medicine. 

December 2—1 2:30 PM 
Treatment of the Female Climacteric 

Arthur L. Haskins, MD, professor and head of the de¬ 
partment of Obstetrics and Gynecology, University of 
Maryland School of Medicine. 

December 9—12:30 PM 
Peptic Ulcer 

Theodore M. Bayless, MD, instructor of medicine. The 
Johns Hopkins University School of Medicine 

and 

Walter F. Ballinger, II, MD, associate professor of sur¬ 
gery, The Johns Hopkins University School of Medicine. 

December 16—12:30 PM 

Kidney Disease 

Warren P. Gruppee, MD, Babies and Children’s Hos¬ 
pital, Cleveland. 

January 6—1 2:30 PM 

Use of Drugs and Alcohol and Their Relation 
to Automobile Accidents 

Russell S. Fisher, MD, professor of forensic pathology. 
University of Maryland School of Medicine 

and 

Henry C. Freimuth, MD, associate professor of forensic 
pathology. University of Maryland School of Medicine. 

January 13—12:30 PM 

Arteriosclerosis and Diet 

Benjamin M. Baker, MD, professor of medicine, The 
Johns Hopkins University School of Medicine. 


THE ALCOHOLISM CLINIC 
of the 

Baltimore City Health Department 
November 30, 1:30 PM-3:00 PM 
Open House 

Movies, Discussion, Refreshments 

620 North Caroline Street 
Baltimore 

Designated for Physicians and Judiciary, this is one of 
seven programs scheduled for the week of November 
28. If you are unable to attend, you are welcome at 
any of the other six: 

November 28, 10:00 AM-12:00 NOON 
2:30 PM-4 =30 PM 
November 29, 2:30 PM-4:30 PM 

November 30, 10:00 AM-12:00 NOON 
December 1, 10:00 AM-12:00 NOON 
December 2, 10:00 AM-4:00 PM 

The public is invited to the last program. 


MARYLAND SOCIETY OF 
ANESTHESIOLOGISTS 

December 6, 5:30 PM 

Nitrous Oxide 

Douglas W. Eastwood, MD, Department of Anesthesi¬ 
ology, University of Virginia Medical Center, Charlottes¬ 
ville, Va. 

1211 Cathedral Street, Baltimore 


MARYLAND PSYCHIATRIC SOCIETY 
December 8 

Psychiatric Treatment for College Students 

Dana L. Farnsworth, MD, professor of psychiatry. Har¬ 
vard Medical School. 

Dinner Meeting—The Seton Institute 
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BALTIMORE CITY MEDICAL SOCIETY 
December 2, 7:30 PM 
Annual Meeting 

Reports of officers and committees. 

Reports of election of officers and election 
of delegates and alternate delegates. 

Presidential address. 

Refreshments and entertainment in a joint 
social hour with the Woman’s Auxiliary. 

1211 Cathedral Street, Baltimore 


UNIVERSITY OF MARYLAND 
SCHOOL OF MEDICINE 

Postgraduate Courses 

NEUROPATHOLOGY FOR PATHOLOGISTS 

Dec. 5 through 10, 1966 Fee $125.00 

Given at the practical level and including basic neuro¬ 
pathology, trauma, tumors, infections and degenerative 
diseases; surgical neuropathology; the neurological 
dinicopathological conference; and practical drill in cut¬ 
ting, blocking, staining, and microscopic study of pro¬ 
vided specimens. 

Under the direction of John A. Wagner, MD 

SURGICAL PHYSIOLOGY 

December 15, 1966 Fee $15.00 

Preoperative and postoperative physiology, functional 
derangements, and management of the clinical prob¬ 
lems commonly presented by the surgical patient will 
be discussed. 

Under the direction of A. R. Mansberger, MD 

ADVANCES IN MEDICAL SCIENCE 

January 11-April 5, 1967 Fee $40.00 
(Wednesdays, 3:00 to 5:00 PM) 

Designed for physicians in practice who wish to keep 
abreast of the important advances in medical science. 
Emphasis is placed on a basic scientific approach to an 
understanding of the more common clinical problems 
and their management. 


AMERICAN ASSOCIATION FOR THE 
ADVANCEMENT OF SCIENCE 

ANNUAL MEETING 

December 26-31 

Sheraton Park Hotel, Washington, DC 


NATIONAL CONFERENCE ON AIR 
POLLUTION 

A meeting called by John W. Gardner, Sec¬ 
retary of Health, Education, and Welfare, to 
take place at the Sheraton Park Hotel, 
Washington, DC, December 12-14, to dis¬ 
cuss problems of air pollution control and to 
develop guidelines for action. 


First National Congress on the 

SOCIO-ECONOMICS OF HEALTH CARE 
January 22-23, 1967 

Palmer House, Chicago 

The Congress will examine in depth: 

Current Health Status of the American People 
The Impact of Medical and Social Changes 
Upon Patterns of Health Care 
The Changing Role of the Hospital and Its 
Medical Staff in the Community 
New Resources and Methods in Training and 
Utilization of Health Manpower 
Financing of Health Care Services 

For information, write: Division of Socio-Economic Ac¬ 
tivities, Dept, of Health Care Services, AMA, 535 North 
Dearborn St., Chicago, III. 60610 


“SPINAL CORD DYSFUNCTION” 

by 

Lawrence Kaplan, MD; Bruce B. Grynbaum, 
MD; Howard A. Rusk, MD; and B. Ruth Powell 

A report of a follow-up study conducted un¬ 
der a grant from the Vocational Rehabilita¬ 
tion Administration, Department of Health, 
Education, and Welfare. 

Contents include separate chapters on neuro¬ 
logical data; endocrine and metabolic find¬ 
ings; decubiti; self-care activities and self- 
help equipment; nursing care; psychological 
reactions; sexual adjustment, identification 
and attitudes; social adjustment; and voca¬ 
tional rehabilitation. 

Single Copies Available Without Cost 

Send requests to: Publications Unit, Institute of Reha¬ 
bilitation Medicine, New York University Medical Cen¬ 
ter, 400 East 34th Street, New York, NY 10016 
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PONTIAC 1967 


PUT YOURSELF IN THE DRIVER'S SEAT. GO 
FOR A DEMONSTRATION DRIVE. 

KELLY PONTIAC 


MARYLAND’S OLDEST AND LARGEST PONTIAC DEALER 

5801 BELAIR ROAD AT WHITE AVENUE 

CL 4-7777 
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Well, Doctor Cunningham, I was just telling Herbert I should 
talk to you about my cough. It comes from down here and... 

Chances are the symptom recital may prove to be as difficult to control as the cough. 
If it’s the useless, exhausting type of cough that often accompanies respiratory infection or 
allergy, you can provide prompt relief with Novahistine DH. Its decongestant-antitussive 
action controls frequency and intensity of cough spasms without abolishing cough reflex. 
And the fresh, grape flavor of Novahistine DH appeals to children and adults alike. 

When your diagnosis is bronchitis, complicated by thick tenacious exudates, Novahistine 
Expectorant is particularly useful. It not only provides decongestive action and controls 
the cough, but also encourages expectoration, thus easing bronchial obstruction. 

Use with caution in patients with severe hypertension, diabetes mellitus, hyperthyroidism 
or urinary retention. Ambulatory patients should be advised that drowsiness may result. 
Continuous dosage over an extended period is contraindicated since codeine phosphate 
may cause addiction. 

Each 5 ml. teaspoonful of Novahistine DH contains codeine phosphate, 10 mg. (Warning: 
may be habit forming); phenylephrine hydrochloride, 10 mg.; chlorpheniramine maleate, 
2 mg.; chloroform (approx.), 13.5 mg.; l-menthol, 1 mg. (Alcohol 5%). Each 5 ml. of 
Novahistine Expectorant contains the above ingredients and, in addition, glyceryl 


guaiacolate, 100 mg. 


NOVAHISTINE DH 
NOVAHISTINE"EXPECTORANT 

PITMAN-MOORE Division of The Dow Chemical Company, Indianapolis 
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MEDICAL AND CHIRURGICAL FACULTY 


ANNUAL MEETING-APRIL 19, 20, 21, 1967 


THE ALCAZAR, BALTIMORE 

Scientific sessions of interest to physicians in all fields of medicine are being 
planned for the 1967 Annual Meeting by the Committee on Program and 
Arrangements. Among the guest speakers will be the following outstanding 
men of medicine: 

Milford 0. Rouse, MD, president-elect, American Medical 
Association 

James F. Holland, MD, chief of medicine, Roswell Park 
Memorial Institute 

Walter L. Henry, MD, professor of medicine, Howard University 
Richard E. Palmer, MD, professor of pathology, George 
Washington University School of Medicine 
Edgar S. Gordon, MD, professor of medicine, University of 
Wisconsin Medical Center 

Michael E. De Bakey, MD, professor of surgery, Baylor University 
College of Medicine 

In addition, there will be a kidney symposium covering the subjects of chron¬ 
ic dialysis, transplantation, bacteria urea and urinary tract infections, and 
glomerulonephritis. 

To keep the physicians of Maryland abreast of scientific advancement, there 
will be many technical and scientific exhibits. Any member of the Faculty, 
who has a scientific exhibit he would like to display, should contact the Com¬ 
mittee. All exhibits accepted will be eligible for the $200 award to be pre¬ 
sented by the Mead Johnson Company for the most outstanding scientific 
exhibit. The Faculty Committee will judge the exhibits. 

The always popular and well attended Round Table Luncheon has been 
scheduled at the “One West” restaurant on Wednesday, April 19. On Thurs¬ 
day, April 20, at the Sheraton-Belvedere Hotel, the annual Presidential Dinner 
(with the best of professional entertainment) will be held. The House of Dele¬ 
gates of the Faculty will meet on April 19 at the Alcazar and on April 21 in the 
Faculty Building. 


NOTE THESE DATES NOW 


APRIL 19, 20, 21, 1967 


Committee on Program and Arrangements 
James B. Brooks, MD, Chairman 


12 


Maryland State Medical Journal 









House of Delegates, September 9 

1. Two amendments to the Medicolegal Code 
of Cooperation were adopted, the first related to 
reports of an attending physician to a patient or 
his attorney, the second to referrals of a patient 
by attorneys to another physician without the 
knowledge of the treating physician. 

2. The Building Committee was dissolved 
by unanimous vote and the funds under its 
control transferred to separate Building 
Fund accounts. 

3. The House rejected a resolution which would 
have instructed the Legislative Committee to pro¬ 
pose a bill to the State Legislature amending the 
Medical Practice Act to allow certain corporate 
practice. 

4. It was resolved that the Faculty’s 
Liaison Committee review the numerous 
requisition forms of various departments, 
companies and agencies, and hold hearings 
where physicians could voice their griev¬ 
ances, with a view to eliminating as much 
cumbersome paper work as possible. 

5. The House rejected a resolution to the effect 
that the Faculty use its offices to persuade the 
State Commissioner of Health to rescind his 
directive excluding the practicing physician’s 
screening activity from the benefits of the Mary¬ 
land State Department of Health Laboratory 
Services. 

6. A resolution was adopted to urge the 
Maryland Blue Shield Plan to develop a 
program covering professional fees based 
on reasonable and customary charges and to 

*See pages 82-99 for full text of minutes and reports. 


bend every effort toward the substitution of 
the new program for the present fee sched¬ 
ule program. 

7. It was resolved that the Faculty, with the 
Maryland State Department of Health, should 
immediately develop a health care program for 
the disadvantaged (under the provisions of Title 
XIX of Public Law 89-9 7) providing for all 
payments for professional services on the basis of 
usual, customary and reasonable charges; that 
all physicians should be urged henceforth to bill 
on this basis (despite the fact that payments must 
presently he made on the basis of budgeted funds) 
in order to demonstrate the extent to which 
physicians are now subsidizing the Medical Care 
Program; and that copies of the resolution be 
sent to various key State officials. 

8. The House went on record as urging 
its members to bill on the basis of usual, 
customary and reasonable fees for profes¬ 
sional services rendered Workmen’s Com¬ 
pensation Cases as well as other govern¬ 
ment cases. 

9. The House also went on record as opposing 
the compulsory assessment of hospital staff mem¬ 
bers for hospital construction or equipment. 

10. The MEDIC network for the 1967 
calendar year was approved. 

Executive Committee, October 6 

1. Subject to his right of appeal as provided in 
the Faculty Bylaws, and subject to approval of 
legal counsel, the six-month suspension of mem¬ 
bership of Leonard Flax, MD, was voted to take 
effect 30 days after receipt of disposition of his 
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CALL 

TONGUE, BROOKS & COMPANY 

FOR YOUR BEST ADVICE ON 

professional 
liability 
insurance 

• THE ONE POLICY APPROVED BY 

THE MEDICAL AND CHIRURGICAL FACULTY 

> LESS RED TAPE 

• BETTER SERVICE 

TONGUE, BROOKS & COMPANY 

213 St. Paul Place • Baltimore, Maryland 21202 
SA. 7-7171 


case by him. (Dr. Flax has appealed this decision 
to the Judicial Council of the American Medical 
Association.) 

2. On the recommendation of the Treas¬ 
urer, an expenditure of $2,000 was voted for 
roof repairs as part of the Faculty’s con¬ 
tinuing renovation program. 

3. The Committee authorized the expenditure 
of up to $100 for AM A pamphlets on “Alcohol¬ 
ism” for distribution by Component Societies to 
schools in the area. 

4. The Committee reviewed a list of ap¬ 
pointments to various AMA councils, com¬ 
mittees and boards scheduled for the con¬ 
sideration of the AMA Board of Trustees 
and, except for non-members of the Faculty 
or AMA, voted approval of the list. 

5. Donald E. Fisher, MD, and B. Martin 
Middleton, MD, were selected as Faculty repre¬ 


sentatives to the Congress on Socioeconomics of 
Flealth Care, to attend at AMA expense. 

6. The Committee voted for an expression 
of appreciation to A. Gibson Packard, MD, 
for the time he spent as Faculty representa¬ 
tive to a meeting on Vocational Rehabilita¬ 
tion. 

7. The following recommendations to the Mo¬ 
tor Vehicles Commissioner for appointment to 
the Department’s Medical Advisory Board were 
approved: A. H. Oleynick, MD; Frank F. Schus¬ 
ter, MD; and Edward F. Wenzlaff, MD, all of 
Baltimore. 

8. The Committee voted approval of the 
content of a pamphlet on laws, rules and 
regulations with which physicians must 
comply, the pamphlet having already been 
cleared by the State Health Department, 
legal counsel and others. The estimated cost 
of printing 5,000 copies will be obtained. 
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SQUIBB NOTES ON THERAPY 


Behind continued high blood pressure readings 
lies the possibility of organic damage “ 


M ANY OF THE aspects of essential hypertension are 
unpredictable—either because there are a number 
of mechanisms involved or because individuals differ in 
their responses to these mechanisms. 1 

There is one aspect of hypertension, however, that 
seems, in many cases, predictable. “. . . when the blood 
pressure is elevated to a marked degree for an adequate 
period of time, this in itself leads to perpetuation of 
the syndrome with resulting vascular damage through¬ 
out the body.” 14 All too often the disease progresses 
until there is damage to one of three vital organs: the 
heart, the kidney, the brain. 



‘‘Hypertension is certainly a major factor in the gene¬ 
sis of coronary heart disease, and it is even more 
important when compounded with obesity.” 4 

‘‘[Vascular deterioration] can be clearly seen in the 
kidney with a degree of damage that can be measured 
by renal function studies.” 10 

. . most evidence suggests that reduction of blood 
pressure, when it is too high, not only relieves the heart 
of excess work but reduces vascular damage.” 1 

“In short, treatment is indicated.” 1 

Antihypertensive therapy will not restore the blood ves¬ 
sels to normal. Yet many of the vascular changes and 
symptoms caused by increased blood pressure may be 
arrested or alleviated when the blood pressure is re¬ 
duced to normotensive levels. 7 

Reducing the blood pressure helps curtail further vascu¬ 
lar damage and improves the prognosis — when damage 
is not too far advanced before therapy is started. 14 
Essential hypertension is an indication not only for 
treatment, but for early and adequate treatment of the 
patient in question. 

Reduce the blood pressure with Rautrax-N 

Rautrax-N combines the antihypertensive-tranquilizing 
action of whole root rauwolfia with the antihypertensive- 
diuretic action of bendroflumethiazide in one conven¬ 
ient medication. The two drugs complement each other 


so that smaller doses of both are possible. 

Rauwolfia combined with bendroflumethiazide is par¬ 
ticularly effective in long-term therapy, 15 ' 17 since bene¬ 
ficial effects do not diminish with continuous daily 
administration. 

For most patients 1 or 2 Rautrax-N tablets daily are 
sufficient for maintenance therapy. The simplicity, con¬ 
venience and economy of such a dosage schedule are 
of particular benefit to older patients. 

References: 1. Page, I. H., and Dustan, H. P.: The Usefulness of Drugs in the 
Treatment of Hypertension, in Ingelfinger, F. J.; Reiman, A. S., and Finland, 
M.: Controversy in Internal Medicine, Philadelphia, W. B. Saunders Co., 
1966, p. 95. 2. Hollander, W.: The Evaluation of Antihypertensive Therapy 
of Essential Hypertension in Ingelfinger, F. J.; Reiman, A. S., and Finland, 
M.: Controversy in Internal Medicine, Philadelphia, W. B. Saunders Co., 
1966, p. 97. 3. Nickerson, M.: Antihypertensive Agents and the Drug Therapy 
of Hypertension, in Goodman, L. S., and Gilman, A.: The Pharmacological 
Basis of Therapeutics, ed. 3, New York, The Macmillan Co., 1965, p. 727. 
4. Berkson, D. M.: Indust. Med. & Surg. 32:371, 1963. 5. Cohen, B. M.: 
M. Times 91:645, 1963. 6. Lee, R. E., et al.: Am. J. Cardiol. 11:738, 1963. 
7. Moyer, J. H.: Am. J. Cardiol. 9:821, 1962. 8. Moser, M.: New York J. 
Med. 62:1177, 1962. 9. Wood, J. E., and Battey, L. L.: Am. J. Cardiol. 9:675, 
1962. 10. Moyer, J. H„ and Heider, C.: Am. J. Cardiol. 9:920, 1962. 11. 
Moser, M., and Macaulay, A. I.: New York State J. Med. 60:2679, 1960. 
12. Judson, W. E.: Nebraska M. J. 44:305, 1959. 13. Hodge, J. V.; McQueen, 
E. G., and Smirk, H.: Brit. M. J. 1:5218, 1961. 14. Moyer, J. H„ and Brest, 
A. N. : Hypertension Recent Advances, Philadelphia, Lea & Febiger, 1961, 
p. 633. 15. Berry, R. L., and Bray, H. P.: J. Am. Geriatrics Soc. 10:516, 
1962. 16. Reid, W. J.: J. Am. Geriatrics Soc. 13:365, 1965. 17. Feldman, 
L. H.: North Carolina M. J. 23:248, 1962. 

Contraindications: Severe renal impairment or previous hypersensitivity. 
Warning: Ulcerative small bowel lesions have occurred with potassium- 
containing thiazide preparations or with enteric-coated potassium salts sup¬ 
plemental^. Stop medication if abdominal pain, distension, nausea, vomiting 
or G.l. bleeding occur. 

Precautions and Side Effects: The dose of ganglionic blocking agents, vera- 
trum or hydralazine when used concomitantly must be reduced by at least 
50% to avoid orthostatic hypotension. Caution is indicated in patients 
with depression, suicidal tendencies, peptic ulcer; electrolyte disturbances 
are possible in cirrhotic or digitalized patients. Marked hypotension during 
surgery is possible; consider discontinuing two weeks prior to elective surgery 
and observe patients closely during emergency surgery. Rauwolfia prepara¬ 
tions may cause reversible extrapyramidal symptoms and emotional depres¬ 
sion, diarrhea, weight gain, edema, drowsiness may occur. Bendroflumethia¬ 
zide may cause increases in serum uric acid, unmask diabetes, increase 
glycemia and glycosuria in diabetic patients, and may cause hypochloremic 
alkalosis, hypokalemia; cramps, pruritus, paresthesias, rashes may occur. 
Dosage and Supply: Initial dosage, 1 to 4 tablets daily, preferably at meal¬ 
time. Maintenance, 1 or 2 tablets daily. Rautrax-N is supplied as capsule¬ 
shaped tablets containing 50 mg. Rauwolfia serpentina whole root (Rau- 
dixin®), 4 mg. bendroflumethiazide (Naturetin®), 400 mg. potassium chloride. 
Also available: Rautrax-N Modified — capsule-shaped tablets containing 
50 mg. Rauwolfia serpentina whole root (Raudixin), 2 mg. bendroflumethia¬ 
zide (Naturetin), 400 mg. potassium chloride. Both potencies available in 
bottles of 100. For full information, see Product Brief. 


R AUTR AX 1 N 

Squibb Rauwolfia Serpentina Whole Root (50 mg.) with Bendro- 
flumethiazide (4 mg.) and Potassium Chloride (400 mg.) 


Squibb 




‘The Priceless Ingredient’ of every product 
is the honor and integrity of its maker. 














Dependability and Organized Responsibility 



Qift Problems? 


Our business is to SOLVE them—with beauti¬ 
ful, unusual jewelry — and we’re PRICE- 
MINDED, too. Christmas is a good time to 
test us. 




CAP LAN 






231 N. Howard St., Baltimore (MU 5-8800) 

Tidewater Inn, Easton, Md. (TA 2-1553) 





Maryland’s Exclusive Representatives of 

OLEG CASSINI 

WORLD-FAMOUS FURS 


Maryland’s oldest 
and largest furrier 

225 N. HOWARD ST. 
BALTIMORE, MD. 21201 


\Lu> 


Proudly Announces The Showing 

Of the New 250 S & 250 SE 


MERCEDES-BENZ 


Baltimore's only Authorized Dealer 
for Sales, Service and Parts 

R. & H. Motors, Inc. 


4810 Belair Rd. 


426-9200 


Baltimore, Md. 21206 


MERCEDES-BENZ 
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EXECUTIVE SECRETARY’S NEWSLETTER 


DEPENDENTS' 

MEDICAL CARE 
CHANGES 


ANNUAL 

MEETING 

RES OLUTI ONS 


PHYSICIAN 

REMINDERS 


MEDICAL 

ASPECTS 

OF 

SPORTS 


November, 1 966 


Changes in the Dependents' Medical Care pro¬ 
gram have been made known by the U. S. 
Government. Basically, they provide for pay¬ 
ment of out-patient services, on the basis of a 
$50.00 per person or $100.00 per family de¬ 
ductible program, plus payment by the govern¬ 
ment of 80% of the balance due. Full details 
will be contained in a bulletin distributed to all 
physicians by Maryland Medical Service, fiscal 
agents for this program. 

Resolutions for consideration at the Faculty's 
Annual Meeting should be received in the Faculty 
office by: 

WEDNESDAY, FEBRUARY 22, 1967 


No date has been set for the Reference Commit¬ 
tee hearing as yet, but a general notice will 
appear as soon as it is scheduled. 

Physicians are reminded they are required to 
report suspected cases of Child Abuse to the 
local Welfare Department within 24 hours of 
them coming to their attention. Penalties are 
in the law for failure to comply. 

Physicians are also reminded that the police 
continue to report sample drugs are being re¬ 
trieved from trash cans and being used for 
illegal purposes. Once again, this important 
point is brought to the attention of all those con¬ 
cerned for corrective action. Do any of your 
secretaries do this without your knowledge? 

One of the Faculty's newest Subcommittees is on 
the Medical Aspects of Sports; and is interested 
in comments, suggestions and questions on 
activities in which it can engage. The first 
meeting of this group was held in October. 
Chairman is John B. DeHoff, M.D., Baltimore. 
The Subcommittee is, initially, involving itself in 
elementary and high school athletic programs. 








NEWS 


William B. Vandegrift, M.D., E.A.C.P., has 

opened offices for the practice of diagnostic 
cytology and tissue pathology in Ruxton, Md. 


NOTES 


WORK 

LABOR 

PERMITS 


Thomas L. Worsley, M.D. , has removed his 
office to 6505 York Road, Baltimore. 

Francis T. Daly, M.D., Baltimore, is now 
certified by the American Board of Internal 
Medicine. 

The Third National Conference on Work Eval¬ 
uation Units, sponsored by the Heart Associ¬ 
ation of Maryland, will hear D rs. Francis J. 
Borges and Donald H. Dembo, as panelists on 
"As Team Members See Themselves in WEU 
Operations . " 

Nathan W. Shock, M.D., Bethesda, has been 
named President-elect of the International 
Association for Gerontology. 

Jacob H. Conn, M.D., Baltimore, presented 
the Adolf Meyer lecture at the 18th annual 
meeting of The Society for Clinical and Experi¬ 
mental Hypnosis in New York City. 


In order to further clarify the question of com¬ 
pletion of Work Labor Permits for minors, the 
following advice is provided: 

1. The "application" for Work Labor Permit 
may be completed by any physician. 

Charge for this examination and completion 
is paid by the patient. 

2. The "Permit" itself is issued by Authorized 
Physicians only. The medical statement on 
this permit is not completed if the physician 
did not examine the minor. 

3. The "Permit" need not be issued by a local 
or Authorized Physician, but the "Application" 
may be mailed to the Baltimore office of the 
Department of Labor and Industry for 
issuance of the " Permit " without further 
charge. 





Special Low-Rate 

LOANS for DOCTORS 


Mercantile makes 
special loans of up to 
$25,000 to Doctors 



... TO PROVIDE 
WORKING CAPITAL 
... TO PURCHASE 
EQUIPMENT 
... TO FURNISH 
YOUR OFFICE 


With our ex- 
_ ) elusive Doctors 

8 Loan Plan, it is 
possible for both 
/established physicians 
and recent graduates 
to borrow up to 
$25,000 for a seven- 
year period at a 
very favorable 
interest rate. 
For recent graduates, 
the first payment is 
not due until six 
months after the date 
of the loan. Life 
insurance up to 
$10,000 will be in¬ 
cluded in your 
loan plan, and 
arrangements can be 
made for additional 
insurance coverage, 
if desired. 
A Mercantile Doctors 
Loan may be the 
means you need to 
take an important 
step forward in your 
career. For complete 
information, call 
either 539-1040 or 
823-7400 and ask for 
our Doctors Loan 
Department. 



MERCANTILE-SAFE DEPOSIT 
and TRUST COMPANY 

IVIeUn Banking: Office: Calvert and Redwood Sts. 

Trust Division: 13 South St. 


IDENTICAL BREAST FORM 



A COMPLETELY SATISFACTORY 
BREAST PROSTHESIS 
NOW AVAILABLE 


This form, designed specifically for the 
use of mastectomy patients, not only 
achieves an excellent cosmetic result 
but also meets the patient’s previously 
over-looked physiologic needs. 

It succeeds in realistically stimulating 
normal breast tissue because of its sci¬ 
entific construction. 


Even on very close contact this pros¬ 
thesis is indiscernible for it is capable 
of assuming body temperature. 

There is a wide range of sizes and 
the price brings it within the reach 
of the average patient. 


0 / / iirraii=C J- )< 


,virray=<zsBaumgartner 

SURGICAL INSTRUMENT CO., INC. 

2501 Gwynns Falls Parkway 


Baltimore, Md. 21216 

Phone 669-9300 
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good reason 
to select 

Ilosone 

Erythromycin Estolate 

for bacterial 
infections 



two to four times 
the therapeutic 
activity of other 
erythromycins 


CONTRAINDICATIONS: Ilosone is contraindicated in patients with a known history of sensitivity 
to this drug and in those with preexisting liver disease or dysfunction. 

SIDE-EFFECTS: Even though Ilosone is the most active oral form of erythromycin, the incidence 
of side-effects is low. Infrequent cases of drug idiosyncrasy, manifested by a form of intrahe- 
patic cholestatic jaundice, have been reported. There have been no known fatal or definite resid¬ 
ual effects. Gastro-intestinal disturbances not associated with hepatic effects are observed in a 
small proportion of patients as a result of a local stimulating action of Ilosone on the alimentary 
tract. Although allergic manifestations are uncommon with the use of erythromycin, there 
have been occasional reports of urticaria, skin eruptions, and, on rare occasions, anaphylaxis. 

DOSAGE: Children under 25 pounds—5 mg. per pound of body weight every six hours. Children 
25 to 50 pounds— 125 mg. every six hours. Adults and children over 50 pounds— 250 mg. every 
six hours. For severe infections, these dosages may be doubled. 

Available in Pulvules®’, suspension, drops, and chewable tablets. Ilosone Chewable tablets 
should be chewed or crushed and swallowed with water. 


Additional information available to physicians upon request. 
Eli Lilly and Company, Indianapolis, Indiana 46206. 
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URINARY STASIS AND URINARY 
INFECTIONS IN GYNECOLOGICAL 
AND OBSTETRICAL PATIENTS 


Last year at our annual meeting Dr. Theodore 
Fetter, of Philadelphia, made the following state¬ 
ment: “A vast body of experimental and clinical 
evidence emphasizes and reinforces the well- 
established principles that urinary infection usually 
means an obstruction is present.” 

Except for the type of infection represented by 
a simple acute cystitis in female patients, which 
occurs often and is a spontaneous entity, I agree 
most heartily with this statement. 

I just as heartily disagree with those internists 
and pathologists who have condemned the catheter 
as a practically lethal weapon and have assumed 
or postulated the diagnosis of pyelonephritis on 
the finding of 100,000 or more colonies of path¬ 
ogenic organisms per cubic centimeter in so- 
called “clean catch” cultures of urine. A clean 
catch specimen and culture in female patients, if 
negative, is probably accurate; but in many wom¬ 
en with leukorrhea, from one cause or another, it 
is impossible to obtain an uncontaminated speci- 


J. Mason Hundley Annual Lecture in Gynecology, 
presented at the 168th Annual Meeting of the Medical 
and Chirurgical Faculty of the State of Maryland, April 
27, 1966. 


HOUSTON S. EVERETT, MD 

Associate Professor of Gynecology and Obstetrics, 
The Johns Hopkins University School of Medicine 

Most urinary infections are associated with uri¬ 
nary stasis. The causes of urinary stasis in women 
are different from those usually found in men, and 
are most frequently associated with pregnancy or 
with gynecological diseases or therapy. Complete 
retention often occurs after gynecological surgery, 
especially operations on the anterior vaginal wall. 
The gynecologic causes of stasis are listed and 
illustrated. 

men. Such specimens, if positive, are therefore 
apt to be unreliable and do not justify the positive 
diagnosis of any type of urinary tract infection 
unless confirmed by a culture of a catheterized 
specimen. 

In an article in the January 17, 1966 issue of 
The Journal of The American Medical Associa¬ 
tion, Dr. Edward N. Cook, of the Mayo Clinic’s 
Section of Urology, thoroughly debunked these 
fallacious ideas in a most delightful way. 
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Assuming then, with Dr. Fetter, that most seri¬ 
ous urinary tract infections are associated with 
obstructions, let us discuss the causes of obstruc¬ 
tion in female patients. These often differ 
markedly from those found in the male and are 
frequently the result of gynecologic disease or 
therapy. 

It has been known for many years that carcino¬ 
ma of the cervix, when untreated or uncontrolled, 
eventually produces literal obstructions. Figure 1 
is au illustration of an autopsy specimen from Dr. 
Howard A. Kelly’s Operative Gynecology, pub¬ 
lished in 1898, and shows a complete ureteral 
obstruction as a result of invasion of tbe broad 
ligament regions by the carcinoma. 

My interest in this subject was first aroused 
during my resident year at the Johns Hopkins 
Hospital in 1929, when a patient who had been 
treated for Stage III carcinoma of the cervix by 
irradiation therapy 18 months before, came into 
tbe hospital with a large vesicovaginal fistula 
and ascites, which Dr. Guy Hunner and I were 
almost certain was urinary ascites (Fig 2). 

This patient was already uremic and moribund, 
but we did attempt to relieve her obstruction by 




Fig 1 



Fig 2 


operation and transplantation of the markedly 
dilated ureters. We found that the ascites was, 
indeed, urinary ascites, as the left ureter was 
perforated at the point indicated by a white cross 
in Figure 2. The operation was unsuccessful. The 
patient died within a week. Figure 3 shows one of 
her kidneys, which demonstrates very well why 
she did. They were both just alike, but the in¬ 
teresting thing to me was that a very thorough 
autopsy revealed no remaining carcinoma. 

So this patient had died as a result of having 
had carcinoma, but she did not die from the car¬ 
cinoma. She died from the ill effects on normal 
tissues of the intensive radiation which was the 
method of treatment in those days. We had no 
irradiation clinic at Hopkins. We referred our 
patients to the Howard A. Kelly Hospital, where 
they were treated on an outpatient basis with a 
very rapid method and a relatively small dose in 
terms of milligram hours, of radium—only 3,000. 
They were treated awake. They could not be 
thoroughly packed, and this rapid method of irradi¬ 
ation had destructive effects on the normal tissues 
in many cases. 

This case led me to undertake a study which I 
reported, ten years later in 1939. We studied our 
carcinoma of the cervix cases, both before treat¬ 
ment and at varying intervals after treatment. All 
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Fig 3 

of these patients were treated by this rapid meth¬ 
od, and about 15%-20% developed serious blad¬ 
der lesions and obstructive lesions of the ureters. 
We also found that if pretreatment studies 
showed any evidence of obstruction, the prognosis 
was poor. This is demonstrated in Table 1. There 


was no dilatation in Stages I and IT, but of 28 
patients in Stage III there were 16 with pre-treat¬ 
ment dilatation and 12 without it. All 16 died in 
less than a year and 75% of the 12 survived five 
years. 

We have continued these studies and now the 
method of irradiation is very different. Larger 
doses are given, usually 4,800 mgm hours of ra¬ 
dium followed by cobalt therapy, but the radium 
is administered in two applications of 100 mgm 
for 24 hours two weeks apart. With this slower 
method of treatment, ill effects have been reduced 
from 15%-20% to about 1%. 

These studies aroused my interest in the effects 
on the urinary tract of various gynecologic lesions 
and methods of treatment which we have carried 
out over the years, and we have arrived at a 
concept of the causes of obstruction in female 
patients. 

Figure 4 shows the close relationship of the 
lower ureter to the genital organs. The ureter 
comes down following the ovarian vessels and, in 
the base of the broad ligament, passes behind the 
uterine vessels. It is close to the cervix and can 


Fig 4 
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Table 1 

PROGNOSTIC VALUE OF URETERAL 
DILATATION STAGE III CARCINOMA 

OF CERVIX 

Number of Patients 

Five-year Result 

16 with dilatation 

All dead 

12 without 
dilatation 

75% well 
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easily be injured during total hysterectomy if one 
is not careful. Any growth, such as an intraliga¬ 
mentous fibroid, tends to impinge upon the ureter. 

Table 2 shows my idea of the causes of urinary 
stasis in female patients. In the male patient, the 
causes of stasis are more likely to be in the lower 
urinary tract, in the urethra, or in the vesical 
neck. The causes of stasis in this region in female 
patients are relatively rare. In this table, the 
underlined headings are the ones that 1 consider 
of gynecologic or obstetric interest. The others are 
of purely urologic interest. 

Most of these conditions are rare, but postoper¬ 
ative retention is one which we encounter very fre¬ 
quently in gynecology and one which, in the last 
five or six years, has given rise to a great deal of 
discussion, and to the condemnation of the use of 
the catheter. The internists and pathologists who 
have promulgated these ideas, however, have had 
no actual experience with urologic problems. 
Their ideas have come from autopsy studies of 
patients who died from chronic pyelonephritis, 
most of whom had asymptomatic pyelonephritis 
and therefore never had treatment of any kind, 
either urologic, which should be the elimination of 
obstructive lesions, or medical, which should be 
the use of the proper medicinal agents to eradicate 
infection. 

In my earlier days most patients having had 
gynecologic operations had difficulty voiding. 
They either had to be catheterized intermittently 
or have retention catheters. Now, with early am¬ 
bulation, that is no longer true except for the 
patients who have vaginal plastic operations, par¬ 
ticularly those on the anterior vaginal wall. But a 
very large percentage of those patients cannot 
void following operation. The operative field be¬ 
comes edematous, the urethra is closed off by 
compression from this edema, and it is essential 
that the bladder be drained. 

A great deal of, shall I say, gadgetry has been 
proposed in the last five or six years to try to 
manage this situation without inducing an infec¬ 
tion. In the use of an inlying catheter, particularly 
in the female and regardless of how the catheter is 
drained, the catheter slides in and out and these 
patients all get infected. But these infections are 
bladder infections. They are not serious. They do 


Table 2 

URINARY TRACT OBSTRUCTION OR 
_URINARY STASIS_ 

I. At level of urethra or vesical neck 

A. Urinary retention 

1. Postoperative 

2. Postpartum 

3. From obstructive lesions in urethra or 
vesical neck 

a. Urethral stricture 

b. Fibrosis or contracture of vesical neck 

c. Suburethral cyst or abscess 

4. From external compression 

a. Pelvic abscess 

b. Submucous myomas protruding into 
vagina 

c. Exaggerated retroversion of enlarged 
uterus 

d. Complete procidentia 

e. Hematocolpos in young girls with 
imperforate hymen 

5. On psychogenic basis 

6. On neurogenic basis 

B. Residual urine 

1. From all of above causes in lesser degree 

2. Cystocele 

II. At ureteral and renal level 

A. Physiologic hydroureteronephrosis of 
pregnancy 

B. Hydroureteronephrosis from gynecologic 
causes 

1. Pelvic masses 

a. Uterine myomas 

b. Ovarian cysts 

c. Inflammatory masses 

d. Endometriosis 

2. Uterine prolapse 

3. Genital malignancy 

a. Carcinoma of cervix 

b. Irradiation therapy 

c. Surgical injury 

d. Carcinoma of ovary 

C. Intrinsic ureteral lesions 

1. Ureteral stricture acquired 

2. Ureteral stricture congenital 

3. Urethral valves and diverticula 

D. Extragenital extraneous ureteral obstruc¬ 
tions 

1. Nephroptosis with ureteral kinks 

2. Aberrant renal vessels 
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not lead to pyelonephritis. 

To study just this matter, in the past year and a 
quarter Dr. Herman Long and I have obtained 
catheterized cultures of urine on all of our pa¬ 
tients subjected to repairs with inlying catheters, 
at their first postoperative visit—usually about six 
weeks after discharge. There have been 25 of 
these patients and only one of them had a positive 
culture. That positive culture was in a patient who 
developed such a severe febrile and urticarial 
reaction to the sulfonamide therapy instituted for 
her immediate infection that it had to be discon¬ 
tinued within a day or two after it was started. 

These patients all had infection. We used to use 
prophylactic drugs, but we found this didn’t 
work. It didn’t keep them from getting infected 
and it sometimes led to the development of drug 
resistant organisms. So now we obtain a culture 
immediately before removal of the catheter, we 
have sensitivity studies run on the organism ob¬ 
tained, and we use the drug indicated by these 
studies for ten days. I think the result of 24 out of 
25 patients with sterile cultures at the first follow¬ 
up visit indicates that this is an entirely satisfacto¬ 
ry procedure without all the gadgetry that has 
been recommended. 

In an article by Dr. C. E. Cox and Dr. Frank 
Hinman, Jr., in the January 18, 1965 issue of The 
Journal of The American Medical Association , it 
was shown that in an experimental group of 80 
males with normal bladders, inlying catheter- 
induced infections all cleared up within a few 
days to a few weeks after removal of the catheter, 
without any therapy at all. They concluded that it 
is hard to infect, or to maintain infection in, the 
normal bladder due to two things, the washing out 
of the bladder by normal voiding and an antibac¬ 
terial effect within the bladder tissues. 

Of course these gynecologic patients do not 
have normal bladders when the catheter is insert¬ 
ed. The bladder has not been subjected to actual 
internal trauma, but there has been trauma all 
around it in the dissection of the bladder and the 
urethra, and the urethra is, for the time being, 
closed off. But the bladder is very quickly re¬ 
turned to normal, infections clear up, and in my 
mind all of this business has been making a 
mountain out of a molehill. 

Here is one situation in which we do have 


frequent trouble. This does not involve an actual 
inability to void, but occurs in patients with large 
cystoceles who have residual urine because a por¬ 
tion of the bladder is below the level of the outlet 
of the bladder and tends to get infected. It some¬ 
times is infected when the patient comes in and, if 
the operation is to be done, an attempt should be 
made to clear up that infection beforehand. 

If we go on to the upper level (Table 2, II), 
we find a great many more causes of obstruction 
and stasis than we do at the lower level of the 
female. The most frequent one of these is the 
so-called physiological hydronephrosis of preg¬ 
nancy, which occurs in practically 100% of preg¬ 
nancies. This has given rise to a tremendous 
literature because when this infection occurred 
before the days of the present drugs, it was a very 
serious problem. It often led to the necessity of 
inlying catheters in the ureters and sometimes to 
the termination of pregnancy. That is no longer 
true but, meanwhile, in this volume of literature 
there were two schools of thought. 

One was that the causation of this was mechani¬ 
cal, that is, that the ureters were compressed by 
the enlarged pregnant uterus; the other was that 
the causation was hormonal—in other words, that 
the ureteral peristalsis was inhibited both as to 
strength and frequency by the presence of some 
hormone. 

Incidentally, Dr. Herbert Traut, who at that 
time was at the New York Hospital at Cornell, 
studied this peristaltic activity and he assumed 
that progesterone was the hormone involved. And 
Dr. Hundley, who made a similar study on non¬ 
pregnant women using large doses of both estro¬ 
gens and progesterone, found that the estrogens 
increased the peristaltic activity and the proges¬ 
terone inhibited it. I mention this mainly because 
of Dr. Hundley’s interest in it. I do not consider it 
very important because I belong to the mechani¬ 
cal school. 

All of these other things give rise to stasis quite 
frequently—in 65% of uterine myomas, in 80% 
of ovarian cysts and so on. We’ve already talked 
about carcinoma of the cervix and irradiation 
therapy. Radical operation for carcinoma of the 
cervix originated many years ago. Dr. Ernst Wer- 
theim is given credit, but actually three people— 
Dr. John Clark, who at that time was at Johns 
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“The main function of the 
carotid sinus is regulation of 
the blood pressure_ Ml 

The veratrum component of 
Salutensin acts here (and in the 
myocardium), initiating 
“...a reflex fall in blood pressure 
through a generalized vaso¬ 
dilation and fall in heart rate.” 2 
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Hopkins and later went to Philadelphia and two 
other doctors, one named David Meredith Reese 
and one named Theodor Rutnpf, did this operation 
before Wertheim and Werthcim gave them full 
credit. 

But in those days Wertheim himself found 49 
ureteral injuries in his first 500 cases, or 10%. 
Approximately the same figure, between 9% and 
10%, was reported a few years ago by Dr. Joe 
Meigs and one of his associates from Boston. 

Ureteral stricture, acquired, I put in because I 
think some of these gynecologic lesions cause 



Fig 5 


these acquired strictures. And I put in nephropto¬ 
sis because that occurs about five times as fre¬ 
quently in females as it does in males, probably 
because of the great change in fat distribution 
associated with pregnancy and the termination of 
pregnancy. 

Now we’ll go along to some illustrations of some 
of these conditions. Figure 5 shows a typical 
hydro-ureteronephrosis of pregnancy. Here we 
see that it is greater on the right side than it is on 
the left, which is perfectly typical, and that the 
dilatation stops at the pelvic brim, the point at 
which the ureters would be compressed by the 



Fig 6 


pregnant uterus. That is the reason I feel the 
mechanical factor is the more important one. 

In Figure 6 is a seventeen-year-old girl with an 
ovarian cyst. The dilatation is very similar to that 



Fig 7 
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Fig 8 

of pregnancy dilatation and of course an ovarian 
cyst is very much the same consistency as a 
pregnancy. 


Fig 9 


In Figure 7 you see a patient with a myomatous 
uterus as large as a term pregnancy. You can see 
the large soft tissue shadow. The right side is 
essentially normal, but there is marked dilatation 
and tortuosity on the left side and the bladder is 
compressed. 

This patient’s right ureter was probably in a 
crevice between two myomatous nodules, but on 
the left side she had a large intraligamentous 
nodule which had compressed the ureter and 
therefore caused this dilatation. Following delivery 
it takes about six weeks for the dilatation to sub¬ 
side, for complete involution to take place. I think 


Fig 10 

that is where the hormonal effect comes in, be¬ 
cause this (Fig 8) shows postoperative pyelo- 
grams on this patient within ten days after opera¬ 
tion and there is complete involution. 

These next two cases, I think, illustrate the 
effect of pelvic inflammatory disease on ureters 
and the production of ureteral stricture. Figure 9 
shows a patient with a fibroid, soft tissue shadow 
coming up about to the pelvic brim, very marked 
dilatation on both sides, and very poor function on 
the left side. You can hardly see any visualization 
on the left side. At operation this patient was 
found to have fibroids plus a large tubo-ovarian 
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abscess on the left side. Postoperatively she was 
studied by retrograde pyelograms. 

This (Fig 10) is the right side, where there 



Fig 12 


had been little if any inflammation and there is 
almost complete involution. This is a pretty nor¬ 
mal looking tract. Figure 11 shows the left side 
where the tubo-ovarian abscess had been. This is a 
typical picture of an advanced chronic pyelone¬ 
phritis, with greatly dilated blunted calyces, very 
thin cortex and a marked stricture in the lower 
left ureter. 

The next three slides are very similar to these, 
but have a different basis. 

This (Fig 12) was a young girl only 19 years 
of age who had a large pelvic abscess which I 
think was probably a pseudopelvic abscess—that 



Fig 13 


is, instead of being a true abscess just walled off 
by intestines, it was probably a left-sided tubo- 
ovarian abscess which had prolapsed into the 
cul-de-sac. I say this because the follow-up 
studies on her again show pretty normal involu¬ 
tion on the right side (Fig 13) and a stricture of 
the lower left ureter with continued dilatation of 
the pelvis, calyces and ureter above the point of 
constricture (Fig 14). 

Figures 15 and 16 show retrograde pyelograms 
on a patient who had a complete prolapse of the 
uterus. Here the dilatation comes much further 
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Fig 14 

down. You can see it better on the left side. The 
lower dilatation occurs because the constriction 
from prolapse is due to the angulation and turning 



Fig 15 


back of the lower ureters under the prolapsed 
uterine vessels. 

We made postoperative studies of this patient, 
but I did not reproduce them because they showed 
no change. We feel that the reason there was no 
change was because this patient did have a chronic 
urinary tract infection, and in chronic infection 
the tissues lose their elasticity and their ability to 
undergo involution. W hen the dilatation of preg¬ 
nancy was more frequent and more difficult to 
control than it is now (and sometimes these indi¬ 
viduals during pregnancy were infected for a long 
time), we used to get persistence of the pregnancy 



Fig 16 


dilatation permanently. And we still see that every 
now and then. 

So, to summarize, I may say that I agree 
thoroughly with Dr. Fetter that obstructive 
lesions, or stases, are most important factors in the 
causation and the maintenance of urinary tract 
infection; that 1 do not think the presence of 
temporary infection in the bladder following 
catheters is of great importance; and that the 
great gadgetry that has developed as a result of 
this has been entirely overemphasized. 

550 North Broadway 
Baltimore, Md 21205 
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CARCINOMA OF THE 
VOCAL CORD 


The incidence of cancer of the larynx in the 
general population is about 3 per 100,000, with 
70% of these cancers beginning on the true vocal 
cords. If diagnosed early, they offer an excellent 
chance of cure, 90% 

Laryngeal cancer occurs nine times more fre¬ 
quently in men than in women and is seen most 
often in smokers of long standing. 

As laryngeal cancer occurs so often on the 
true vocal cords, it makes its presence known by 
voice changes relatively early in the disease. At 
first this voice change may be an intermittent 
huskiness, as the true vocal cords overcome the 
mechanical obstruction to their complete closure 
for short periods of time. As the tumor mass 
enlarges or as peritumor inflammatory reaction 
continues, the voice becomes constantly hoarse or 
husky. Patients rarely seek medical aid prior 
to persistent voice change, in part explaining the 
usual 10-month delay from onset of symptoms 
to diagnosis. 

The true vocal cord is a tendonous band extend¬ 
ing medially from the vocalis muscle and it is 
covered by a thin mucosa containing a meager 
lymphatic system. Thus, early or rapid spread of 
cancer within the larynx or beyond the larynx is 
seldom a feature of true vocal cord carcinoma. 

Pain is seldom associated with this lesion, 
although the patient may cough, complain of vocal 
fatigue, and make frequent efforts to clear his 
throat. Swallowing is invariably normal, as a true 
vocal cord lesion is within the larynx. True cord 
cancers may occur anywhere on the vocal cord, 
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Associate Professor in Radiology 

R. ROBINSON BAKER, MD 
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Cancer of the larynx occurs most often on 
the true vocal cords in males with a history 
of smoking. This cancer indicates its pres¬ 
ence early by hoarseness, and the diagnosis 
is established by laryngoscopy and biopsy. 
Ninety per cent of these early true vocal cord 
lesions can be cured by either radiotherapy 
or surgery. 

Any patient with voice change persisting 
longer than three weeks should have a direct 
laryngoscopy to establish the diagnosis. 


but the free edge of the anterior third is the most 
common location. 

The diagnosis of laryngeal cancer is made upon 
inspection of the larynx and confirmed by biopsy. 
As the larynx is hidden from view, it is impos¬ 
sible to make an accurate appraisal of laryngeal 
disorders without laryngoscopy. The importance 
of direct laryngoscopy to adequately assess the 
extent of the disease cannot be overemphasized. 
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Small true vocal cord lesions (Fig) have a gray 
to pink granular texture, as opposed to the smooth 
white glistening normal mucosa of the vocal cords. 
Vocal cord mobility is normal with true cord 
cancers, becoming immobile only with advanced 
lesions. Early lesions of the true cord seldom 
present with cervical node metastases. 


seems indicated in older patients and in patients 
whose voice is important for occupational or social 
reasons. Surgical excision moy be preferable in 
younger patients whose life expectancy is such 
that large doses of carcinogenic irradiation are 
contraindicated. 

Patients treated by either means should be seen 


Anatomy of the endolarynx. 
A small lesion is present on 
the anterior one-third of the 
right cord. 



Solitary vocal cord cancers are treated with 
about equal success by surgical excision of the 
involved vocal cord or by radiotherapy. Each has 
certain advantages which would dictate its choice 
in each case. The main advantage of irradiation 
over surgical excision is a more normal voice after 
therapy. The inherent disadvantage of irradiation 
is the effect of 5,000 rads to the larynx and adja¬ 
cent tissues. Partial excision of a vocal cord re¬ 
sults in varying degrees of hoarseness, but surgical 
excision has three advantages over irradiation: 1) 
large doses of irradiation are avoided; 2) the 
extent of disease is accurately determined at 
operation; 3) the proof of adequate excision can 
be demonstrated by histologic section. Irradiation 


at regular intervals for the rest of their lives. 
Second primary lesions within the larynx are com¬ 
mon, and bronchogenic carcinoma has been shown 
to develop in a high percentage of patients with 
laryngeal cancer. 

The Johns Hopkins University 
School of Medicine 
Baltimore, Md. 21205 
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this part for 
diarrhea 

Kaolin exerts a demulcent action 
along the gastrointestinal tract 
and a detoxifying action in the 
intestines to diminish irritation of 
the mucosa and lessen hyper¬ 
peristalsis, nausea and diarrhea. 

Pectin exerts its demulcent effect 
in the entire tract and its detoxify¬ 
ing action primarily in the large 
bowel to diminish irritation of the 
mucosa and help restore normal 
intestinal flora and function. 


this part for 
its discomforts 

Belladonna alkaloids as in 

Donnatal® relieve hypermotility 
of smooth muscle in the gastro¬ 
intestinal tract to help control 
cramping, nausea, and painful 
straining. Many clinicians con- 
siderthe belladonna components 
of Donnagel® to be medicine’s 
most effective depressants of in¬ 
testinal motility . 1,2 A preparation 
containing only kaolin and pectin, 
on the other hand, has “little or 
no effect on cramps simply be¬ 
cause it does not include an agent 
with antispasmodic action .” 3 


Donnager treats the whole diarrhea problem. 


Available in new 4-ounce plastic bottle 
on your prescription or recommendation. 
Also available: Donnagel®-PG (with 
paregoric equivalent) and Donnagel® 
with Neomycin. See product literature 
before prescribing. 
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Boughing ahead... 

Blear the Respiratory Tract with Robitusstn. 


vluch more than just a slogan, “clear the tract" reflects the dependable 
ntitussive-expectorant action of the three Robitussin formulations. 

U1 contain glyceryl guaiacolate, the time-tested expectorant 
hat greatly enhances the output of lower respiratory tract fluid, 
ncreased RTF volume exerts a demulcent effect on the tracheobronchial 
lucosa, promotes ciliary action, and makes thick, inspissated 
tucus less viscid and easier to raise. Glyceryl guaiacolate is safe, 
on-narcotic, and almost universally accepted by patients of all ages. 
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ROBITUSSIN® 

in each 5 cc. teaspoonful: 
Glyceryl guaiacolate 
(Alcohol 3.5%) 
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(exempt narcotic) 
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Codeine phosphate 
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new, non-narcotic 


in each 5 cc. teaspoonful: 


Glyceryl guaiacolate 

100 mg. 

Dextromethorphan hydrobromide 15 mg. 


Robitussin and Robitussin-DM are avail¬ 
able at pharmacies everywhere on your 
prescription or recommendation. 
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igine No. 89 of the Monadnock, Steamtown 
Northern Railway pulls a trainload of 
sam enthusiasts through the New England 
untryside between Bellows Falls and Chester, Vermont. 
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How long will 
it take her 
to recover from 
her hip fracture 
if she just 
doesn’t care? 












Does she really care? 
is she alert, encouraged, 
jositive and optimistic 
about getting completely 
veil soon? 

Or has she given in to 
he demoralizing impact 
>f confinement, disability 
ind dependency? 

When functional fati gue 
:omplicates convalescence, 
Uertonic can hel p... 


Pleasant-tasting Alertonic is pipradrol hydrochloride 
—an effective cerebral stimulant whose gentle ana¬ 
leptic action helps counteract the apathy and inertia 
that can often delay convalescence—together with an 
excellent vitamin and mineral formula, in a satisfy¬ 
ing 15% alcohol vehicle. 

Nothing fosters confidence and a sense of well¬ 
being better than your own personal warmth, under¬ 
standing and encouragement together with Alertonic 
to help insure prompt response. 

Adequate dosage is important: Prescribe Alertonic— 
one tablespoonful t.i.d., 30 minutes before 
meals...tastes best chilled. 

And for your patient’s sake, prescribe Alertonic 
in the convenient, economical one-pint bottle. 

Alertonic 

Available Only On Prescription 

Each 45 cc. (3 tablespoonfuls) contains: alcohol, 15%; pipradrol hydro¬ 
chloride, 2 mg.; thiamine hydrochloride (vitamin Bi) (10 MDR*), 10 
mg.; riboflavin (vitamin Bl>) (4 MDR), 5 mg.; pyridoxine hydrochloride 
(vitamin B«), 1 mg.; niacinamide (5 MDR), 50 mg.; choline,t 100 mg.; 
inositol,t 100 mg.; calcium glycerophosphate, 100 mg. (supplies 2% 
MDR for calcium and for phosphorus) and 1 mg. each of the following: 
cobalt (as chloride), manganese (as sulfate), magnesium (as acetate), 
zinc (as acetate), and molybdenum (as ammonium molybdate). 
•Multiple of adult Minimum Daily Requirement supplied. 
fThe need for these substances in human nutrition has not been established. 

Indications: 1. Functional fatigue such as that often associated with: a 
depressing life experience or stressful time of life; advancing years; 
convalescence; limited activity or confinement. 2. Poor appetite and 
vitamin-mineral deficiency as they occur in: patients having faulty eat¬ 
ing habits; geriatric patients who are losing interest in food; patients 
convalescing from debilitating illness or surgery. 

Dosage: Adults, 1 tablespoonful; children (over 15 years old), 1 to 2 
teaspoonfuls; children (4 to 15 years old), 1 teaspoonful. To be taken 
three times daily 30 minutes before meals. 

Contraindications: As with other drugs with CNS stimulating action, 
Alertonic is contraindicated in hyperactive, agitated or severely anxious 
patients and in chorea or obsessive compulsive states. 

Side effects: Reports of overstimulation have been rare. Patients who 
are known to be unduly sensitive to the effects of stimulant drugs should 
be observed carefully in the initial stages of treatment. 

N THE WM. S. MERRELL COMPANY 
Merrell ) Division of Richardson-Merrell Inc. 

_ y Cincinnati, Ohio 45215 
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THE DEMOGRAPHY OF MENTAL 
ILLNESS IN MARYLAND 


Efforts to count and analyze the segment of our 
population considered to be mentally ill originated 
in this country about 150 years ago. On a federal 
level, the first attempt at enumeration was made in 
1840. The U.S. Census Bureau had not yet been 
established and the local marshals had the re¬ 
sponsibility for conducting the census. One of the 
questions sought to determine the number of what 
were called “insane or idiots” in their area. No 
effort was made to divide these groups and no 
definitions were provided. Each marshal was, in 
effect, free to include or exclude as he saw fit. 

The official records indicate that a total of 
17,434 such people were enumerated. Of these, 
528 were Maryland residents. Both in this state 
and in the rest of the country, this was equal to a 
rate of slightly more than ten per 10,000 total 
population; however, there were wide variations 
reported within states and between states. It is 
therefore not surprising that in 1843 the Ameri¬ 
can Statistical Association deemed it necessary to 
send a formal letter to the U.S. House of Rep¬ 
resentatives protesting the accuracy of the 1840 
census. The letter singled out the data on “insane 
and idiots” as being particularly unreliable. 

This census reported a higher rate of insanity 
among free Negroes than among slaves. Despite 
the gross inaccuracy of these statistics, the data 

Based on a talk presented at the Phipps Psychiatric 
Unit of the Johns Hopkins Hospital, November 4, 1964, 
and on a paper given at the annual meeting of the 
American Association for the Advancement of Science, 
December 27, 1965. 


KURT GORWITZ 
Statistics Director 

State of Maryland Department of Mental Hygiene 


Enumeration of the mentally ill in the United 
States was first attempted in 1840. U.S. marshals 
accumulated the data, each according to his own 
undefined methods, and results were wholly unre¬ 
liable. At that time, half a dozen state-operated 
mental hospitals and a number of private mental 
institutions were in existence, but most of the 
mentally ill were still housed in jails, almshouses 
and other public facilities. In the intervening 125 
years, both enumeration procedures and care facili¬ 
ties have been vastly improved, primarily at the 
State level. Maryland, world-wide leader in the 
statistical area, has reliable data from its Psychi¬ 
atric Case Register on which to base answers to 
many questions now asked about the extent and 
treatment of mental illness. Questions and answers 
are presented here. 


were subsequently stated, in the U.S. Congress, 
to be one justification for the retention of slavery. 

In 1850, the enumeration was repeated, but 
separate counts were obtained for those consid¬ 
ered to be “insane” and those considered to be 
“idiots.” The official report indicated that roughly 
six out of every 10,000 residents were insane and 
an equivalent number were idiots. Maryland’s 
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reported rate for idiots was similar to the national 
figure. 1 he rate of insane, however, was reported 
to be substantially higher, a fact which caused 
speculation as to whether this reflected greater 
mental illness here or merely differences in re¬ 
porting. 

Similar data were collected in each census from 
1860 to 1890. The enumeration was discontinued 
in 1900 because it was felt that accurate informa¬ 
tion was not obtainable. No nationwide attempts 
have been made since 1890 to enumerate the 
mentally ill. 

In 1880 the data obtained by the census enu¬ 
merators were supplemented by written inquiry of 
physicians and of facilities for the mentally ill and 
the mentally retarded. Data on 17% of the enu¬ 
merated insane were obtained solely through re¬ 
sponses from physicians. As a result of this en¬ 
deavor, rates in this census were considerably 
higher than those reported in earlier and subse¬ 
quent enumerations. In Maryland, for example, 
the rates of mental illness and mental retardation 
were stated to be 198.6 and 141.1 (per 100,000 
population), respectively. 

A comparison with current estimates, however, 
shows that these reported rates were still very low 
and indicates substantial under-enumeration, par¬ 
ticularly among the borderline retardates and the 
non-psychotic types of mental disturbances. Ac¬ 
cording to latest available data, more than one 
percent of Maryland’s total population are under 
care of a psychiatric inpatient or outpatient facili¬ 
ty at some time during a one-year period. Many 
others are believed to receive supportive services 
for mental disturbances through private practice, 
and nonpsychiatric agencies and programs. Cur¬ 
rently accepted estimates are that one-half of one 
percent of the population are severely retarded, 
with an additional two and one-half percent 
more moderately retarded. In Maryland, 0.7 per¬ 
cent of the population attend public school classes 
for the educable and trainable retarded, with an 
additional 0.3 percent in hospital and community 
facilities. 

In 1773 the first public mental hospital was 
established in Williamsburg. Virginia. It is inter¬ 
esting to note that a general hospital in Philadel¬ 
phia accepted mental patients from its inception in 
1752. The first private mental hospital (The 
Friends Retreat in Pennsylvania) opened shortly 
after this. Both were founded largely as a result 


of the Quakers’ efforts. By the time of the 1840 
census half a dozen state-operated facilities and a 
number of private hospitals were in existence. 
One of these was the predecessor of the Seton 
Institute in Baltimore. Another was Maryland’s 
first state-operated hospital for the insane, the 
Maryland Hospital, which began accepting mental 
patients in 1797 as part of a general hospital 
program. It was located in Baltimore in the Johns 
Hopkins Hospital area and, intermittently, pri¬ 
vately and publicly operated. Its program was 
limited to the care of the mentally ill by legislative 
action in 1839. It moved to what is now the 
Catonsville area in the 1850s when it became 
known as the Spring Grove State Hospital. Some 
of these facilities maintained patient statistics 
from their inception and Goldhamer and Marshall 
analyzed some of this information in the book, 
“Psychosis and Civilization.” 

Most mentally ill, however, continued to be 
kept in jails, alms houses and other public institu¬ 
tions, often under the most inhuman conditions 
imaginable. The Sylvan Retreat, a county- 
operated mental hospital in Cumberland, still has 
in its basement the dungeons which at one time 
were used to hold “unruly” patients. A visit with 
her Sunday School pupils to the House of Correc¬ 
tion in East Cambridge, Massachusetts, in 1841 
changed the life of a remarkable and largely 
forgotten woman named Dorothea Lynde Dix. 
She devoted her remaining years to a crusade on 
behalf of the mentally ill which carried her to 
every part of this country and to much of Europe. 
In Maryland, as in many other states, she ad¬ 
dressed a joint session of the legislature. In 1854 
she induced the U.S. Congress to adopt a bill 
which provided that proceeds from the sale of 12 
million acres of public lands be used for the care 
of the mentally ill. If this hill had not been vetoed 
by President Pierce, mental health programs in 
Maryland and other states would undoubtedly 
have been drastically changed. 

In general, statewide mental health programs 
were not formally organized until much later. In 
Maryland, for example, the State Lunacy Com¬ 
mission which preceded the Mental Hygiene De¬ 
partment was not established until 1886. Mary¬ 
land's second hospital for the mentally ill, the 
Springfield State Hospital at Sykesville, was 
founded shortly after this date. In New York 
State, care of the mentally ill remained the legal 
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SKIN 

PROBLEMS 


Caused by itching 


due to: 

Dry Eczema 
Chafing 
Minor Burns 
Athlete's Foot 
Dry Skin 
Wind Burn 
Insect Stings 


Acne 

Ivy Poisoning 
Cold Sores 
Heat Rash 
Diaper Rash 
Chapping 
Hemorrhoids 



For Safe, Sure, Speedy Relief— 
—Get RESINOL GREASELESS! 


Medical Scientists have 
conquered 6 dread diseases 
in the past decade, but 
they are largely in the 
dark, they admit, in find¬ 
ing relief for one age-old 
ailment—itching 



New remedies con- 
t a i n i n g antibiotics 
have been tested, but 
have often caused side 
effects which are worse 
than itching skin. Af¬ 
ter many years of re¬ 
search and testing, 
Resinol Greaseless 
Cream was developed. 
... A doctor’s formula 
containing safe yet 
powerful ingredients, 
Resinol Greascless con¬ 
tains an amazing, prov¬ 
en “anti-itch” medica¬ 
tion called Resorcin, 
which quickly and ef¬ 
fectively relieves most 
any kind of itching. 
Try Resinol Greaseless 
. . . You’ll be delighted 
to find that it really 
works! At all drug 
stores. Buy a tube 
today. 


Family First Aid 
in a Tube 
Carry in Purse 
or Pocket 

A Medicine Cabinet 
“Must" 


“fceiinol IQJl'cj WorL ” 

RESINOL CHEMICAL COMPANY 

517 W. Lombard St. 

Baltimore, Md. 21201 


responsibility of the county poor houses until 
about the same time. In many states, the assump¬ 
tion of state responsibility for the treatment of the 
mentally ill was preceded by acrimonious legisla¬ 
tive debate instigated by representatives of those 
with a vested interest in maintaining the bulk of 
the mentally ill in county homes. 

Until the establishment of a state mental health 
authority, statistics, if available, were generally 
limited to specific individual facilities. In most 
states where centralized mental health statistics 
programs were ultimately established, these data 
served administrative purposes and were con¬ 
cerned primarily with measuring the flow of pa¬ 
tients into and out of publicly operated psychiatric 
hospitals and in describing some of the demo¬ 
graphic characteristics of this population. In more 
recent years, with the development and rapid 
growth of psychiatric clinics and other outpatient 
programs, statistical services increasingly have 
been concerned also with comparable data for 
these facilities. In Maryland and most other 
states, statewide data on treated mental illness are 
therefore of recent origin. 

Statistical data of most states continue to be 
limited to state-operated and state-supported hos¬ 
pitals and clinics. Since they generally exclude 
federal (VA) and privately operated mental 
health facilities, they usually cannot provide any 
indication as to the total amount of psychiatric 
services provided. In addition, because of the lack 
of a ready mechanism for eliminating the duplica¬ 
tion of multiple treatment services, these data 
cannot be used to study rates of treated mental 
illnesses, variations in treatment rates and modali¬ 
ties for different population segments, and the 
relationship of these rates to socio-economic vari¬ 
ables and other public health indices. Community 
investigations, such as the recent Midtown Man¬ 
hattan study, while being more comprehensive, 
similarly suffer from a lack of longitudinal data 
regarding the course of the illness, and of the 
sequence and extent of services provided for the 
condition. 

The limitations of these types of statistical 
programs should be particularly clear if we take 
cognizance of the rapid growth in recent years in 
the number and variety of psychiatric facilities 
and in the coordination of their services. This 
expansion, together with the current emphasis on 
short-term intensive treatment, during the acute 
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stages of illness, followed by continuing support¬ 
ive services, has produced an increasing number 
of individuals who receive multiple treatment serv¬ 
ices during a given time period—often in differ¬ 
ent facilities. 

Maryland has attempted to overcome some of 
the deficiencies indicated here through the de¬ 
velopment of a psychiatric case register based on 
unified reporting from nearly all public and pri¬ 
vate inpatient and outpatient psychiatric facilities. 
The concept of case registers is not new. They 
have been established and maintained in the 
United States and in other countries for many 
years in such other public health fields as tubercu¬ 
losis, venereal diseases, rheumatic fever and 
cancer. Usually, they consist of an up-to-date 
alphabetic listing of all individuals known to have 
had the illness at some time, together with 
demographic information and a sequential record 
of the services received for this condition. While 
these registers can be an important research tool, 
it should be clear that they cannot be used for the 
computation of true incidence or prevalence rates 
since an undetermined number of cases would not 
be known to any of the register sources. 

The Maryland Psychiatric Case Register, a re¬ 
search project administered by the Department of 
Mental Hygiene in cooperation with the National 
Institute of Mental Health, has been in existence 
since July 1, 1961. It is based on reports of all 
admissions and terminations submitted by more 
than 130 psychiatric facilities which are estimated 
to treat in excess of 98% of all such patients. It 
encompasses the entire state, with its population 
of three and one-half million people, and is the 
largest operational register of its type in the 
world at the present time. In the United States, 
the next largest register is in Monroe County, 
New York, and serves a population of approxi¬ 
mately 600,000. The confidentiality of all register 
information is protected in Maryland by a state 
statute adopted in 1963 which legally safeguards 
data collected for health research purposes. 

WHAT IS THE CURRENT EXTENT OF 
MENTAL ILLNESS IN MARYLAND? We 
do not have the answers to this question since this 
would require some type of community investiga¬ 
tion. Because of the Maryland Psychiatric Case 
Register, however, we do have some information 
regarding the extent of treated mental illness. The 
following are the answers to some basic ques- 
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tablets 


for multiple contraceptive action that has 
produced a record of unexcelled effectiveness 



inhibition of ovulation by means of 
2 time-proved hormonal agents 

production of a cervical mucus hostile to 
sperm motility and vitality 

creation of an endometrium unreceptive 
to egg implantation 


no unplanned pregnancies 

Norinyl provides multiple action for 
maximum assurance of success. It does 
not depend on ovulation inhibition 
alone for contraceptive effectiveness. 
The mechanism of action of combined 
hormonal therapy results in ovulation 
inhibition reinforced by other protec¬ 
tive mechanisms, including a hostile 
cervical mucus 1-13 and an acceleration 
of endometrial changes. 1-3 > 7-16 With 
Norinyl, no unplanned pregnancies 
have been reported to date when used 
as directed. 
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plus important supportive 
benefits that help her through 
those critical early months 
of oral contraception 


low incidence of side effects 

Low incidence of BTB and spot¬ 
ting, nausea and amenorrhea 
tends to minimize side effect 
problems and increases patient 
cooperation. 

no confusion about dosage 

An unbreakable “confusionproof” 
package makes it easy to adhere 
to prescribed dosage schedule: in¬ 
dividually sealed tablets numbered 
from 1 through 20 plus monthly 
calendar record enables patient 
to double-check dosage intake by 
day and corresponding tablet num- 



Contraindications: Thrombophlebitis or pul¬ 
monary embolism (current or past). Exist¬ 
ing evidence does not support a causal 
relationship between use of Norinyl and 
development of thromboembolism. While 
a study which was conducted does not 
resolve definitively the possible etiologic 
relationship between progestational agents 
and intravascular clotting, it tends to con¬ 


firm the findings of the Ad Hoc Advisory 
Committee appointed by the Food and 
Drug Administration to review this possi¬ 
bility. Cardiac, renal or hepatic dysfunc¬ 
tion. Carcinoma of the breast or genital 
tract. Patients with a history of psychic 
depression should be carefully studied and 
the drug discontinued if depression recurs 
to marked degree. Patients with a history 
of cerebral vascular accident. 

Warning: Discontinue medication pending 
examination if there is sudden partial or 
complete loss of vision, or if there is a 
sudden onset of proptosis, diplopia or mi¬ 
graine. If examination reveals papilledema 
or retinal vascular lesions, medication 
should be withdrawn. 

Precautions: By May 1963, experience with 
norethindrone 2 mg.—mestranol 0.1 mg. 
had extended over 24 months. Through 
miscalculation, omission or error in taking 
the recommended dosage of Norinyl, preg¬ 
nancy may result. If regular menses fail 
to appear and treatment schedule has 
not been adhered to, or if patient misses 
two menstrual periods, possibility of preg¬ 
nancy should be resolved before resuming 
Norinyl. If pregnancy is established, 
Norinyl should be discontinued during 
period of gestation since virilization of the 
female fetus has been reported with oral 
use of progestational agents or estrogen. 
When lactation is desired, withhold 
Norinyl until nursing needs are established. 
Existing uterine fibroids may increase in 
size. In metabolic or endocrine disorders, 
careful clinical preevaluation is indicated. 
A few patients without evidence of hyper¬ 
thyroidism had elevated serum protein- 
bound iodine levels, which in the light of 
present knowledge, does not necessarily 
imply hyperthyroidism. Protein-bound 
iodine increased following estrogen admin¬ 
istration. Bromsulphalein retention has oc¬ 
curred in up to 25% of patients without 
evidence of hepatic dysfunction. Studies 
from 24-hour urine collections have 
shown an increase in aldosterone and 17- 


ketosteroids and decrease in 17-hydroxy- 
corticoid levels. Thus, Norinyl should be 
discontinued prior to and during thyroid, 
liver or adrenal function tests. Because 
progestational agents may cause fluid re¬ 
tention, conditions such as epilepsy, 
migraine and asthma require careful obser¬ 
vation. Thus far no deleterious effect on 
pituitary, ovarian or adrenal function has 
been noted; however, long-range possible 
effect on these and other organs must 
await more prolonged observation. 
Norinyl should be used with caution in 
patients with bone, renal or any disease in¬ 
volving calcium or phosphorus metabolism. 
Side Effects: 1 n ter menstrual bleeding; 
amenorrhea; symptoms resembling early 
pregnancy, such as nausea, breast engorge¬ 
ment or enlargement, chloasma and minor 
degree of fluid retention (if these should 
occur and patient has not strictly adhered 
to medication plan, she should be tested 
for pregnancy); weight gain; subjective 
complaints such as headache, dizziness, 
nervousness, irritability; in a few patients 
libido was increased. In a total of 3,090 
patients, 2.2% discontinued medication be¬ 
cause of nausea. 

NOTE: See sections on contraindications 
and precautions for possible side effects 
on other organ systems. 

Dosage and Administration: One Norinyl 
tablet orally for 20 days, commencing on 
day 5 through and including day 24 of the 
menstrual cycle. (Day 1 is the first day of 
menstrual bleeding.) 

Availability: Dispensers of 20 and 60 tab¬ 
lets; bottles of 100. 
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tions. It should be kept in mind that all figures 
mentioned here are based on unduplicated counts 
of individuals: 

1. How many people are treated in psychiatric 
facilities? Latest available data indicate that 
more than 35,000, or one percent, of Maryland’s 
residents receive treatment in a psychiatric facility 
at some time during a one-year period. This rate 
has increased in recent years, both because of the 
expanding numbers under care in public and pri¬ 
vate mental hospitals and because of the opening 
of a number of clinics and other outpatient facili¬ 
ties. The number treated in general hospitals, while 
proportionally still quite small, has also increased. 
In the last five years, nearly 80,000 Maryland resi¬ 
dents (or nearly 2y 2 °/o of the state’s population) 
have been reported to the register as under 
treatment. 

2. How does this vary by age and sex? 

Age-specific rates have been consistently higher 
for males than for females. This disparity has 
been accounted for primarily by a five to one 
male-female ratio among patients diagnosed as 
alcoholics. Excluding this group, more females 
than males were under psychiatric care in most 
age and diagnostic cohorts. The maximum pro¬ 
portion of the population under care (nearly two 
percent) has been in the age group 65 and 
over. Much of this has been accounted for by long 
term, custodial patients who occupy one out of 
six beds in the state mental hospitals. The number 
of older patients in outpatient facilities has re¬ 
mained minimal. Among admissions, however, the 
highest rate has been in the age group 35 to 44 
(0.8 percent per year). 

3. Do rates differ in Baltimore City and in 
the rest of the state? Baltimore City rates for 
specific age and sex groups are, in general, sub¬ 
stantially higher than comparable rates in the 
Maryland counties. Total prevalence rates are 
approximately twice as high in Baltimore City, a 
reflection of socio-economic factors, selective in- 
and-out migration and the greater availability of 
psychiatric services. It should be noted, however, 
that major variations are reported within Balti- 
mor City; that is, admission and under-treatment 
rates for many types of mental illnesses are related 
to income and other economic variables and gen¬ 
erally follow a pattern similar to other public 
health indices. 


4. How do white and nonwhite rates differ? 

A comparison of white and nonwhite rates should 
be approached with caution since it is known that 
they are distorted by the fact that the socio¬ 
economic composition of the two groups differs 
significantly and that there may be selective use 
of other available resources such as private 
psychiatrists. 

Nonwhite admission rates to all psychiatric 
facilities are substantially higher than comparable 
white rates. This difference is particularly pro¬ 
nounced in the state-operated hospitals where 
nonwhite rates are nearly twice as high as white 
rates. They are also somewhat larger in out¬ 
patient facilities. However, there are almost no 
nonwhite admissions to private hospitals, although 
these accounted for 15% of all white admissions. 

Similar variations have been reported from 
other areas where comparable data are available. 
They provide one indication of the cost to the 
total community resulting from the social, cul¬ 
tural and economic deprivation and disorganiza¬ 
tion of Negroes in the inner core slums of 
America’s cities. 

5. How many alcoholics are treated in psy¬ 
chiatric facilities? The number of patients with 
a primary diagnosis of alcoholism is expected 
to exceed 6,000 during the current fiscal year. 
Alcoholism in many cases is one of the mani¬ 
festations of psychiatric disorders. We can there¬ 
fore anticipate, based on data from earlier years, 
that at least 2,000 patients with other diagnoses 
will also have major drinking problems. While 
some of the large increase observed in recent 
years in the above is due to the development and 
expansion of outpatient programs for alcoholics, 
most of it is due to the rise in these admissions 
to the state-operated hospitals. Latest data indi¬ 
cate that two-thirds of all admissions with a diag¬ 
nosis of alcoholism are to one of the state mental 
hospitals, and that these now account for more 
than 40% of all patients entering these facilities. 

Register data indicate that rates are highest 
between 45 and 54 years and that proportionally 
twice as many Negroes as Whites are under 
treatment for alcoholism during a given year 
(white male, 255 per 100,000 estimated popu¬ 
lation; nonwhite male, 429; white female, 75, 
nonwhite female, 137). This ratio is accounted 
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for by a large disparity up to age 45, after which 
point white and nonwhite rates are nearly equal. 
Whether or not this is related to sociocultural 
variations, legal factors, or to the availability of 
alternative resources, is not known. Similarly, 
undertreatment rates for specific age, sex and race 
groups in Baltimore City are substantially and 
consistently higher than in the Maryland counties. 

While the total number of alcoholics in Mary¬ 
land is not known, it is estimated at nearly 100,- 
000. This would indicate that only a small pro¬ 
portion are receiving treatment in psychiatric 
facilities. Even these often receive only minimal 
services. In the three major state hospitals, one- 
tenth of alcoholics are released within one week, 
half within one month and almost all within one 
year. Available data indicate that 18 months after 
onset of hospitalization, 79% of alcoholics are 
not under psychiatric care, 5% are dead, and the 
remaining 16% on hospital or clinic rolls. 

6. How many schizophrenics are treated in 
psychiatric facilities? The number of patients 
with a diagnosis of schizophrenia has remained 
almost constant since 1961, at approximately 
6,400 (0.2% of Maryland’s population). In the 
last five years, 17,000 residents have been reported 
to the Register as schizophrenics during one or 
more treatment episodes. Rates have been slightly 
higher for females than for males and much higher 
for nonwhites than for whites. The highest rates, 
however, are reported for separated white males 
between 35 and 44 years of age (more than two 
percent). Paranoiacs, accounting for one-third of 
all schizophrenic admissions, are the largest sub¬ 
group. 

Many individuals receive more than one diag¬ 
nosis in the course of their illness. Among admis¬ 
sions diagnosed as schizophrenic during the three- 
year period from July 1, 1961, to June, 1964, 
9% were diagnosed as alcoholic during a previous 
or subsequent treatment episode, 6% as manic 
depressive or suffering from some other type of 
psychotic disorder, and 30% of the group as 
having other mental disorders. 

7. How long do patients remain hospitalized 
in state-operated facilities and what is the prob¬ 
ability of rehospitalization? Of the patients 
25 to 54 years of age admitted to Crownsville, 
Springfield and Spring Grove, more than half 
were released within three months and more than 


80% within a year. Less than one out of every 
twenty remained hospitalized at the end of two 
years. Of those released within one year, 42% 
were rehospitalized within the next 18 months. 
Psychotic patients had the lowest release rates 
and the highest readmission rates. Alcoholics 
had the highest release rates. The percentage 
distribution of all patients 18 months after orig¬ 
inal admission was as follows: hospitalized con¬ 
tinuously, 5% ; released and rehospitalized, 9% ; 
on hospital leave, 9%; on clinic rolls, 10%; 
dead, 3%; alive and not under psychiatric care, 
64%. 

8. Does the life expectancy of the mentally 
ill differ from that of the general population? 

Preliminary data indicate that the life expectancy 
of the mentally ill is lower than the comparable 
general population figure. A study among patients 
admitted to Maryland’s three major psychiatric 
hospitals indicated high mortality rates, both dur¬ 
ing hospitalization and after release. Among alco¬ 
holics, death rates were up to nine times as high 
as rates in the general population of the same 
age and sex. Mortality rates were also substanti¬ 
ally higher among the psychotic and psychoneu¬ 
rotic. While deaths from suicide were propor¬ 
tionately more frequent among the mentally ill, 
particularly the psychoneurotic, they accounted 
for only a portion of the disparity. Lower than 
average socio-economic status and greater con¬ 
comitant physical illnesses are believed to be other 
factors related to these differences. 

9. How do Maryland rates compare with those 
of other states? Comparisons with other states 
are not possible since similar statistics are not 
available elsewhere on a statewide basis. Data 
for public mental hospitals alone indicate that, 
proportionately, Maryland has fewer mental hos¬ 
pital beds but a greater turnover in the patient 
population. The greater admission and release 
rates in Maryland are accounted for, in part, by 
alcoholics receiving short-term treatment. A num¬ 
ber of other states do not accept such patients 
in their state mental hospitals. 

10. Do these data provide any indication of 
possible future trends? Register data indicate 
that while the number of Maryland residents 
treated in psychiatric facilities has increased, 
they still comprise only a small proportion of 
the state’s population. Recent community investi- 
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gations, such as the Midtown Manhattan study, 
have reported that approximately one in every 
five persons shows major symptoms of mental dis¬ 
turbance. The application of these data to Mary¬ 
land indicates that many residents with mental 
illness either are untreated or receive supportive 
services through non-psychiatric agencies and re¬ 
sources, and that the currently planned expansion 
of outpatient facilities in the state, and the devel¬ 
opment of new community-centered programs, 


may not reduce the flow of patients to the state 
mental hospitals. Rather, they may result in an 
expanding total patient load, the provision of 
services to many population segments previously 
untreated, and the improvement of patient care 
through the development and application of new 
treatment concepts and the coordination of services. 
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vignettes of angina pectoris — 
no. 1 in a series: 

angina and the surgeon 

John Hunter — 

British surgeon (1728-1793) 

angina 
of anger 

“My life is in the hands of any 
rascal who chooses to annoy and 
tease me.” 1 So said the great 
British surgeon and anatomist, 

John Hunter, realizing that he 
could not control the anger which 
precipitated frequent and severe 
attacks of angina pectoris. Accord¬ 
ing to Mettler: “His statement was 
no exaggeration. On October 16, 
1793, he attended a meeting of the 
St. George’s hospital staff, and, 
while defending the interests of 
several students, he was contra¬ 
dicted and thoroughly antagonized. 
The pains of angina commenced, 
he started toward another room, 
gained it, and fell dying into the 
arms of a physician.” 2 

Why Edward Jenner withheld 
his paper on angina In 1777, at an 
earlier stage of the condition. 
Hunter’s angina alarmed a favorite 
pupil, Edward Jenner, who wrote 
to Dr. Heberden that he feared his 
teacher was “affected with symp¬ 
toms of the Angina Pectoris.” 3 
So concerned was Jenner about his 
former teacher’s emotion-related 
condition that he deliberately can¬ 
celled publication of a paper on 
angina pectoris, fearing that 




Hunter would read it, and hatfly 
“his fears excited by its truly 
formidable nature.” 4 


Severity of angina described 
Hunter’s brother-in-law, Dr. 
Everard Home, who witnessed E 
death and performed an auto 
gave this account of the later s 1 
of the condition: 


.. the pain became excruciat . 
at the apex of the heart; the th ^ 
was so sore as not to allow of ai. 


attempt to swallow anything ai 
the left arm could not bear to 
be touched.... 


“The affections above describe 
were, in the beginning, readily 
brought on by exercise... but t 
at last seized him when lying it 
bed, and in his sleep... .” 5 


18th century ancestor of 
the modern coronary candidat 
Surgeon, anatomist, pathologis 
physiologist, geologist, and teat 
Hunter had a passion for resea 
which led him to disregard his 
practice, his health and even ti 


















When the Irish giant O’Brien 
ajied that Hunter desired his 
ton for a museum, he willed 
dhis body be sunk at sea in a 
coffin. But Hunter was not to 
bnied. According to Major, he 
>ribed the watchers and finally 
Mined the body at a cost of 500 
iiids although he had to borrow 
eioney to pay the men.” 3 

67, he experimentally inocu- 
ti himself with gonorrhea and 
pilis, treated himself with 
e ury for three years, and was 
>j rently cured. 5 Hunter had 
lgs of inadequacy about his 
Illation and speaking ability, 
diis did not prevent him from 
* hard driving and abrupt 
it his colleagues. Hiscompeti- 
vi ess with his physician older 
c ler was also well known, and 
cd in complete estrangement 
teen the two men. 2 ’ 3 Today, the 
r mality traits seen in John 
uter are recognized to be impor- 
naredisposing factors in the devel- 
>imt of coronary artery disease — 
t< manifested as angina pectoris. 
<rding to Friedman and Rosen- 
6 in a group of men whose be- 
i\i>r was characterized by intense 
tion and competitive drive, 
^fiter than average incidence 
a gina pectoris was among those 
ulrmal conditions noted. 


el ences: 1. Paget, S., cited by Mettler, 

. i History of Medicine, Philadelphia, 
hplakiston Company, 1947, p. 85. 

Nttler, C. A.: Op. cit., pp. 84-85. 

N jor, R. H.: A History of Medicine, 

:>r gfield, Ill., Charles C Thomas, 1954, 
il. pp. 601-607. 4. Baron, J., cited by 
fa r, R. H.: Op. cit., p. 607. 5. Major, R. 
[.: lassie Descriptions of Disease, ed. 3, 
atjgfield, Ill., Charles C Thomas, 1955, 

. 4. 6. Friedman, M., and Rosenman, 

.. I: J.A.M.A. 769:1286, 1959. 
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(pentaerythritol tetranitrate) was admin¬ 
istered for 48 hours before an artificially 
induced occlusion of a major artery and 
for seven days thereafter. The pigs were 
sacrificed at various intervals for periods 
up to six weeks. The result showed a sig¬ 
nificantly larger number of survivors in 
the drug-treated group. Damage to myo¬ 
cardial tissue in the drug-treated survivors 
was less extensive than in the untreated 
group. Pigs rather than dogs were used 
because their coronary artery distribution 
more closely resembles that of human 
beings. Studies in dogs subject to oligemic 
shock through progressive bleeding have 
demonstrated that Peritrate (pentaeryth¬ 
ritol tetranitrate) is vasoactive at the post- 
arteriolar level, producing increased blood 
flow and better tissue perfusion. These 
animal experiments cannot be translated 
to human behavior 
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It works 




MEDICAL AND LEGAL ASPECTS OF 
HUMAN STERILIZATION 


From time to time, legislation has been intro¬ 
duced in the Maryland General Assembly relating 
to surgical sterilization of humans. Currently the 
Maryland law is silent on this subject, there being 
no statutes whatever relating to it. In addition, 
there has recently been considerable interest in 
and discussion of national legislation on both 
sterilization and abortion. Volumes have been 
written on this topic, many aspects of which are 
highly controversial. Religious and moral issues 
are particularly involved. We will confine our¬ 
selves largely to the medical and legal aspects of 
human sterilization, however, so that the profes¬ 
sion and the public alike may better understand 
what is at stake. 

The expressed objectives of those Maryland 
legislators who have recently sponsored this type 
of legislation are five in number. First, steriliza¬ 
tion is a desirable and effective method of popula¬ 
tion control. Second, sterilization would he effec¬ 
tive in controlling the number of children born to 
unmarried women. Third, if sterilization were 
given legal status, physicians generally would be 
less reluctant to carry out the procedure. Fourth, 
legislation would enable the courts to order com¬ 
pulsory sterilization of individuals with certain 
types of hereditary forms of mental illness, men¬ 
tal deficiency, etc. Fifth and last, an adequate law 
on sterilization would tend to discourage one mari¬ 
tal partner from the sterilization procedure with¬ 
out the consent and knowledge of the other part¬ 
ner. 

The first two of these objectives are largely 
medical in nature. The fourth is a combination of 


JOHN WHITRIDGE, JR., MD 
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Proposed legislation for compulsory sterilization 
of humans in certain circumstances would not 
accomplish the objectives of its proponents, and 
is both medically and legally unnecessary. Indeed, 
it may even be restrictive to a point of being more 
harmful than beneficial. The expense of such a 
program would be prohibitive, although its positive 
effects would be only minimal. 


medical and legal considerations, and the remain¬ 
ing two principally involve legal aspects. 

Prior to discussion of details, it should be noted 
that this subject was reviewed in July, 1963, by an 
ad hoc committee of the Medical and Chirurgical 
Faculty of the State of Maryland, under the 
chairmanship of Richard W. TeLinde, MD, pro¬ 
fessor emeritus of Gynecology, The Johns 
Hopkins University School of Medicine. The 
committee decided to “go on record as seeing no 
need for any law regarding the sterilization of 
incompetent persons,” and reported the following 
conclusions: “In summary, it was the general 
feeling of the committee members that no legisla¬ 
tion pertaining to sterilization of humans is needed 
in Maryland at the present time. Adequate 
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procedures are now available to accomplish steril¬ 
ization, and any legislative act might tend to 
severely limit the procedure.” 

Medical Aspects 

Termination of the ability of humans to repro¬ 
duce can be accomplished in a variety of ways. 
The most common procedure in females is tubal 
ligation, whereby the continuity of the fallopian 
tube is interrupted, and the union of spermatozoa 
and ovum thus prevented. Hysterectomy and 
several other surgical procedures on females also 
effectively prevent further childbearing. In the 
male, the usual procedure is vasectomy, whereby 
the male is rendered sterile but not impotent. Both 
tubal ligation and vasectomy are usually consid¬ 
ered irreversible ; that is, the result must be gener¬ 
ally regarded as a permanent one, although it is 
technically possible to restore the continuity of the 
fallopian tubes or vas deferens. 

From the medical viewpoint, it is important to 
bear in mind that tubal ligation is not a completely 
innocuous procedure. In 1955, Eastman and l’ry- 
stowski, reporting from The Johns Hopkins Hos¬ 
pital, 1 presented data on 1,830 consecutive tubal 
sterilization procedures. Three women died as a 
direct result of the operative procedure, with a 
resulting mortality rate of 1 per 600 procedures. 
This is not surprising, since the performance of 
tubal ligation requires entering the abdominal cav¬ 
ity and the administration of anesthesia. Ad¬ 
mittedly the risk is slight, but it is nonetheless 
present. 

In the proposed laws introduced in recent 
years, the procedures specifically to be made legal 
were limited to salpingectomy and vasectomy. Sal¬ 
pingectomy, by definition, is “complete removal of 
the fallopian tube” and such legislation would 
therefore raise doubts as to the legality of the 
most common and the safer procedure of tubal 
ligation. The legislation, as introduced and as 
existing in several other states (eg, Virginia), also 
requires a thirty-day waiting period between the 
time written permission is given for sterilization 
and its performance. Such a provision automati¬ 
cally eliminates any opportunity to carry out the 
procedure under emergency conditions such as an 
emergency cesarean section, appendectomy, or any 
other operative procedure requiring an abdominal 
incision. 

1. Population control.—It is true that surgical 


sterilization, if carried out on a wholesale basis, 
would be a highly effective method of controlling 
population growth. The major disadvantages to 
using this approach to lowering the birth rate are 
two, namely, risk and cost. The risk involved in 
carrying out tubal ligation on females has already 
been mentioned. Vasectomy in the male is, how¬ 
ever, usually an office procedure and virtually de¬ 
void of risk. The question, medically, as it relates 
to vasectomy is largely one of how acceptable this 
procedure would be to large numbers of American 
males. 

In regard to sterilization of females, the cost 
would be prohibitive if sufficient numbers were 
involved to have any significant impact on the 
birth rate. Data prepared by the Division of Statis¬ 
tical Research and Records of the State of Mary¬ 
land Department of Health indicate the follow¬ 
ing. If a policy were adopted to offer sterilization 
to every woman in Maryland under the age of 
thirty who had had three or more children, and if 
it is assumed that all these women would agree to 
sterilization, during the first year of such a pro¬ 
gram 50,000 procedures would be necessary. This 
would result in reducing the birth rate from 
approximately 23 to 20 per 1,000 population. If an 
average minimal cost of $200 is further assumed 
(this would include hospital bill and physician’s 
fee), the first year’s program would cost a total of 
$10 million. To continue, in subsequent years, 
sterilizing all women under thirty who had had 
three or more children, would require about 10,- 
000 procedures annually at a cost of $2 million a 
year. 

In view of the rapid advances that have been 
made and further developments that can be ex¬ 
pected in the field of contraceptive methods, the 
cost of sterilization versus more wide-spread use 
of conventional contraceptive methods must be 
compared. For example, if instead of being steril¬ 
ized, the 50.000 women noted above could be 
given oral contraceptives, the total cost in a year 
would be approximately $600,000 instead of $10 
million. Insertion of an intrauterine device would 
be appreciably less expensive. And there is an 
additional factor to be re-emphasized, namely, that 
the results of sterilization are usually permanent. 
For a variety of reasons, couples or individuals 
may and do change their minds about the desira¬ 
bility of having more children. One or more living 
children may die, there may be a remarriage, or 
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other factors may prompt a woman to desire more 
children. The advantages of the conventional birth 
control methods in this respect are obvious. 

2. Control of out-of-wedlock Births—In 1964, 
3,764 births in Maryland counties were recorded 
as “illegitimate.” Of these, 1,845 occurred in 
women having a first pregnancy and 685 in women 
having a second pregnancy. This means that 
67.2% of all children born to unmarried mothers 
were the result of either a first or second preg¬ 
nancy. If, therefore, the usual provision in pro¬ 
posed legislation dealing with compulsory sterili¬ 
zation after a second pregnancy were enacted, 
slightly less than one-third of the problem, at best, 
Would be solved. Even if so radical a step as 
carrying out compulsory sterilization of all un¬ 
married mothers after one pregnancy were en¬ 
forced, this would affect only slightly more than 
half the problem. Since it is obviously impossible 
to determine beforehand precisely which unmar¬ 
ried girls and women will become pregnant, steri¬ 
lization does not appear to be a logical means of 
attacking this growing social, health and moral 
problem. 

This topic cannot be dismissed without refer¬ 
ence to the matter of the personal rights of the 
individual. Since the vast majority of women who 
have had a pregnancy out of wedlock ultimately 
marry and raise a family under conventional 
circumstances, the moral and legal right to carry 
out compulsory sterilization on these grounds is 
open to serious question. 

3. Compulsory sterilization of Defectives— 
From the medical viewpoint, the problem of prin¬ 
cipal concern here is that of determining which 
conditions are clearly hereditary. There is con¬ 
siderable disagreement among the experts as to 
the scientific evidence of precise hereditary fac¬ 
tors in individual cases of many types of condi¬ 
tions. If the experts cannot agree, will not the 
courts find it difficult to decide in each individual 
case whether sterilization is, in fact, in the best 
interests of the individual and of society? Tt 
seems highly likely that the courts of law would 
find it necessary to establish special review com¬ 
mittees or commissions to protect the rights of the 
individual and to give the courts expert advice on 
the merits of sterilization in each individual situ¬ 
ation. 

Tn the matter of sterilization of the severely men¬ 
tally retarded, there is the consideration of their 


fitness to be adequate parents, irrespective of any 
hereditary factors involved. Even in the absence 
of a law on sterilization, sterilization of the 
severely retarded is being carried out by physi¬ 
cians with the written permission of a parent or 
legal guardian. 

Legal Aspects 

To what risks, if any, do physicians within the 
State of Maryland subject themselves by the per¬ 
formance of voluntary human sterilization pro¬ 
cedures? There are two possible areas of lia¬ 
bility, criminal and tort, which may be broken 
down roughly as follows: 

1. Criminal liability 

a) Mayhem and assault 

b) Public policy 

2. Civil liability 

a) Tort 

b) Contract 

1. Criminal Liability—At the present time 
there is no express authorization for, nor restric¬ 
tion upon, the performance of voluntary human 
sterilization procedures within the State of Mary¬ 
land. Normally, therefore, there should be no 
criminal liability since the performance of such 
an operation is not violative of any statutory re¬ 
striction. The question of criminal liability is not 
quite so simple. Nevertheless, we believe the 
likelihood of a physician’s being held criminally 
liable to be so remote as not to constitute any real 
threat to him. 

There appear to be only two possible crimes 
which a physician performing a sterilization oper¬ 
ation might commit: assault and mayhem. Insofar 
as assault is concerned, it seems highly unlikely 
that a court would consider sterilization a crimi¬ 
nal assault, especially when the patient has con¬ 
sented. In one reported case, Taylor v State, 2 the 
defendant was charged with an assault with intent 
to commit an unnatural sexual act (sodomy) to 
which there was consent by the prosecuting wit¬ 
ness, a 15-year old boy. In holding that the consent 
of the prosecuting witness was not a valid de¬ 
fense, the Court of Appeals relied on the public 
policy behind a special Maryland juvenile delin¬ 
quent statute, that the act itself was considered a 
breach of the public peace and therefore a crime 
against the public generally. The indication is 
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clear in the decision of the Court of Appeals that 
the consent of the prosecuting witness would have 
been a valid defense to the defendant but for these 
circumstances. It is submitted that there is no 
likelihood whatever of sterilization being put in 
the same category as a breach of the public peace 
or a crime against the public generally. 

The crime of mayhem should likewise be con¬ 
sidered in the same light as assault. A Maryland 
statute creating a crime similar to mayhem reads as 
follows: 

“Every person, his aiders, abettors and 
counsellors, who shall be convicted of the 
crime of cutting out or disabling the tongue, 
putting out an eye, slitting the nose, cutting 
or biting off the nose, ear or lip, or cutting or 
biting off or disabling any limb or member of 
any person, of malice aforethought, with in¬ 
tention in so doing to mark or disfigure such 
person, shall be sentenced to the penitentiary 
for not less than two nor more than ten 
years.” 3 

The American Bar Association Journal, in dis¬ 
cussing the relationship between sterilization and 
the crime of mayhem, although noting that a 
decision fixing criminal liability might legitimately 
be reached, nevertheless concluded: 

“Under the provisions of the common law, 
vasectomy and salpingectomy could hardly 
constitute mayhem. The elements of ‘render¬ 
ing one less able to defend himself’ or to 
‘fight for the king’ or ‘less able to earn his 
own living’ are not results of the operations 
as they are now performed. Unless the 
courts could find in the common law de¬ 
finitions of the crime of mayhem some¬ 
thing to indicate that it was intended to 
include a prohibition of operations which 
produced merely an inability to procreate, 
then there would seem to be no basis for 
fixing a criminal liability.” 4 

The possible violation of the Maryland statute 
stems from the language prohibiting the disabling 
of a “member,” which would seem to include any 
organ of the body; but, since laws prohibiting 
mayhem were historically designed to prohibit any 
injury rendering the injured party a less effective 
member of society, human sterilization would 
hardly fall within the prohibition. 

In the realm of public policy, when such policy 


relates solely to the moral propriety of human 
sterilization, there is considerable doubt as to 
whether or not a court is the proper forum for 
determining that policy. Although courts are 
routinely called upon to enforce values upon 
which there is a consensus in the community, the 
resolution of conflicting views is within the pecu¬ 
liar competence of the legislature. 5 

Courts do frequently, however, usurp the func¬ 
tion of the legislature and thus it might be well to 
examine the present thinking of one court, at 
least, on the moral propriety of a subject certainly 
closely related to human sterilization. In the re¬ 
cent case of Griswold v Connecticut , 6 the Su¬ 
preme Court of the United States was concerned 
with the constitutionality of a Connecticut statute 
making the use of contraceptives a criminal 
offense. In holding the statute unconstitutional, the 
justices were somewhat divided as to their rea¬ 
sons. Some held that it was an unconstitutional 
invasion of the right of privacy of married per¬ 
sons; others, that it violated the Fourteenth 
Amendment in failing to protect fundamental per¬ 
sonal rights; another, that it deprived married 
couples of liberty without due process of law, in 
violation of the Fourteenth Amendment; still an¬ 
other, that it violated basic values in the concept of 
ordered liberty. Two justices dissented; they felt 
that the statute violated no constitutional provi¬ 
sions, and stressed that there is no constitutional 
right of privacy. 

As a matter of pure law, much is to be said for 
the dissenting opinion, although we feel the result 
reached (be it judicial legislation or otherwise) 
was infinitely desirable. The point, however, is 
that nowhere, in any of the many opinions written 
in a controversial case, has there been any sugges¬ 
tion whatever that the use of contraceptives, per 
se, violates public policy. 

In the only reported case dealing with elective 
sterilization, Shaheen v Knight the court refused 
to hold that there was any public policy against 
such an operation on the ground that there was 
“no virtual unanimity of opinion regarding sterili¬ 
zation.” 8 

2. Civil Liability—When the patient has con¬ 
sented to sterilization, the modern view is that 
such consent constitutes an absolute bar in a tort 
action for injuries resulting therefrom. Although 
there is conflict among authorities on the point, 
we are persuaded to the view that it would be un- 
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conscionable to allow a tort recovery in the face of 
the patient’s consent. The matter is discussed in 
two law review articles, each bearing the caption 
Consent to Operative Procedures . 9 

In the fairly recent Virginia case of Miller v 
Bennett , 10 the consent of the deceased to an 
abortion, an infection from which resulted in her 
death, barred recovery by her personal representa¬ 
tive for damages for the death. Surely if the 
patient’s consent bars recovery when the act is 
immoral or illegal, then certainly consent would 
bar recovery when the act is neither immoral nor 
illegal. 

Of course if it can be shown by the patient that 
the sterilization operation (or any operation for 
that matter) was performed negligently and 
resulted in injury, then a valid case for money 
damages has been made out. It is therefore 
appropriate to indicate the degree of skill to which 
physicians in Maryland are held in the per¬ 
formance of an operation. The leading Maryland 
case, Lane v Calvert , n discusses the question at 
length. Initially, there is a presumption that the 
doctor has performed his medical duties with the 
requisite care and skill. Thus, the burden of proof 
is upon the patient to show not only a lack of the 
requisite skill or care on the part of the doctor, 
but that the want of skill or care was a direct 
cause of the injury. The amount of care, skill and 
diligence required is not the highest or greatest, 
but only such as is ordinarily exercised by others 
in the profession generally under similar circum¬ 
stances. The mere fact that an unsuccessful result 
follows medical treatment is not of itself evi¬ 
dence of negligence. 

A very likely area of liability is in the field of 
contract. Specifically, a claim against the oper¬ 
ating physician might well ensue if the steriliza¬ 
tion procedure is unsuccessful—in short, a suit 
for breach of contract. 

In a suit for breach of contract the patient is 
generally in a fairly good position as he has 
obviously undergone an operation for sterilization 
after a thorough discussion of it with the physi¬ 
cian, and with one specific result in mind— 
absolute sterilization. Certainly a patient would 


*In the excellent article in 113 University of Pennsyl¬ 
vania Laze Reviezv 415, one subheading, commencing on 
page 437, deals at length with legal actions by a non¬ 
consenting spouse. 


question the physician on the chances of success 
of the operation prior to undergoing it; the oper¬ 
ating physician must therefore be certain the pa¬ 
tient clearly understands that the success of the 
operation cannot be guaranteed, and that such un¬ 
derstanding has been adequately documented. 
Suffice it to say that, in the reported cases, there 
appears to be a reluctance on the part of the 
courts to permit the recovery of damages; but, as 
previously indicated, however, the careful physi¬ 
cian will document his understanding with the 
patient so that there will be no possible misunder¬ 
standing. 

Compusory Sterilization 

One objective of those legislators who feel that 
a law on sterilization is desirable in Maryland is 
that it would enable the courts to order compulso¬ 
ry sterilization of persons with certain hereditary 
forms of mental illness, mental deficiency, and the 
like. 

It is quite true that Maryland has no such 
enabling legislation which would grant the power 
to a court, board or other agency, or order com¬ 
pulsory sterilization of either criminals or persons 
with mental illness or deficiencies thought to be 
hereditary. More than half of the states have such 
statutes and they have been subject to attack in 
many instances; attacks on substantive due process 
grounds have been increasingly unsuccessful, 
however, since the Supreme Court’s decision in 
Buck v Bell. 12 That was the famous case in 
which Mr. Justice Holmes, in concluding that the 
Virginia statute was constitutional, expressed his 
opinion that three generations of imbeciles are 
enough. 

Even though at face value it certainly appears 
desirable to sterilize individuals with the afflic¬ 
tions suggested above, it is our view that, since 
there is so much doubt as to whether the mental 
deficiencies aimed at are actually transmissible, 
legislation would not accomplish the desired pur¬ 
pose, but would simply lead to confusion and 
complicated litigation. 

Legislation to Protect the 

Non-consenting Spouse" 

The would-be sponsors of Maryland legislation 
on sterilization give as a final reason for it that 
such a law would have a tendency to discourage 
one marital partner from having a sterilization 
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procedure performed without the consent and 
knowledge of the other partner. Thus, we believe 
it well to discuss the legislation, and possible 
reasons therefor, as it relates to this point. 

Initially a physician would, of course, he inter¬ 
ested in knowing whether a voluntary sterilization 
performed without the consent, or against the 
wishes, of the other spouse might render him 
liable to such non-consenting spouse. 

There are situations in which the law allows the 
husband a recovery for the loss of services, soci¬ 
ety, and sexual intercourse when his spouse has 
sustained personal injuries at the hands of the 
defendant (a wife in most states cannot have a 
similar action). But even though the husband’s 
action for such losses is separate from the wife’s 
cause of action against the defendant for the 
original tort, the husband cannot recover unless 
the defendant’s conduct toward the spouse were 
tortious. Since the wife’s consent to the operation 
renders the physician’s conduct non-tortious* 
(assuming throughout that there has been no 
negligence in the performance of the physician’s 
services), the husband has no cause of action for 
the losses—with the possible exception of jurisdic¬ 
tions where the courts both (1) hold that sterili¬ 
zation is against public policy and (2) hold con¬ 
sent will not preclude even a civil action. 

The only other basis for liability against the 
defendant-physician is on the theory that the de¬ 
fendant’s conduct wrongfully interfered with a 
protected family relationship. These “family in¬ 
terference” torts are subdivided into three groups: 
(1) enticing a married woman from her hus¬ 
band’s domicile; (2) criminal conversation with 
the spouse (either) ; (3) alienation of affections 
of the spouse (either). 14 Maryland retains these 
categories (Di Blasio v Kolodner 15 ), although 
other states sometimes lump all three together as 
“alienation of affections.” It is clear that steriliza¬ 
tion has nothing to do with the first two groups 
and that the physician must be sued, if at all, for 
alienation of the affections of a spouse. The 
University of Pennsylvania Law Review article 
concludes that this theory of liability is rather 

*In an action 13 by a husband against two physicians 
for, inter alia, the wrongful surgical removal of his wife’s 
right breast—wrongful because the husband objected to 
its removal, the Court of Appeals of Maryland held that 
“the consent of the wife, not that of the husband, was 
necessary” (p 170) ; the consent of the wife having been 
given, the operation was justified. 


far-fetched and notes the tremendous practical 
problem of proving that the physician’s perform¬ 
ing a sterilization operation had anything to do 
with one spouse’s loss of affection for the other. 

Entirely apart from this, however, is the fact 
that in Maryland the cause of action for alienation 
of affections, or at least the right to sue and 
recover on it, w T as abolished by action of the 
General Assembly in 1945. 10 Not only is the 
action prohibited, but Article 75C, Section 8 of 
the Code makes it a crime for a lawyer or litigant 
to bring such an action; in addition, the allega¬ 
tions in the suit papers would not be privileged, 
and might well constitute a libel against the physi¬ 
cian. 

Since the physician has committed no actionable 
wrong, directly or indirectly, against the legally 
protected interests of a non-consenting spouse, it 
is our conclusion that a physician in Maryland 
may perform a sterilization at the request of one 
spouse, without the consent, or against the wishes, 
of the other spouse, and will not be liable in 
damages to the latter. 

Conclusions 

In view of the preceding, our conclusions are as 
follows: 

1) From the medical viewpoint, there is no 
necessity for legislation on sterilization. Any valid 
objective to be achieved by surgical sterilization 
of humans can he readily accomplished under 
existing conditions. There is no doubt but that 
sterilization procedures in Maryland are being 
freely carried out at the present time, although 
we have no exact data as to the number being 
performed each year. 

2) There is grave danger that legislation relat¬ 
ing to sterilization might, in fact, end up being 
restrictive and thus defeat many of the purposes 
for which it might have been intended. Provisions 
limiting the types of procedures that may be 
performed and requiring a thirty-day waiting 
period are but two examples of the dangers inher¬ 
ent in such legislation. 

3) Since all sterilization procedures now being 
performed in Maryland are being done by duly 
licensed physicians and surgeons, it is our opinion 
that there is no more justification for enacting a 
law on the circumstances surrounding sterilization 
procedures than there is for a law specifiying 
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under what conditions an appendix or a brain 
tumor may be removed. 

4) At present, the risk of legal action being 
brought against any licensed physician in Mary¬ 
land for performing sterilization is so remote as to 
be negligible, provided the usual safeguard of 
having obtained written consent is followed. 

5) We seriously doubt the validity of the sug¬ 
gestion that a sterilization performed without the 
knowledge and consent of the other spouse might 
bring about a rift in the marital relationship; in 
any event, such legislation does not appear to be 
necessary as a protection to the physician. 

6) In view of the doubt that is so frequently 
present as to whether certain mental deficiencies 
are actually transmittible, legislation enabling 
courts to order compulsory sterilization on these 
grounds would not, we feel, accomplish the de¬ 
sired purpose, but would simply lead to confusion 
and complicated litigation. 

The Johns Hopkins University 
School of Medicine 
Baltimore, Md 21205 
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When uncontrolled 
diarrhea brings 
a call for help 



When the diarrhea sufferer has run the gamut o |» 
home remedies without success, pleasant-tasting 
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cremomycin can answer the call for help. It can be : 
counted on to consolidate fluid stools, soothe intes 
tinal inflammation, inhibit enteric pathogens, and 
detoxify putrefactive materials — usually within a 
few hours. 

cremomycin combines the bacteriostatic agents, 
succinylsulfathiazole and neomycin, with the ad 
sorbent and protective demulcents, kaolin and peo 
tin, for comprehensive control of diarrhea. 


INDICATIONS: Diarrhea. 


CONTRAINDICATIONS: Do not use in intestinal obstruction, ex 
tensive ulceration of bowel, or diverticulosis; in hypersensitivity 
to sulfonamides or neomycin; in pregnancy at term, in premature 
infants, or during first week of life in the newborn. 


WARNINGS: Use only after critical appraisal in patients with 
hepatic or renal damage, urinary obstruction, or blood dyscra 
sias. Fatal hypersensitivity reactions and blood dyscrasias re 
ported with use of sulfonamides. Consider periodic blood counts, 
hepatic and renal function tests during intermittent or chronic 
use. 


PRECAUTIONS: Succinylsulfathiazole: Use with caution if there 
is history of significant allergies and/or asthma. Continued use 
requires supplementary vitamins B t and K. Neomycin: Watch for 







yourl^for 
Cremomycin 
can provide relief 



irare-like neuromuscular block during anesthesia if neomycin 
used preoperatively in large doses when renal function is 
»or; watch for overgrowth of nonsusceptible organisms. Con¬ 
ner possibility of ototoxicity and nephrotoxicity with prolonged 
gh dosage. 


DE EFFECTS: As with all sulfonamides: Headache, malaise, an* 
exia, G.l. symptoms, hepatitis, pancreatitis, blood dyscrasias, 
suropathy, drug fever, rash, conjunctival and scleral injection, 
itechiae, purpura, hematuria, and crystalluria have been noted, 
jduced fecal output of thiamine and decreased synthesis of 
:amin K have been reported. Neomycin: Nausea, loose stools. 


ifore prescribing or administering, read package circular with 
oduct or available on request. 


romptly relieves diarrheal distress 

Cremomycin' 

.NTIDIARRHEAL ^ 

imposition: Each 30 cc. contains neomycin sulfate 300 mg. 
quivalent to 210 mg. of neomycin base), succinylsulfathiazole 
) Gm., colloidal kaolin 3.0 Gm., pectin 0.27 Gm. 
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BASIC CONSIDERATIONS IN THE 
CONSTRUCTION OF AN INTENSIVE 


CARE 


Treatment in an Intensive Care Unit, although 
frequently most appealing to personnel because of 
inherent activity, is nevertheless but one facet of 
total patient care. The creation of a good unit will 
automatically provide for progressive division of 
patients in a number of categories. Hospitals in 
the United States have adopted some of the care 
elements and before long will probably encompass 
all of them. 

Total patient care epitomizes all that is best for 
both short- and long-term patients. Such care can 
be divided into five parts: 

1. Intensive care for seriously ill patients 
who are concentrated in a single area under 
constant surveillance and with equipment for 
resuscitation immediately at hand. 

2. Intermediate care for patients requiring a 
modicum of nursing care. 

3. Self care for patients who require only 
diagnostic or convalescent facilities of the hotel 
type, and who can go to the dining room, 
canteen and moving picture theater. 

4. Long term care for patients who have 
chronic brain syndrome, stroke or amputation. 

5. Home care for patients who report to the 
hospital periodically until they are well or until 
their disease is stabilized. 

An intensive care unit can provide services for 
any group of acutely ill medical and/or surgical 
patients, or for any subdivision in each of the 
categories. The size and the number of units 


UNIT 


JOSEPH M. MILLER , Ml), 
Chief, Surgical Service 

JOHIS J. PETERS, BS, 
Testing and Development Center 

IDA M. DEVESE . RI\ 
ISursing Service 

Veterans Administration Hospital 
Fort Howard, Md. 


A 10-bed intensive care unit constructed in a 
377-bed general medical and surgical hospital has 
demonstrated the advantages to every hospital of 
at least one such unit. The problems involved in 
the planning and installation of a unit are numerous, 
but can be readily solved with minimal effort and 
expense and with benefit to all concerned. 


needed depend upon the size of the individual 
hospital and the number and scope of patients’ 
diseases. In large medical centers, for example, 
separate units can be created for patients with 
coronary occlusion, general surgical problems, and 
neurological diseases. That all hospitals should 
have at least one such unit has been demonstrated 
at the 377-bed Veterans Administration Hospital 
at Fort Howard, Md, where the installation and 
use of a single intensive care unit for the treat¬ 
ment of seriously ill medical and surgical patients 
has resulted in the improved treatment of patients 
in the unit and throughout the hospital. 
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Advantages 

Isolated physically and functionally, the inten¬ 
sive care unit provides opportunities for uninter¬ 
rupted nursing care and for a team approach on 
the part of physicians and nurses to the problems 
of the patient. Around-the-clock observation of 
patients and prompt treatment of complications 
reduce morbidity and mortality in any disease. 
Better use is made of equipment. Relatives are 
reassured that the patient is receiving the best 
possible care, and the hospital can provide it with 
minimal effort and expense. 

Units need not be elaborate and expensive. Fre¬ 
quently the relocation of specialized equipment 
already owned by the hospital will serve as the 
nucleus for a unit. Nor is it true, as some people 
think, that a good unit must contain many of the 
currently advertised electronic devices, with an 
electronics expert in constant attendance to assure 
their proper operation. 

Planning The Unit 

The question of who plans the unit in the 
individual hospital can be answered in different 
ways. In many instances the director will take the 
lead, while in others the program will be initiated 
by those with a more direct interest in the care of 
the patient. In any event, the director should be 
the coordinator. 

New construction is not always necessary since, 
frequently, an existing area can be adequately 
renovated. The details of physical features must 
be decided well in advance of construction. The 
type of patient will determine whether a large 
room or cubicles with one or more h^ds will serve 
the purpose better. Isolation units may or may not 
be considered necessary. The size of the unit will 
depend upon the hospital and the enthusiasm with 
which the major services enter the project. 

The location of the unit may create a problem. 
I f only one area is provided, it should be closest to 
the service with the greatest workload. The room 
should be away from heavy traffic, readily acces¬ 
sible to elevators, and near operating room, clini¬ 
cal laboratory, electrocardiographic department, 
department of roentgenology, and central service. 
Such an ideal situation usually cannot be found 
and therefore the site satisfying the majority of 
the criteria should be selected. 

The number of beds required in the unit is also 


a problem. Statistics from other hospitals are in 
the formative stage and very often can only be 
used as a poor guide to what is necessary in a 
particular situation. In a 377-bed hospital which 
gives general medical and surgical care and in 
which the average daily patient load is 335, 10 
beds were put in the intensive care unit. Experi¬ 
ence has substantiated the wisdom of the estimate. 
If one large room is used, a distance of eight feet 
between bed centers should be allotted to provide 
room for care. 

Physical Facilities 

Provision of expert care and treatment of acute 
problems in an expeditious manner demand the 
presence of certain physical facilities. The basic 
needs are shown in the following list. 

1. Because equipment for resuscitation is run 
by electricity, there should be four electrical out¬ 
lets, as well as one wall light on flexible hinges, at 
the head of each bed. The outlets and good ceiling 
lights should be connected to an auxiliary power 
supply. Bluish ceiling lights give an odd tinge to 
the patient and should not be used. 

2. One outlet for oxygen should be on the wall 
at the head of the bed, with the gas being supplied 
from a bank of cylinders in a remote region. An 
alarm system to signal the start of the use of the 
reserve supply and a shut-off valve for the whole 
system should be located in the unit. Oxygen is 
passed through a humidifier and administered by 
intranasal catheter. Tents present an extreme fire 
hazard and are never used. 

3. Suction is also provided through pipes in 
the wall and a double-arm distributor at each bed. 
One part of the unit gives a negative pressure of 
200 mm of mercury for air-vent suction and 1-90 
mm for gastrointestinal aspiration. The pressure 
on each side can be graduated. The collection 
bottles have a capacity of 2,000 ml and are fas¬ 
tened to the wall. The vacuum pump should be 
connected to the emergency power supply. 

4. Beds are the only pieces of furniture. Any 
bed will serve satisfactorily, but the nursing per¬ 
sonnel have found that beds which can be raised 
or lowered by an electric motor give the greatest 
convenience. Beds should have large casters and 
locks. Bedside tables and chairs are not needed. 
Seriously ill patients do not need personal articles 
in the unit. A fixed shelf between beds provides 
space for equipment. Each patient has a separate 
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wash basin which is hung on a hook under the 
shelf. Individual bed pans for each patient are not 
necessary because the few needed can be cleaned 
and sterilized in an adjacent room. The floor is 
kept completely free so that equipment necessary 
for patient use can be easily brought to the bed. 

5. Divider curtains hanging from the ceiling 
provide the necessary privacy in acute clinical 
situations. At all other times, the curtains are 
swept back to the wall so that the patients can be 
observed constantly. Curtain dividers which rest 
on the floor inhibit free mobility. 

6. A proper store room for supplies and equip¬ 
ment is an essential feature. 

7. A small unit for bedpan and urinal cleaning 
should be located in an adjacent room. Adequate 
facilities for handwashing must be provided. 


8. A communication system should be installed 
between the intensive care unit and the telephone 
operator of the hospital. In an emergency, nursing 
personnel can ask the telephone operator to sum¬ 
mon help. After a determined hour in the evening, 
the system can be directly connected to the hospi¬ 
tal page system so that a direct call for aid can be 
made. 

9. A waiting room for relatives should be in 
close proximity to the intensive care unit. A 
speaker in the communication system should be 
placed there so that relatives may be summoned 
for visits. 

10. The floor of the intensive therapy unit 
should not he conductive. Equipment does not 
need to be explosion-proof. 
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11. The intensive care unit should he air condi¬ 
tioned. 

12. Radio and television are not necessary. 

Equipment 

1. A cardiac monitor with an oscilloscope, au¬ 
dible and visual alarms, and an external and in¬ 
ternal cardiac pacemaker is necessary. A defibril¬ 
lator with a synchronizer should be a part of the 
apparatus. 

2. A small and simple-to-operate respirator is 
mandatory. A valve-to-patient hose which can be 
connected to face mask, endotracheal tube, or 
tracheostomy tube, is used. Manual operation 
should be possible if electrical current failure 
occurs. 

3. An electro-mechanical instrument for con¬ 
trolling body temperature should be part of the 
equipment. The need for such an instrument will 
vary according to the hospital but, even when the 
item may be considered a luxury, it should be 
purchased. 

Patients Admitted 

Patients admitted to the intensive care unit at 


the VA Hospital have come from the medical 
service and the surgical service. Admissions were 
confined to the following groups because patients 
requiring terminal care, having contagious dis¬ 
eases, or in a state of great excitement, were not 
admitted. 

1. Medical Patients 

a. Cardiac disease 

b. Cerebrovascular accidents 

c. Coma 

d. Infectious diseases which were not con¬ 
tagious 

e. Renal disease 

f. Hepatic disease 

2. Surgical Patients 

a. Major operations 

b. General anesthesia 

c. Head injuries 

d. Thoracic injuries 

e. Severe trauma 

f. Hemmorrhage 

Veterans Administration Hospital 
Fort Howard, Md 
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Why do more 
Maryland Doctors 



insure with The St. Paul? 


Probably because our Professional Liability coverage 

is so thorough. 

Really broad coverage. Fewer exclusions, so 
interpretations are no problem. The price is 

likely to be nice, too. 

To get the folder that tells all about it concisely, write. 

The St. Paul is the approved carrier for the State 
Medical Association here... and in more states than 
any other single insurance company. It must 

be something we offer! 


Want to see just 1 insurance 
man and still be fully insured? 
Use our St. Paul Multicover 
Plan. Same agent as for Lia¬ 
bility. He's in the Yellow Pages. 


For further information, or the name of your nearest 
St. Paul agent, please contact The St. Paul office at: 

Baltimore, Drumcastle Center, 6305 York Road 21212 Phone: ID 5-6300 


THE ST. PAUL 

INSURANCE COMPANIES 



Serving you around the world... around the dock 


St. Paul Fire and Marine Insurance Company 
St. Paul Mercury Insurance Company 
Western Life Insurance Company 
St. Paul, Minnesota 55102 
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Despite introduction of synthetic substitutes, efficacy of ‘Empirin’ 
Compound with Codeine remains unchallenged. 

‘Empirin’ Compound with Codeine Phosphate gr. V 2 No. 3 

Each tablet contains: Codeine Phosphate gr. Vi (Warning—May be habit 
forming), Phenacetin gr. 2 Vi, Aspirin gr. 3 Vi, Caffeine gr. Vi. 

Keeps the Promise of Pain Relief 

BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. Y. 
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LOMOTIL 


Each tablet and each 5 cc. of liquid contains: 

diphenoxylate hydrochloride. 2.5 mg. 

(Warning: May be habit forming) 
atropine sulfate.0.025 mg. 


tablets/liquid 


tackles the problem 
of diarrhea directly 


Effectiveness —Physiologic evidence indicates that Lomotil acts 
directly on the smooth muscle of the bowel to lower motility and 
control diarrhea. This action is unsurpassed in promptness and 
efficiency. 

Convenience —Lomotil is available as small, easily carried, vir¬ 
tually tasteless tablets and as a pleasant, fruit-flavored liquid. 
Versatility —The therapeutic efficiency, safety and convenience 
of Lomotil may be used to advantage alone or adjunctively in diar¬ 
rhea associated with: 


• Functional hypermotility • Acute infections • Malabsorption syn¬ 
drome • Drug therapy • Gastroenteritis and colitis • Irritable bowel 

• Regional enteritis • Ileostomy • Ulcerative colitis • Food poisoning 


For correct therapeutic effect 
Rx correct therapeutic dosage 

Dosage: The recommended initial daily 
dosages, given in diyided doses until diar¬ 
rhea is controlled, are: 


Children: Total Daily Dosage 


3-6 mo. . 

. Vz tsp* t.i.d. (3 mg.) * ] i 


6-12 mo. 

.Vz tsp. q.i.d. (4 mg.) • • , « 


1-2 yr. . . 

.Vz tsp. 5 times daily (5 mg.) 4 

ill! 

2-5 yr. . . 

. 1 tsp. t.i.d. (6 mg.) Ail 


5-8 yr. . . 

.1 tsp. q.i.d. (8 mg.) IH1 

n 


8-12 yr. . 

. 1 tsp. 5 times daily (10 mg.) 4 

llil 

Adults: 

2 tsp. 5 times daily (20 mg.)^ 

il 11 U11 


(or 2 tablets q.i.d.) OQ 

eo 00 go 

♦Based or 

1 4 cc. per teaspoonful. 



Precautions: Lomotil, brand of diphen¬ 
oxylate hydrochloride with atropine sul¬ 
fate, is a Federally exempt narcotic 
preparation of very low addictive poten¬ 
tial. Lomotil should be kept out of reach 
of children since accidental overdosage 
may cause severe respiratory depression. 
Recommended dosages should not be ex¬ 
ceeded. Lomotil should be used with cau¬ 
tion in patients with impaired liver 
function and in patients taking addicting 
drugs or barbiturates. The subtherapeutic 
amount of atropine is added to discourage 
deliberate overdosage. 

Side Effects: Side effects are relatively un¬ 
common but among those reported are 
gastrointestinal irritation, sedation, dizzi¬ 
ness, cutaneous manifestations, restless¬ 
ness, insomnia, numbness of extremities, 
headache, blurring of vision, swelling of 
the gums, euphoria, depression and gen¬ 
eral malaise. 


Maintenance dosage may be as low as 
one-fourth the initial daily dosage. 


SEARLE 


Research in the Service of Medicine 







when congestion is complicated by sulfa-susceptible 

bacterial invaders in the 
upper respiratory tract... 


prescribe economical 


Tristolfeminic* 


Each tablet contains: Triaminic® 25 mg. (phenylpropanola¬ 
mine hydrochloride 12.5 mg., pheniramine maleate 6.25 
mg., pyrilamine maleate 6.25 mg.); Trisulfapyrimidines, 
U.S.P. 0.5 Gm. (sulfadiazine 0.167 Gm., sulfamerazine 0.167 
Gm., sulfamethazine 0.167 Gm.) 


PHARMACOLOGY: Triaminic decongests and 
promotes drainage of nasal and paranasal 
passages, and prevents any further hista¬ 
mine-induced damage; the triple sulfona¬ 
mides inhibit susceptible bacterial invaders. 
INDICATIONS: For congestion and infection 
of the upper respiratory tract caused by 
sulfa-susceptible organisms. DOSAGE: Adults: 
2 to 4 tablets initially, followed by 2 tablets 
every 6 hours. Medication should be con¬ 
tinued until patient has been afebrile for 3 
days. ADVANTAGES: The advantages of Tri- 
sulfaminic in upper respiratory infections 
are: freedom from narcotics or alcohol; ther¬ 
apeutic reliability; safety; economy; ease 
of administration; freedom from potential 
sensitization to broad-spectrum antibiotics 
which may be reserved for lower respiratory 
or other infections caused by susceptible or¬ 
ganisms. CONTRAINDICATIONS: Contraindi¬ 
cated in sulfonamide and antihistamine sen¬ 
sitivity, impaired renal function, pregnancy 
approaching term, and in premature infants 
and newborn infants during the first month 
of life. Do not use in patients with glaucoma, 
prostatic hypertrophy, stenosing peptic ul¬ 
cer, pyloroduodenal or bladder neck obstruc¬ 


tion. WARNING: Use only after careful evalu¬ 
ation in patients with liver or renal damage, 
urinary obstruction, or blood dyscrasias. 
Deaths have been reported from hypersensi¬ 
tivity reactions with administration of sul¬ 
fonamides. In intermittent or prolonged 
therapy, blood counts and liver and kidney 
function tests should be performed periodi¬ 
cally. Sulfonamide therapy may potentiate 
the hypoglycemic action of sulfonylureas. 
PRECAUTIONS: Use with caution in patients 
with histories of significant allergy or asth¬ 
ma. Assure an adequate fluid intake. Be¬ 
cause the antihistamines may cause drowsi¬ 
ness of varying degree, warn patients about 
activities requiring alertness such as driving 
a car or operating dangerous machinery. Use 
with caution in the presence of hyperten¬ 
sion, hyperthyroidism, cardiovascular disease 
and diabetes. ADVERSE REACTIONS: As in 
all sulfonamide therapy, the following re¬ 
actions may occur: headache, nausea, vom¬ 
iting, diarrhea, icterus, hepatitis, pancreati¬ 
tis, urticaria, rash, fever, cyanosis, hema¬ 
turia, crystalluria, proteinuria, blood dyscra¬ 
sias, petechiae, purpura, neuropathy and 
injection of the conjunctiva and sclera. If 


one or more of these reactions occur, the 
drug should be discontinued. With antihis- 
taminic therapy there have been reports of 
sedation varying from mild drowsiness to 
deep sleep, dizziness, lassitude, inability to 
concentrate, fatigue, incoordination, tin¬ 
nitus, blurred vision, diplopia, euphoria, ner¬ 
vousness, insomnia, tremors, palpitation, 
hypotension, headache, chest tightness, uri¬ 
nary frequency, dysuria, tingling of the 
hands, dryness of the mouth, throat, and 
nose, gastrointestinal disturbances such as 
epigastric distress, anorexia, nausea, vom¬ 
iting, constipation and diarrhea and very 
rarely, leukopenia and agranulocytosis. Ad¬ 
verse reactions reported with the use of 
sympathomimetic amines include anxiety, 
tension, restlessness, nervousness, tremor, 
weakness, insomnia, headache, palpitation, 
tachycardia, angina, elevation of blood pres¬ 
sure, sweating, mydriasis, anorexia, nausea, 
vomiting, dizziness, constipation, and dys¬ 
uria due to vesicle sphincter spasm. PACK¬ 
AGE INFORMATION: Trisulfaminic Tablets: 
Supplied in bottles of 100 tablets. CAUTION: 
Federal law prohibits dispensing without 
prescription. 
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brings 
peace to the 
hyperactive 
colon 



CANTIL 

(mepenzolate bromide) 


helps restore normal motility and tone 


"In 40 of 44 cases of irritable or spastic 
colon, Cantil [mepenzolate bromide] or 
Cantil with Phenobarbital reduced or 
abolished abdominal pain, diarrhea and 
distention and promoted restoration 
of normal bowel function ... Cantil 
[mepenzolate bromide] proved to be 
singularly free of anticholinergic side- 
effects . . . Urinary retention, noted in 
two cases was eliminated in one by re¬ 
ducing dosage." 1 



LAKE5IDE 


IN BRIEF : One or two tablets three times a day and one or 
two at bedtime usually provide prompt relief. Cantil with Phe¬ 
nobarbital may be prescribed if sedation is required. 

Dryness of the mouth or blurring of vision may occur but it is 
usually mild and transitory. Urinary retention is rare. Caution 
should be observed in prostatic hypertrophy—withhold in glau¬ 
coma. Cantil with Phenobarbital is contraindicated in patients 
sensitive to phenobarbital. 

Supplied: CANTIL (mepenzolate bromide)—25 mg. per scored 
tablet. Bottles of 100 and 250. CANTIL with PHENOBARBITAL 
—containing in each scored tablet 16 mg. phenobarbital (warn¬ 
ing: may be habit forming) and 25 mg. mepenzolate bromide. 
Bottles of 100 and 250. 

1. Riese, J. A.: Amer. J. Gastroent. 28:541 (Nov.) 1957 
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BUSINESS SESSIONS 


SEMIANNUAL MEETING 
SEPTEMBER 9, 1966 

MINUTES 

The 255th meeting, semiannual session, of the House 
of Delegates of the Medical and Chirurgical F acuity of 
the State of Maryland was called to order at 9:35 am, 
Friday, September 9, 1966, at Ocean City, Maryland, 
the President and Secretary being present. 

The following delegates (or alternates) were registered 
as being in attendance. The asterisk indicates an alter¬ 
nate delegate: 

Doctors: Manning W. Alden, Council; John G. Ball, 
Montgomery County; Richard D. Bauer, Council; *E. I. 
Baumgartner, Garrett County; Harry McB. Beck, Balti¬ 
more County; Donald W. Benson, Baltimore City; 
M. McKendree Boyer, Past-president; Henry A. Briele, 
Council; Frank E. Brumback, Washington County; 
Wendell J. Burkett, Kent County; Read N. Calvert, 
Montgomery County; Robert vL. Campbell, Council; 
Douglas G. Carroll, Baltimore City; Robert G. Cham¬ 
bers, Baltimore City; * Katherine A. Chapman, Mont¬ 
gomery County; Henry V. Chase, Council; *David S. 
dayman, Prince George’s County; Archie R. Cohen, 
Council; H. Douglas Cooper, Wicomico County; Ernest 
I. Cornbrooks, Baltimore City; William B. Culwell, 
Carroll County; Worth B. Daniels, Jr., Baltimore City; 
John B. DeHoff, Baltimore City; DeWitt E. DeLawter, 
Montgomery County; Everett S. Diggs, Council; J. Shel¬ 
don Eastland, Council; William Carl Ebeling, Council; 
Robert W. Farr, Council; James McC. Finney, Harford 
County; Russell S. Fisher, Council; Harold H. Gist, 
Washington County; * Edward G. Grau, Baltimore 

County; *Paul F. Guerin, Baltimore County; William 
B. Hagan, Council; John C. Harvey, Baltimore City; 
Thomas F. Herbert, Howard County; Philip W. Heu- 
man, Harford County; *H. Logan Holtgrewe, Anne 
Arundel County; James P. Jarboe, St. Mary’s County; 
William T. Joyce, Montgomery County; Ferd E. Kadan, 
Baltimore City; James R. Karns, Baltimore City; Lau- 
riston L. Keown, Baltimore City; Howard F. Kinnamon, 
Past-president; Henry P. Laughlin, Council; *Eugene J. 
Linberg, Baltimore City; F. Ford Loker, Baltimore City; 
George S. Malouf, Prince George’s County; Karl F. 
Mech, Council; Philip W. Mercer, Carroll County; 
Walter C. Merkel, Board of Medical Examiners; B. 
Martin Middleton, Council; John E. Miller, Baltimore 
City; Donald W. Mintzer, Baltimore City; Andrew C. 
Mitchell, Wicomico County; Howard T. Morse, Mont¬ 
gomery County; *F. E. Musser, Prince George’s County; 
Clayton Norton, Anne Arundel County; Charles F. 
O’Donnell, Council; *Theodore C. Patterson, Baltimore 
County; A. Austin Pearre, Past-president; William A. 
Pillsbury, Council; *Carolvn S. Pincock, Montgomery 


County; J. Emmett Queen, Council; Belden R. Reap, Sr., 
Montgomery County; J. Morris Reese, Council; Guy M. 
Reeser, Jr., Talbot County; Thomas R. Reid, Frederick 
County; Paul F. Richardson, Baltimore City; Raymond 
C. V. Robinson, Baltimore City; Donald J. Roop, Coun¬ 
cil; Edwin R. Ruzicka, Talbot County; *William J. 
Rysanek, Jr., Baltimore City; Emmanuel A. Schimunek, 
Baltimore City; Thaddeus C. Siwinski, Baltimore Coun¬ 
ty ; Aaron C. Sollod, Baltimore City; *William G. Speed, 
III, Baltimore City; Omar D. Sprecher, Jr., Washing¬ 
ton County; Martin E. Strobel, Baltimore County; 
E. L. Suarez-Murias, Baltimore City; *Ivory U. Sully, 
Jr., Worcester County; Thomas E. VanMetre, Jr., Bal¬ 
timore City; Merton T. Waite, Anne Arundel County; 
Emerson Walden, Baltimore City; J. Arthur Weinberg, 
Council; *William C. Weintraub, Prince Georges Coun¬ 
ty; Eldridge H. Wolff, Dorchester County; ^Charles E. 
Wright, Frederick County; Raymond M. Yow, Council; 
Walter N. Kirkman, Council. 

Present also for the meeting were staff personnel. 

The President made certain announcements with re¬ 
gard to the conduct of business at the session. 

The minutes of the April 26 and April 29, 1966 meet¬ 
ings respectively of the House of Delegates, annual 
session, having been distributed to the members, and 
having been approved by the Executive Committee, were 
presented to the House for information. 

EMERITUS MEMBERSHIP 

On the recommendation of the Council, the following 
member was elected to Emeritus Membership: 

Victor Goldberg, MD, Baltimore City 

MEDICOLEGAL COMMITTEE REPORT 

Howard F. Kinnamon, MD, Chairman of the Medico¬ 
legal Committee, on its behalf, moved adoption of the 
following amendments to the Medicolegal Code of Co¬ 
operation, such amendments having already been adopted 
by the Baltimore City Bar Association and the Maryland 
State Bar Association, which, after debate were adopted: 

ME DICAL EXAMINATIONS AND REPORTS 

2. REPORTS TO PATIENT OR HIS ATTOR¬ 
NEY: 

The patient, or his attorney, upon written request, when 
accompanied by a signed authorization from the patient, shall 
be entitled to a prompt report from an attending physician, 
containing the history, physical condition, diagnosis and 
prognosis, but not including an evaluation of disability. The 
physician’s fee for such report should be commensurate with 
the time and effort devoted to its preparation. 

PROPOSED PARAGRAPH FIVE 
5. REFERRALS BY ATTORNEYS: 

Attorneys are cautioned not to refer a patient under treat¬ 
ment to another physician for examination, consultation or 
treatment without the knowledge of the physicians involved. 
The physician to whom the patient is referred may be guilty 
of a breach of ethics if he accepts a patient for examination, 
consultation or treatment without the knowledge of the 
treating physician. 
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DACTILASE® 

Each tablet contains: 

Dactil® (piperidolate hydrochloride), 50 mg.; 
Standardized cellulolytic* enzyme, 2 mg.; 
Standardized amylolytic enzyme, 15 mg.; 
Standardized proteolytic enzyme, 10 mg.; 
Pancreatin 3X** (source of lipolytic activity), 

100 mg.; Taurocholic acid, 15 mg. 

•Need in human nutrition not established. 

••As acid resistant granules equivalent in activity to 300 mg. Pancreatin N.F. 



In chronic or acute indigestion, fluttery, 
gassy stomachs obtain prompt, gratifying 
relief through the antispasmodic, surface 
anesthetic and enzymatic activity of 
Dactilase. Dactilase decreases hypermotility 
and pain and reduces the production of 
gas. Dactilase does not induce stasis, but 
helps restore normal tone. It has little or no 
effect on enzyme secretions, but adds 
enzymes, thus contributing to the digestive 
efficiency of the patient. 

Side Effects and Contraindications: 

Dactilase is almost entirely free of side 
effects. However, it should be withheld 
in glaucoma and in jaundice due to 
complete biliary obstruction. 

Administration and Dosage: One tablet 
with, or immediately following, each meal. 
Tablets should be swallowed whole. 

Supplied: Bottles of 60 and 250. 

LAKESIDE LABORATORIES, INC., Milwaukee, Wisconsin 53201 
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FACULTY DELEGATES TO THE AMA REPORT 

The report of the Faculty’s Delegates to the Amer¬ 
ican Medical Association was filed. 

BUILDING COMMITTEE REPORT 

Dr. Pillsbury, Secretary, on behalf of the Building 
Committee, moved adoption of the following motion 
which was unanimously passed: 

That the Building Committee be dissolved and the control 
of the funds presently held in the committee be transferred 
to the Treasurer in accordance with Article III, Section 10, 
of the Bylaws; such funds to be held in separate Building 
Fund accounts. 

REFERENCE COMMITTEE REPORT 

Dr. Diggs, on behalf of the Reference Committee, 
reported to the House with respect to Resolution 1 S/66, 
and recommended that it not be adopted. 

RESOLUTION I S/66 REJECTED AS AMENDED 

After debate and amendment, the House rejected 
Resolution 1 S/66, as amended, which read as follows: 
Whereas, The Medical Practice Act of the State of Maryland is 
interpreted as precluding the Corporate Practice of Medicine; 
and 

Whereas, No adequate substitutes for the current methods have 
been forthcoming that will jirovide the same level of teaching 
cases for medical students, interns and residents; therefore 
be it 

Resolved, That this body instruct the Legislative Committee, in 
conjunction with the Faculty’s legal counsel, to communicate 
with the proper State Legislative body and propose a bill to 
amend the Medical Practice Act to allow such “Corporate 
Practice,” in said hospitals. 

RESOLUTION 2S/66 ADOPTED 

Dr. Diggs, on behalf of the Reference Committee, rec¬ 
ommended that Resolution 2S/66 be adopted. 

After debate, the House adopted Resolution 2S/66, 
which read as follows : 

Whereas, The physician has more paper work than is good for 
him; and 

Whereas, The trend of good medical practice is toward more 
and more laboratory procedures and insurance work; and 
Whereas, The requisitions of the Maryland State Department 
of Health, Bureau of Laboratories; as well as many Insurance 
Companies, are unnecessarily cumbersome; be it 
Resolved, That the Faculty’s Liaison Committee review requisi¬ 
tion forms of the Maryland State Department of Health, Bureau 
of Laboratories; Insurance Companies; and Blue Cross and Blue 
Shield; so as to recommend elimination of unnecessary detail; 
and be it 

Resolved, That such Committee hold hearings where the affected 
physicians could voice their grievances and make appropriate 
recommendations. 

RESOLUTION 3S/66 REJECTED 

Dr. Diggs, on behalf of the Reference Committee, 
recommended that Resolution 3S/66 be NOT adopted. 

After debate, the House rejected Resolution 3S/66, 
which read as follows: 

Whereas, Current medical and lay opinion deems it the respon¬ 
sibility of every physician to practice preventive medicine and 
screen for the earliest signs of curable disease; and 
Whereas, The scope of the Maryland Public Health Laboratory, 
as defined in Sction 35, Article 43, Annotated Code of Mary¬ 
land, 1965 Supplement, is “. . . to provide laboratory services 
in screening or surveillance;” and 

Whereas, The Commissioner of Health has seen fit on April 18, 
1966, to define screening programs as “planned studies, within 
identifiable population groups toward the detection in early 


stages of diseases in presumably well people,” and to rule, “That 
test specimens taken by practitioners are not at the present 
time to be part of the departmental screening program;” there¬ 
fore be it 

Resolved, That the Medical and Chirurgical Faculty of the State 
of Maryland considers arbitrary and unlawful the Commissioner 
of Health’s exclusion of the practicing physician’s screening 
activity from the benefits of the Maryland State Department of 
Health Laboratory Services, and that the Faculty use its offices 
to persuade the Commissioner of Health to rescind this part of 
his directive. 

RESOLUTION 4S/66 ADOPTED 

Dr. Diggs, on behalf of the Reference Committee, 
recommended that Resolution 4S/66 be adopted. 

After debate, the House adopted Resolution 4S/66 
which read as follows: 

Whereas, There is an increasing demand on the part of the 
health insurance-buying public for the full coverage of fees for 
professional services; and 

Whereas, The implementation of the Medicare Program will 
undoubtedly further increase the demand for such coverage; 
and 

Whereas, Fee schedules for paid-in-full programs tend to be¬ 
come obsolete as the economy rises; and 

Whereas, Most physicians in private practice feel strongly that 
the most appropriate way to provide such coverage, on an in¬ 
sured basis, is through the medium of programs that make pay¬ 
ments for professional services on the basis of reasonable and 
customary fees for covered services; now, therefore, be it 
Resolved, That the Medical and Chirurgical Faculty of the State 
of Maryland urge the Maryland Blue Shield Plan to develop 
without delay a program whereby professional fees will be cov¬ 
ered on the basis of reasonable and customary charges; and that 
such program, when developed, be sold as widely as possible to 
the end that it may supersede existing scheduled fee programs 
to the greatest extent practicable. 

RESOLUTION 5S/66 ADOPTED AS AMENDED 

Dr. Diggs, on behalf of the Reference Committee, 
recommended that Resolution 5S/66 be adopted. 

The House, after debate and amendment, adopted 
Resolution 5S/66, which read as follows: 

Whereas, The passage of Public Law 89-97, commonly known 
as the Medicare Act, amends the Social Security Act by creating, 
under Title XVIII, a program of Health Insurance for the Aged, 
and, under Title XIX, a program of Grants to States for Medical 
Assistance Programs; and 

Whereas, Under both programs it is the clear intent of the 
Congress that payment for care provided thereunder shall be on 
the basis of reasonable cost or charges; and 

Whereas, Under Title XIX of Public Law 89-97, the State and 
Federal Governments are jointly responsible for paying the 
reasonable cost of the provision of medical care for disadvan¬ 
taged persons; and 

Whereas, Government’s assumption of the cost of such care 
removes the beneficiaries under such programs from the medically 
indigent category; and 

Whereas, It is not the intent of Public Law 89-97 to interfere 
in any way with the close personal relationships between bene¬ 
ficiaries and their physicians, nor to adversely affect the quality 
of medical care because of inadequate financing of the cost of 
such care; and 

Whereas, It has been clearly demonstrated in the Military De¬ 
pendents Medical Care Program that average payments for pro¬ 
fessional services have been consistently lower in those areas in 
which such payments have been made on the basis of usual, 
customary and reasonable charges, without published fee sched¬ 
ules, than in those in which published fee schedules were used; 
now therefore, be it 

Resolved, That the Medical and Chirurgical Faculty of the State 
of Maryland, representing the practicing physicians in Mary¬ 
land, develop immediately with the Maryland State Department 
of Health a program of health care for the disadvantaged, 
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For cold hands and feet, nothing 
beats hot stoves—but they are 
awkward to carry around. Now 
Gerilid, in good-tasting take-along 
chewable tablets can provide 
rapid vasodilation of peripheral 
circulation, bringing real warmth 
to the extremities and decreasing 
sensitivity to sudden temperature 
change. Patients like Gerilid and 
know they are getting relief. 



GERILID 


Each chewable tablet contains: 
nicotinic acid (niacin) 75 mg. and 
aminoacetic acid (glycine) 750 mg. 

Administration and Dosage: One or two 

chewable tablets 3 times a day before 
meals. If flushing is objectionable, dosage 
may be lowered. However, tolerance to 
flushing usually develops without loss of 
efficacy in regard to vasodilation. The 
recommended dosage should not 
be exceeded. 

Side effects: Occasional lightheadedness 
or transient itching which may disappear 
with continued use. There are no known 
contraindications: however, caution is 
advised when there is a concomitant 
administration of a coronary vasodilator. 

Supplied: Packages of 50 chewable tablets. 

Also available in liquid form as 
Geriliquid®, in bottles of 8 and 16 ounces. 

LAKESIDE LABORATORIES, INC., Milwaukee,Wisconsin53201 
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Nursing Rehabilitative Treatment Center 


Offering full treatment to the adult physically handicapped, specialized care to the 
senior citizen, and convalescent care to post-stroke and post-operative cases. 
Separate area for cancer patients. All facilities available to private physician. 

Professionally staffed and equipped PhysicalTherapy gymnasium,underthedirect 
supervision of a specialist in physical medicine. There is also an organized 
program of recreation. 

Everything at The Regent is designed to be used by wheel chair patients. 
Adjacent to the Penn-Mar Shopping Center on Marlboro Pike Beltway Exit 34 
Call or write for brochure. Phone 736-0240 
8100 Marlboro Pike, Forestville, Maryland 


under the provisions of Title XIX of Public Law 89-97, under 
which all payments for professional services shall be on the 
basis of usual, customary and reasonable charges; and be it 
further 

Resolved, That, effective immediately, all physicians be urged 
to bill at their usual customary and reasonable fees in order 
that the Health Department be aware of the extent to which 
physicians are now subsidizing the Medical Care Program, even 
though it is recognized that payments must, perforce, be made 
on the basis of current budgeted funds; and be it further 
Resolved, That copies of this resolution be sent to the Governor 
of the State of Maryland, the Budget Bureau of the State of 
Maryland, the Maryland State Board of Health and Mental 
Hygiene, and the Commissioner of Health of the State of 
Maryland. 

RESOLUTION 6S/66 ADOPTED AS AMENDED 

Dr. Diggs, on behalf of the Reference Committee, 
recommended that Resolution 6S/66 be adopted. 

The House, after debate and amendment, adopted 
Resolution 6S/66 which read as follows; 

Whereas, The present provisions of the Workmen’s Compensation 
Law, Article 101, Section 37 (c), reads as follows: 

“All fees and other charges for such treatment and services 
shall be subject to regulation by the Commission, and shall 
be limited to such charges as prevail in the same com¬ 
munity for similar treatment of injured persons of a like 
standard of living.”; 

Whereas, The trend today is toward payment of the physician’s 
usual, customary and reasonable fees; and 

Whereas, Hospitals throughout the State are permitted to bill 
Carriers or others on the basis of their posted charges, without 
obtaining permission for any increases in such charges; now, 
therefore, be it 

Resolved, That the House of Delegates of the Medical and 


Chirurgical Faculty of the State of Maryland go on record as 
urging its members to submit bills for payment of “usual, cus¬ 
tomary and reasonable fees” for professional services rendered 
Workmen’s Compensation Cases, as well as all other Govern¬ 
mental agencies. 

OPPOSITION TO COMPULSORY ASSESSMENT OF 
HOSPITAL STAFF MEMBERS 

Dr. Rysauek presented the following resolution for 
consideration of the House of Delegates. On more than 
a two-thirds vote, it was agreed to consider it and it was 
adopted as follows: 

Resolved, That this House of Delegates go on record as being 
in opposition to the compulsory assessment of hospital staff 
members for hospital construction or equipment. 

LEGISLATIVE CHAIRMAN REPORT 

Dr. Middleton, Legislative Chairman, addressed the 
House and asked for assistance and cooperation when 
the 1967 Legislature convenes whenever the members 
may be called upon. 

MEDIC NETWORK APPROVED 

Dr. Mech, Treasurer, presented the following motion 
for adoption by the House which, after debate, was 
adopted as follows: 

Resolved, That the Medic Network be approved for the 1967 
calendar year. 

There being no further business, the President made 
several announcements, following which the House, by 
unanimous consent, adjourned sine die at 11:25 am. 

William A. Pillsbcry, AID, Sfxretary 
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In fact, there’s as much iron...250 mg. 

...in a 5 cc. ampul of Imferon (iron dextran 
injection) as in a pint of whole blood. 

When iron deficient patients are intolerant 
of oral iron...or orally administered iron 
proves ineffective or impractical...or if 
the patient cannot be relied upon to take oral 
iron as prescribed, Imferon (iron dextran 
injection) dependably increases hemoglobin 
and rapidly replenishes iron reserves. 
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IMFERON® 

(iron dextran injection) 

IN BRIEF: ACTION AND USES: A single dose of Imferon 

(iron dextran injection) will measurably begin to raise hemo¬ 
globin and a complete course of therapy will effectively rebuild 
iron reserves. The drug is indicated only for specifically- 
diagnosed cases of iron deficiency anemia and then only when 
oral administration of iron is ineffective or impractical. Such 
iron deficiency may include: patients in the last trimester of 
pregnancy; patients with gastrointestinal disease or those re¬ 
covering from gastrointestinal surgery; patients with chronic 
bleeding with continual and extensive iron losses not rapidly 
replenishable with oral iron; patients intolerant of blood trans¬ 
fusion as a source of iron; infants with hypochromic anemia; 
patients who cannot be relied upon to take oral iron. 
COMPOSITION: Imferon (iron dextran injection) is a well- 
tolerated solution of iron dextran complex providing an equiva¬ 
lent of 50 mg. in each cc. The solution contains 0.9% sodium 
chloride and has a pH of 5.2-6.0. The 10 cc. vial contains 0.5% 
phenol as a preservative. 

ADMINISTRATION AND DOSAGE: Dosage, based upon 
body weight and Gm. Hb/100 cc. of blood, ranges from 0.5 cc. 
in infants to 5.0 cc. in adults, daily, every other day, or weekly. 
Initial test doses are advisable. The total iron requirement for 
the individual patient is readily obtainable from the dosage 
chart in the package insert. Deep intramuscular injection in 
the upper outer quadrant of the buttock, using a Z-track 
technique, (with displacement of the skin laterally prior to 
injection), insures absorption and will help avoid staining of 
the skin. A 2-inch needle is recommended for the adult of 
average size. 

SIDE EFFECTS: Local and systemic side effects are few. 
Staining of the skin may occur. Excessive dosage, beyond the 
calculated need, may cause hemosiderosis. Although allergic 
or anaphylatoid reactions are not common, occasional severe 
reactions have been observed, including three fatal reactions 
which may have been due to Imferon (iron dextran injection). 
Urticaria, arthralgia, lymphadenopathy, nausea, headache and 
fever have occasionally been reported. 

PRECAUTIONS: If sensitivity to test doses is manifested, the 
drug should not be given. Imferon (iron dextran injection) must 
be administered by deep intramuscular injection only. Inject 
only in the upper outer quadrant of the buttock, not in the arm 
or other exposed area. 

CONTRAINDICATIONS: Imferon (iron dextran injection) is 
contraindicated in patients sensitive to iron dextran complex. 
Since its use is intended for the treatment of iron deficiency 
anemia only it is contraindicated in other anemias. 
CARCINOGENICITY POTENTIAL: Using relatively massive 
doses. Imferon (iron dextran injection) has been shown to 
produce sarcoma in rats, mice and rabbits and possibly in 
hamsters, but not in guinea pigs. The risk of carcinogenesis, 
if any in man, following recommended therapy with Imferon 
(iron dextran injection) appears to be extremely small. 
SUPPLIED: 2 cc. ampuls, boxes of 10; 5 cc. ampuls, boxes 
of 4; 10 cc. multiple dose vials. 
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SEMIANNUAL MEETING 
September 9, 1966 


REPORTS 

To the House of Delegates 

DELEGATES TO THE AMERICAN MEDICAL 
ASSOCIATION 

Mr. President and Members of the House of Delegates: 

HOUSE OF DELEGATES MEETING, JUNE 26-30, 1966, 
CHICAGO, ILL. 

As was to be expected, Medicare and its impact on the 
practicing physician was high on the agenda for consid¬ 
eration when your delegates attended the 115th annual 
session of the American Medical Association. In the first 
night session for more than 10 years, the House met to 
discuss various Reference Committee reports, make 
amendments to them, and adopt them as amended. A 
summary of the actions taken at this meeting follows. 
When appropriate, material has been disseminated to 
committees of the Faculty for their action. 

Medicare 

In accepting and commending a Board of Trustees re¬ 
port on Medicare, the House recommended that “the 
Association give wide dissemination to the information 
contained therein, particularly its informed discussion of 
direct billing, the basic purposes of utilization review, 
the rejection of compensation for service on such com¬ 
mittees except in exceptional circumstances, and the proper 
placement of any onus of responsibility for any failure in 
the Medicare program.” 

The Board report ended with the following conclusion: 

During the past year many individuals have represented the 
American Medical Association and the physicians of the United 
States by meeting frequently with officials of the Department of 
Health, Education and Welfare. This degree of cooperation on 
our part should be viewed as a recognition by responsible citi¬ 
zens of an obligation to obey the law of the land, including this 
law with which we disagree. Our specific purposes have been 
to provide expert assistance to the government so that this law 
could be implemented in a manner most helpful to the benefici¬ 
aries while disturbing the practice of medicine to the minimum 
degree. Despite our best efforts, it is apparent that serious prob¬ 
lems are inevitable in connection with the implementation of this 
law, and we trust that the physicians and the public will place 
the blame for such deficiencies squarely where they belong—on 
the federal government. 

We are proud of the role we have assumed, and in many in¬ 
stances our efforts have been productive. Proposed forms were 
simplified; some unnecessary forms eliminated, and a number 
of our suggestions was incorporated in regulations and proce¬ 
dures. An informative “Reference Guide” for physicians, re¬ 
cently distributed, was prepared with consultation of AMA staff. 
Numerous other items will continue to receive our most serious 


study and consideration, and the Board urges and requests that 
every member exhibit his personal diligence by supplying his 
local medical society documented evidence of transgressions of 
the spirit or the letter of the law as it is implemented. 

The Board of Trustees intends to continue to supply advice, 
guidance, and dissent when necessary to the Government or to 
other third parties on matters that pertain to the health of the 
public and the interests of the medical profession. 

The House strongly supported the general concept of 
individual responsibility and endorsed a report from the 
Council on Medical Service which included the following 
statement; 

Since the Council believes that the current interest in the 
doctrine of individual responsibility stems in large part from 
concern over the matter of assignments under PL 89-97, it 
hastens to add that, as a matter of American Medical Association 
policy, the Council on Medical Service recommends reaffirmation 
of the responsibility of individual physicians for determining 
how they will govern their professional practices under this law 
and that physicians should be made acutely aware of the mani¬ 
fest superiorities of direct billing as previously communicated 
to this House in the Council’s Report E (A-66) on “Recom¬ 
mendations on the Physician’s Role in Medicare.” 

The latter report (Report E) was highly commended, 
and the House recommended its widest possible dissemi¬ 
nation, including publication in its entirety in a prominent 
place in the earliest possible issue of AMA News. 

Physicians' Billing Procedures 

In connection with the Medicare part of Public Law 
89-97, the House also adopted three resolutions which 
recommended that physicians use the direct billing method 
rather than the assignment procedure. At the same time, 
the House pointed out that adoption of these resolutions 
should not be interpreted as contravening the statement 
approved at the Special Session in October, 1965, which 
said: 

The American Medical Association opposes any program of 
dictation, interference or coercion, whether direct or indirect, 
affecting the freedom of choice of the physician to determine 
for himself the extent and manner of participation or financial 
arrangement under which he shall provide medical care to pa¬ 
tients under Public Law 89-97. 

In considering a resolution on the right to bill patients 
under Title 19 of the law, the House passed an amend¬ 
ment pointing out that direct billing has been recom¬ 
mended as the billing method of choice under Title 18 by 
the Board of Trustees and the Council on Medical Serv¬ 
ice. It then said that since there is a wide latitude avail¬ 
able to the states in establishing administrative procedures 
under Title 19, each state medical association should 
work early and diligently in its own state so that any 
plan or law adopted in its state for approval under Title 
19 would include authorization for direct billing. 

The House also instructed the AMA Advisory Com¬ 
mittee to the Department of Health, Education and Wel¬ 
fare to do all in its power to implement the intent of the 
resolution at the national level. In addition, the House 
urged positive steps to obtain statutory authority for a 
continuing medical advisory committee under Title 19, 
and it called on the AMA and the state societies to main¬ 
tain added vigilance to eliminate any patterns which 
might subvert the intent of Title 19. 

Hospital-Based Physicians 

The House passed two resolutions involving billing and 
reimbursement principles affecting hospital-based special¬ 
ists but also of significance to all physicians. The first 
said: 

The Principles of Medical Ethics declare that a physician 
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METAHYDRIN (trichlormethiazide) 
is prescribed by physicians because it 
not only approximates the diuretic 
efficacy of parenteral meralluride 
injection ... but, it is the least expensive 
of all “brand-name" thiazides. Therefore, 
when you prescribe METAHYDRIN 
(trichlormethiazide) your patients receive 
the thiazide diuretic that removes a little 
more salt and water than earlier 
thiazides, with relatively less loss of 
potassium ... and, it's therapy they can 
more easily afford ... only pennies a day. 


SAVES 

LIVES 
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MONEY 
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WATER 



METAHYDRIN" 

(trichlormethiazide) 

oral diuretic 

Dosage: One 2 or 4 mg. tablet 
once or twice daily. 

Precautions: As with all effective 
diuretics, vigorous therapy may produce 
electrolyte depletion. Patients with 
severely reduced renal function should 
be observed carefully since thiazides 
may be contraindicated. Care should 
be taken with patients predisposed to 
diabetes or gout. Patients with a 
tendency to potassium deficiency, as in 
hepatic cirrhosis or diarrheal syndromes, 
or those under therapy with digitalis, 

ACTH, or certain adrenal steroids, also 
should be watched carefully. 

Side Effects: Nausea, flushing, 
constipation, skin rash, muscle cramps 
and gastric discomfort have occasionally 
been noted; rarely thrombocytopenia 
and bone marrow depression, 
photosensitivity, cholestatic jaundice, 
pancreatitis, perimacular edema, gout 
and diabetes have been caused by 
the administration of thiazides. 
Contraindications: Complete renal 
shutdown; rising azotemia or 
development of hyperkalemia or 
acidosis in severe renal disease; 
demonstrated hypersensitivity. 

How Supplied: Bottles of 100 and 
1000 tablets. 
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shall not dispose of his services to a third party or “lay” organ¬ 
ization, and 

Title XVIII of Public Law 89-97 recognizes the principle of 
the separation of professional and hospital costs for services 
rendered by hospital-based physicians; and 

This principle has been advocated by the AMA, the American 
College of Radiology, the American College of Pathologists, and 
many regional organizations, and 

A great number of hospital-based physicians throughout the 
nation have declared their intention to bill separately for their 
professional services in keeping with this principle; therefore 
be it 

Resolved, that, since separate billing by the physician for his 
professional services is a preferred ethical practice, it shall be 
deemed unethical for a physician to displace a hospital-based 
physician who is attempting to practice separate billing when 
said displacement is primarily designed to circumvent separate 
billing. 

The second resolution regretted that publication of 
Medicare Regulations #5 (which provides for reim¬ 
bursement of hospital-based physicians and establishes 
rather stringent rules that would “lock” physicians into 
their present arrangements) was delayed until June 28, 
three days before the effective date of Medicare, and said 
that these regulations do not conform to the intent of 
Congress as expressed in Section 1801 of the Medicare 
law. It then declared that: 

The House of Delegates instruct the Board of Trustees and 
the Executive Vice President to request from the Social Security 
Administration an extension of date of final adoption of the 
proposed regulations of not less than 90 days, in order that the 
American Medical Association and all other interested medical 
organizations be allowed reasonable time to study, and to submit 
to the Social Security Administration, data, views or arguments 
and pertinent constructive comments and suggestions. 

To px-eserve the professional independence of medical practice 
that the Board of Trustees and Officers of the AMA be instructed 
to immediately inform the membership that Medicare Reg. #5 
will not apply to physicians (whether hospital-based or not) who 

1. have no financial relationship with a hospital covering 
medical services to patients 

2. do not accept assignments but bill directly 

The AJIA News and other appropriate media be used to advise 
all physicians who are developing contractual relationships with 
hospitals for pi'ofessional seiwice that they should delay the 
finalization of any agreements pending fui’ther analysis of the 
implementing regulations. 

Medical Ethics 

In acting upon a Board of Trustees recommendation 
that a physician may participate in the ownership of a 
pharmacy or regularly dispense drugs, remedies or appli¬ 
ances or provide eyeglasses to his patients only token 
approved by his component and constituent medical asso¬ 
ciations and when it is determined by them to be necessary 
in the best interests of the patient, the House approved 
the following reference committee statement: 

The Principles of Medical Ethics provide: "Drugs, remedies 
or appliances may be dispensed or supplied by the physician 
provided it is in the best interests of the patient.” Your refer¬ 
ence committee reaffirms the 1963 House of Delegates interpre¬ 
tation of the words “in the best interest of the patient,” which 
reads as follows: 

“It is the opinion of the Judicial Council that this language 
was adopted to permit both the practicing physician and the 
local medical societies to evaluate the many factual situations 
incident to prescribing and dispensing which are bound to arise 
in the practice of medicine. Under this language the doctor is 
permitted to exercise his own best judgment when caring for 
his patient It is known that there will be situations when it is 
necessary or desirable for a physician to dispense or supply 
what he has prescribed. The Principles permit this to be done. 


On the other hand, this broad language provides a means by 
which a component medical society can inquire into the facts of 
a particular practice. The profession thus can act to prevent 
abuse of discretion and protect patients from exploitation. In 
essence this language means that a physician in the exercise of 
sound discretion may dispense ‘in the best interest of his pa¬ 
tient’ ; it does not authorize him to dispense solely for his con¬ 
venience or for the purpose of supplementing his income.” 

The reference committee approves the goals sought by the 
Board’s report but disapproves its specific recommendations. It 
notes that mechanisms presently exist for processing charges of 
deviation from the foregoing ethic and urges that these mechan¬ 
isms be made vitally active at local level. When charges of 
deviation develop, complaints should be made to the local society 
and vigorously processed by the appropriate committee of that 
society. If they are not resolved thereby, the complaints should 
then be carried to the state constituent association. The prudent 
physician will always seek the guidance of his local medical 
society in situations relating to ethical conduct. 

The House directed the Board of Trustees to take 
action as expeditiously as possible to give wide dissemi¬ 
nation to the reference committee report. 

Discrimination 

The House received six resolutions dealing with dis¬ 
crimination against some applicants for membership in 
component medical societies. It called attention to the 
strong position taken by the House in 1964 but pointed 
out that it is difficult to follow the 1964 directive because 
there is now no mechanism at the national level whereby 
a rejected applicant for membership at county or state 
level may obtain a hearing in order to right an alleged 
wrongful discrimination. 

In lieu of the six resolutions, the House adopted a sub¬ 
stitute resolution which directed the Council on Consti¬ 
tution and Bylaws to prepare such changes in the Consti¬ 
tution and Bylaws, “as may be necessary to permit the 
Judicial Council to receive and act upon appeals filed by 
applicants who allege that they have been unfairly denied 
membership in a local and/or state society.” The House 
asked the Council to report its recommendations at the 
1966 Clinical Convention. 

Health Manpower 

On the subject of health manpower the House received 
reports from the Board of Trustees, Council on Medical 
Education and Council on Medical Service and also one 
resolution. In general, all of them urged the AMA to 
assume leadership and mobilize its efforts to meet present 
and future shortages in health manpower. The House 
approved the Board report, announcing appointment of a 
Committee on Health Manpower, and adopted the resolu¬ 
tion. The two Council reports were referred to the new 
Board committee. 

In taking these actions, the House approved a reference 
committee statement which included the following: 

Your Reference Committee is well aware of the drastic short¬ 
age of health manpower that is confronting the American public. 
It is keenly appreciative of the opportunity presented to the 
American Medical Association to furnish leadership in the solu¬ 
tion of this problem. The necessary additional manpower in the 
medical profession and in allied health professions must be de¬ 
veloped. The most effective and efficient utilization of existing 
health manpower must be made at all times. This is no time to 
sxirrender leadership to persons or organizations outside of the 
medical profession. 

AMA Dues Increase 

By a vote of 168 to 46, the House approved an increase 
in AMA annual dues from $45 to $70, effective January 
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Metatensin lowers blood pressure and 
keeps it low—effectively and 
economically. It combines reserpine 
with trichlormethiazide which affords 
more potent saluresis with less loss of 
potassium than from earlier thiazides. 
Reserpine contributes antihypertensive 
effect by relieving anxiety and tension. 
Metatensin is well-tolerated over long 
periods; with its effectiveness and 
economy it assures antihypertensive 
therapy you and your patients 
can stay with. 
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METAHYDRIN® (trichlormethiazide) 

2 mg. or 4 mg. and 
Reserpine 0.1 mg. 

Usual adult dose: One tablet twice 
daily. Precautions and side effects: 
Patients with hepatic cirrhosis or 
diarrheal syndromes, or under therapy 
with digitalis, ACTH, or potassium-losing 
steroids, should be observed for signs 
of hypokalemia. With thiazides, 
electrolyte depletion, diabetes, gout, 
granulopenia, nausea, pancreatitis, 
cholestatic jaundice, flushing, mild 
muscle cramps, constipation, 
photosensitivity, acute myopia, 
perimacular edema, paresthesias, 
neonatal bone marrow depression in 
infants of mothers who received 
thiazides during pregnancy, skin rash 
or purpura with or without 
thrombocytopenia, may occur. With 
reserpine, untoward effects may include 
depression, peptic ulcer and bronchial 
asthma. Withdraw medication at least 
7 days prior to electroshock therapy, 

2 weeks prior to elective surgery. 

Contraindications: Complete renal 
shutdown, rising azotemia or development 
of hyperkalemia or acidosis in severe 
renal disease. 

Supplied: Metatensin tablets, 2 mg., 

4 mg.—bottles of 100 and 1000. 
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1, 1967, thus confirming a Board of Trustees recommen¬ 
dation which was given initial approval at the 1965 Clin¬ 
ical Convention. 

The House, in approving the dues increase, accepted a 
reference committee statement which said: 

It is quite apparent that the programs necessary to serve the 
needs of the members of the Association cannot be conducted 
effectively without adequate financing and it is equally apparent 
that such adequate financing is impossible without the dues in¬ 
crease requested by the Board of Trustees. Your Reference 
Committee reaffirms its confidence in the judgment of the Board 
of Trustees which has in the past and must in the future exer¬ 
cise the most careful and prudent stewardship over the assets 
of the Association. The Board of Trustees is the Committee 
elected by the House of Delegates to investigate and control the 
finances of the Association. The appointment of any other com¬ 
mittee to perform this function would be most inappropriate 

Other Actions 

In considering 106 resolutions, 38 board reports and at 
least 20 additional reports from councils and other groups, 
the House of Delegates also: 

Endorsed the Declaration of Helsinki, already adopted 
by the World Medical Association, as a guide to those 
who are engaged in clinical medical investigation ; 

Reaffirmed its opposition to the compulsory assessment 
of hospital staff members in order to raise funds for 
hospital construction; 

Reconsidered its action in defining usual, customary 
and reasonable fees and referred the matter back to the 
Council on Medical Service for further study; 

Urged all state and county medical societies to send 
representatives to the Third National Congress on Medi¬ 
cal Quackery to be held October 7-8, 1966, in Chicago; 

Commended the American Medical Association Educa¬ 
tion and Research Foundation for its accomplishments 
during the past four years and gave a standing vote of 
gratitude to Dr. Raymond M. McKeown, AAIA-ERF 
president since 1962; 

Strongly endorsed the AM A Volunteer Physicians for 
Vietnam program and urged the entire profession to sup¬ 
port it by word and deed; approved a recommendation 
by the AM A survey team and the Board of Trustees 
that the Association organize and administer a program 
of American assistance in medical education in South 
Vietnam supported by the U.S. Agency for International 
Development; was impressed by a report from Dean 
Pham Bieu Tam of the Faculty of Medicine, University 
of Saigon, and urged that the AM A do everything pos¬ 
sible to assure that volunteer physicians caring for the 
South Vietnam civilian population are properly supplied 
with medicines and other medical supplies; 

Adopted a resolution urging constituent medical asso¬ 
ciations to oppose, as detrimental to the public interest, 
any proposed legislation that would authorize optometrists 
to engage in the diagnosis or treatment of disease or in- 
j ury of the eye; 

Approved, with minor editorial revisions, a final report 
from the Committee on Maternal and Child Care of the 
Council on Medical Service dealing with the medical care 
aspects of “Combating the Problems of Unzvcd Parents”; 

Agreed with a strong policy statement condemning the 
abuse of LSD and other non-narcotic drugs, pointing out 
that the illicit use of LSD is subverting and vitiating 
important and necessary valid experimental studies, and 
recommending that the manufacture and distribution of 
LSD be continued as needed under strict control, with 
the drug being made available only to competent research 
workers (physicians trained in its use) on approval of 


the Department of Health, Education and Welfare; 

Reaffirmed its opposition to the compulsory regulation 
of any single method, such as the use of generic terms, 
of the prescribing of drugs; 

Offered AMA cooperation, in order to prevent public 
fear and misunderstanding, to those foundations and other 
groups which request it in clarifying statistical data, vis¬ 
ual media and other forms of medical information to be 
presented to the public so as to provide an accurate view 
of the problems orvproblem with which they are con¬ 
cerned ; 

Adopted a humorous resolution and an equally humorous 
reference committee report which requested that “in the 
future full air-conditioning be considered as a prerequisite 
in the selection of the headquarters hotel for the annual 
AMA Convention in those cities where the psychophysio- 
logical effects of heat may interfere with effective 
delegatemanship”; 

Received as information a comprehensive report on the 
Relation of Medicine and Osteopathy, which contains 
much material pertinent to future policy considerations, 
and also approved in principle a recommendation that 
doctors of osteopathy be commissioned in the Armed 
Forces Medical Services; 

Agreed with a report recommending that the core cur¬ 
riculum plan for continuing medical education be not ap¬ 
proved in its present form, that no further core curricula 
be developed at this time, and that various methods of 
continuing medical education be studied under the auspices 
of the Council on Postgraduate Programs; 

Expressed its opposition to the Hart bill, S. 2568, and 
all similar legislation; 

Adopted reports from the Council on Medical Service 
on a Model Emergency Department Agreement and on 
Midtiple Coverage in Voluntary Health Insurance; 

Approved Board reports on Exercise and Physical Fit¬ 
ness, encouraging state and local medical societies to sup¬ 
port the promotion of fitness programs, and on Venereal 
Disease Control, emphasizing the continued need for all 
physicians to report all cases that come to their attention, 
and 

Authorized the Speaker of the House to appoint a 
Resolutions Consultation Committee, purely for editorial 
advisory purposes, at subsequent AMA conventions. 

Attendance 

All three of the Faculty’s delegates attended all business 
sessions of the House. In addition, the senior alternate 
delegate and another alternate delegate, Charles F. O’Don¬ 
nell, MD, were present. 

Respectfully submitted, 

Robert vanL. Campbell, MD 
J. Sheldon Eastland, MD 
Russell S. Fisher, MD 
William B. Hagan, MD, 
Senior Alternate Delegate 

BUILDING COMMITTEE 

Mr. President and Members of the House of Delegates: 

This committee has been relatively inactive during the 
past few years, since the completion of the building reno¬ 
vations. In view of this fact, the committee recommends: 

That the Building Committee be dissolved and 

the control of funds presently held in the com¬ 
mittee be transferred to the Treasurer in ac- 
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When depressed patients say: 

; 

“1 can’t sleep at night" 

“I'm tired all day long” 


NORPRAMIN 

(desipramine hydrochloride) 


non-sedating* rapid-acting 
ANTI DEPRESSANT 


helps restore normal patterns of sleep and activity 


Norpramin (desipramine hydrochloride) 
often reverses the signs and symptoms 
of depression including sleep disturb¬ 
ances feeling of sadness, guilt, anxiety, 
worthlessness and bodily complaints 
without physical basis. In 2-5 days most 
patients become more hopeful, active and 
less weighed down by their problems. 


Norpramin (desipramine hydrochloride) 
has only slight sedative qualities, never¬ 
theless sleep disturbances and restless¬ 
ness are relieved as depression is lifted. 
If anxiety or tension develop or persist a 
tranquilizer may be added or dosage 
reduced. Side effects are usually mild, 
occurring in about 1 of 4 patients. 


Indications: In moderate to severe depression—neurotic or psychotic. Dosage: Optimal results are 
obtained at a dosage of two 25 mg. tablets t.i.d. (150 mg./day). Contraindications and Precautions: Glau¬ 
coma, urethral or ureteral spasm, recent myocardial infarction, severe coronary heart disease and epilepsy. 
Should not be given within two weeks of an MAO inhibitor. Safety in human pregnancy has not been 
established. Adverse Effects: Usually mild, may include: dry mouth, constipation, dizziness, palpitation, 
delayed urination, "bad taste", sensory illusion, tinnitus, agitation and stimulation, sweating, drowsiness, 
headache, orthostatic hypotension, flushing, nausea, cramps, weakness, blurred vision and mydriasis, 
rash, allergy, transient eosinophilia, granulopenia, altered liver function, ataxia and extrapyramidal signs. 
Supplied: Norpramin (desipramine hydrochloride) tablets of 25 mg., in bottles of 50, 500 and 1000. 
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cordance with Article III, Section 10 of the 
Bylaws; such funds to be held in separate 
Building Fund accounts. 

Respectfully submitted, 

Albert E. Goldstein, MD* Chairman 
Everett S. Diggs, MD 
E. W. Ditto, Jr., MD 
J. Sheldon Eastland, MD 
R. Walter Graham, MD 
William B. Long, MD 
C. Herbert Mueller, MD 
Charles F. O’Donnell, MD 
John W. Parsons, MD 
Austin B. Rohrbaugh, MD 


*Deceased 

MEDICOLEGAL COMMITTEE 

Mr. President and Members of the House of Delegates: 

The Medicolegal Committee presents the following 
amendments to the Code of Cooperation between the 
Maryland State Bar Association and the Baltimore City 
Bar Association, as adopted by this House in September, 
1964. 

Both the Baltimore City Bar Association and the Mary¬ 
land State Bar Association have adopted these proposed 
amendments. 

MEDICAL EXAMINATIONS AND REPORTS 

AMENDMENT TO PARAGRAPH TWO 

2. Reports to Patient or his Attorney: The patient 
or his attorney, upon written request, when accom¬ 
panied by a signed authorization from the patient, 
shall be entitled to a prompt report from an attend¬ 
ing physician, containing the history, physical con¬ 
dition, diagnosis and prognosis, but not including 
an evaluation of disability. The physician’s fee for 
such report should be commensurate with the time 
and effort devoted to its preparation. 

PROPOSED PARAGRAPH FIVE 

5. Referrals by Attorneys: Attorneys are cautioned 
not to refer a patient under treatment to another 
physician for examination, consultation, or treat¬ 
ment without the knowledge of the physicians in¬ 
volved. The physician to whom the patient is re¬ 
ferred may be guilty of a breach of ethics if he 
accepts a patient for examination, consultation, or 
treatment without the knowledge of the treating 
physician. 

Respectfully submitted 

Howard F. Kinnamon, MD, Chairman 

Conrad Acton, MD 

James G. Arnold, Jr., MD 

Russell S. Fisher, MD 

Robert W. Johnson, III, MD 

J. Elliot Levi, MD 

F. Ford Loker, MD 

James A. Meath, MD 

Belden R. Reap, MD, LLB 

Edwin Ruzicka, MD 

William G. Speed III, MD 

John F. Strahan, MD 


REFERENCE COMMITTEE 

Mr. President and Members of the House of Delegates: 

Your Reference Committee met on Thursday, July 28, 
1966, to discuss the resolutions referred to it and which 
are to be considered by the House of Delegates on 
September 9, 1966. The committee was pleased with the 
excellent attendance at the session and was encouraged 
by the interest and discussion that took place. 

As has been the custom, your Committee will recom¬ 
mend action to the House. The question, however, will 
be on the resolution itself and not upon the committee 
report. All decisions were reached in accordance with 
the Faculty’s Bylaws, Article XI, Section 24. 

RESOLUTION 1S/66 
March 3, 1966 

St. Mary’s County Medical Society 
Changes in the Medical Practice Act to 
Permit Hospitals Associated with Medical 
Schools to Practice Medicine 


Whereas, The Medical Practice Act of the State of Maryland 
is interpreted as precluding the corporate practice of medicine; 
and 

Whereas, It is generally interpreted by the medical profession 
that those hospitals associated with medical schools are, in fact, 
engaged in the “corporate practice of medicine”; and 

Whereas, No adequate substitutes for the current methods have 
been forthcoming that will provide the same level of teaching 
cases for medical students, interns, and residents; therefore be it 

Resolved, That this body instruct the Legislative Committee, in 
conjunction with the Faculty’s legal counsel, to communicate 
with the proper state legislative body and propose a bill to 
amend the Medical Practice Act to allow such “corporate 
practice” in said hospitals. 

J his resolution suggests that legislative changes be 
drafted to approve or condone what is now taking place, 
d his would, therefore, be on the assumption that what 
is taking place at the present time is illegal. No court 
decision has ever been handed down to this effect. The 
Attorney-General’s office has repeatedly indicated its 
unwillingness to reach or render an opinion in this area. 

You can find as many proponents of the fact that what 
is being done is legal as you can opponents. Drafting 
such a proposed change in the law would be extremely 
difficult, if not impossible. If such a change were feasible 
and were adopted by the legislature it would then be 
subject to various interpretations through court action. 
It probably would not clarify the situation as it now 
exists and, in fact, might confuse the current wording 
of the Medical Practice Act which provides exemption 
from licensure for certain categories of physicians: 

Nothing herein contained shall be construed to apply to . . . 
any resident or assistant resident physicians or interns or 
students at hospitals in the discharge of their hospital or 
dispensary duties. 

In addition, it is our understanding that certain medical 
students, residents, interns, etc., perform part of their 
postgraduate work in practicing physicians’ offices. How 
would such a change affect these arrangements? 

Your Reference Committee, therefore, does not see 
how this situation can be clarified in a simple, under¬ 
standable manner. In the light of this, it recommends 
that this resolution not be adopted. 

RESOLUTION 2S/66 
Submitted on: April 22. 1966 
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In colicky infants Pediatric Piptal with 
Phenobarbital slows down spasm, diminishes 
pain and crying and improves feeding pat¬ 
terns. It permits sleep and rest for patient and 
family. The less than hypnotic amount of 
phenobarbital in the recommended dose 
affords a mild, calming action and enhances 
the antispasmodic action of Piptal (pipenzo- 
late bromide). The latter drug, as reported in 
the medical literature, has a favorable ratio of 
effectiveness to side-effects which is unusual 
in anticholinergics and thus is particularly 
appropriate to pediatric use. 



PEDIATRIC PIPTAL® 

WITH 

PHENOBARBITAL 

each cc. contains 6 mg. phenobarbital (warning: may 
be habit forming); 4 mg. Piptal® (pipenzolate bromide), 
and 20% alcohol. 


Pleasant-tasting Pediatric Piptal with 
Phenobarbital is miscible in milk, formulas 
and fruit juices, and may also be given by 
dropper directly on the infant's tongue. Dos¬ 
age is 0.5 cc. 15 minutes before feeding; in 
severe cases, 1.0 cc. four times daily. High 
doses may occasionally cause constipation 
with tenesmus and, rarely, flushing without 
fever. It is contraindicated in bowel obstruc¬ 
tion or sensitivity to phenobarbital or anti¬ 
cholinergics. Available in 30 cc. dropper 
bottles, droppers calibrated to deliver 0.5 cc. 


LAKESIDE LABORATORIES, INC., Milwaukee, Wisconsin 53201 
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Introduced by: George Vash, MD 

Subject: Liaison Committee to Screen all Requisi¬ 

tion Forms of Maryland State Depart¬ 
ment of Health, Bureau of Laboratories, 
Insurance Companies, and Blue Cross 
and Blue Shield, so as to Recommend 
Elimination of Unnecessary Detail 


Whereas, The physician has more paper work than is good for 
him; and 

Whereas, The trend of good medical practice is toward more 
and more laboratory procedures and insurance work; and 

Whereas, The requisitions of the Maryland State Department 
of Health, Bureau of Laboratories, as well as many insurance 
companies, are unnecessarily cumbersome; be it 

Resolved, That the Faculty’s Liaison Committee review requisi¬ 
tion forms of the Maryland State Department of Health, Bureau 
of Laboratories, Insurance Companies, and Blue Cross and 
Blue Shield, so as to recommend elimination of unnecessary 
detail; and be it 

Resolved, That sucn committee hold hearings where the affected 
physicians could voice their grievances and make appropriate 
recommendations. 

The general intent of this resolution is good. The 
form referred to in the third Whereas, with respect to 
the State Health Department’s Bureau of Laboratories, 
was, in fact, approved by the Faculty’s Liaison Com¬ 
mittee and several modifications made in it. 

The Faculty’s House of Delegates in April, 1959, 
approved a “Simplified Insurance Claim Form.” The 
American Medical Association and the Health Insurance 
Council also have been active in development of simplified 
forms. The recently developed Medicare claim form is 
an example of what can be accomplished in the way of 
simplicity and condensation of information needed for 
the processing of claims. 

It would seem that the Faculty’s Liaison Committee 
could provide a forum where aggrieved physicians could 
air their feelings and suggestions for improvements in 
claim forms. It would also enable an exchange of opin¬ 
ions to be entered into between those making payment 
under the claims and those who are required to com¬ 
plete such forms. 

The Reference Committee, therefore, recommends 
that Resolution 2S/66 be adopted. 

RESOLUTION 3S/66 
Submitted on: May 26. 1966 

Introduced by: George Vash, MD 

Subject: The Medical and Chirurgical Faculty Re¬ 

quest the State Health Department to 
Rescind Its Action in Excluding the 
Practicing Physician’s “Screening Acti¬ 
vity” From Use of State Laboratory 
Facilities 


Whereas, Current medical and lay opinion deems it the 
responsibility of every physician to practice preventive medicine 
and screen for the earliest signs of curable disease; and 

Whereas, The scope of the Maryland Public Health Laboratory, 
as defined in Section 35, Article 43, Annotated Code of Mary¬ 
land, 1965 Supplement, is, . . to provide laboratory services 
in screening or surveillance”; and 

Whereas, The Commissioner of Health has seen fit on April 18, 
1966, to define screening programs as “planned studies, within 
identifiable population groups toward the detection in early 
stages of diseases in presumably well people,” and to rule, 


“that test specimens taken by practitioners are not at the 
present time to be part of the departmental screening program;” 
therefore be it 

Resolved, That the Medical and Chirurgical Faculty of the 
State of Maryland considers arbitrary and unlawful the Com¬ 
missioner of Health’s exclusion of the practicing physician’s 
screening activity from the benefits of the Maryland State 
Department of Health Laboratory Services, and that the 
Faculty use its offices to persuade the Commissioner of Health 
to rescind this part of his directive. 

The action taken by the State Health Department in 
its April 18, 1966, communication was unanimously 
approved by the Faculty’s Liaison Committee inasmuch 
as it was in line with the Faculty House of Delegates 
policy adopted on September 12, 1958, as follows: 

Resolved, That this House of Delegates of the Medical and 
Chirurgical Faculty recommends to the State Board of Health 
and the State Health Department that they curtail the activities 
of the laboratory facilities in fields other than infectious, con 
tagious disease and, specifically, they restrict all other services 
to patients declared indigent and medically indigent under the 
Medical Care program of this State, wherever private facilities 
are available; and 

Resolved, That physicians in Maryland be urged to evaluate 
all referrals to State Health Department Laboratories to insure 
those able to pay are referred to private laboratory facilities 
where available. 

The Maryland Society of Pathologists has already 
offered free services to those borderline patients who 
do not fall within the category of indigent or medically 
indigent and who are unable to pay for diagnostic tests. 
All the physician needs to do is to so indicate on the 
referral slip sent to the laboratory with the specimens 
or the patient. 

Because the current Health Department policy 
falls into line with previous Faculty policy deci¬ 
sions reached by this House of Delegates and 
reiterated over the years, the Reference Committee 
recommends that Resolution 3S/66 be not adopted. 

RESOLUTION 4S/66 
June 15, 1966 

Baltimore County Medical Association 
Development of a Program by Maryland 
Medical Service (Blue Shield) to Pay 
Reasonable and Customary Fees to 
Physicians 


Whereas, There is an increasing demand on the part of the 
health insurance-buying public for the full coverage of fees 
for professional services; and 

Whereas, The implementation of the Medicare Program will 
undoubtedly further increase the demand for such coverage; 
and 

Whereas, Fee schedules for paid-in-full programs tend to become 
obsolete as the economy rises; and 

Whereas, Most physicians in private practice feel strongly that 
the most appropriate way to provide such coverage, on an 
insured basis, is through the medium of programs that make 
payments for professional services on the basis of reasonable 
and customary fees for covered services; now, therefore, be it 
Resolved, That the Medical and Chirurgical Faculty of the 
State of Maryland urge the Maryland Blue Shield Plan to 
develop without delay a program whereby professional fees will 
be covered on the basis of reasonable and customary charges; 
and that such program, when developed, be sold as widely as 
possible to the end that it may supersede existing scheduled fee 
program to the greatest extent practicable. 

This resolution urges Blue Shield to develop a program 
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DEMETHYLCHLORTETRACYCLINE 
300mg FILM COATED TABLETS 

are made for b.Ld. 

Effective in a wide range of everyday infections—respiratory, 
urinary tract and others—in the young and aged—the acutely or 
chronically ill—when the offending organisms are 
tetracycline-sensitive. 

Contraindication—History of hypersensitivity to 
demethylchlortetracycline. 

Warning— In renal impairment, usual doses may lead to 
excessive systemic accumulation and liver toxicity. Under such 
conditions, lower than usual doses are indicated and, if 
therapy is prolonged, serum level determinations may be 
advisable. A photodynamic reaction to natural or artificial 
sunlight has been observed. Small amounts of drug and short 
exposure may produce an exaggerated sunburn reaction which 
may range from erythema to severe skin manifestations. 

In a smaller proportion, photoallergic reactions have been 
reported. Patients should avoid direct exposure to sunlight and 
discontinue drug at the first evidence of skin discomfort. 
Precautions and Side Effects— Overgrowth of nonsusceptible 
organisms may occur. Constant observation is essential. If new 
infections appear, appropriate measures should be taken. 

Use of demethylchlortetracycline during tooth development (last 
trimester of pregnancy, neonatal period and early childhood) 
may cause discoloration of the teeth (yellow-grey-brownish). 

This effect occurs mostly during long-term use but has also been 
observed in short treatment courses. In infants, increased 
intracranial pressure with bulging fontanels has been observed. 

All signs and symptoms have disappeared rapidly upon cessation 
of treatment. Side reactions include glossitis, stomatitis, 
proctitis, nausea, diarrhea, vaginitis and dermatitis. If adverse 
reaction or idiosyncrasy occurs, discontinue medication and 
institute appropriate therapy. Anaphylactoid reactions 
have been reported. 

Average Adult Daily Dosage: 150 mg q.i.d. or 300 mg b.i.d. Should 
be given 1 hour before or 2 hours after meals, since absorption 
is impaired by the concomitant administration of high calcium 
content drugs, foods and some dairy products. 

Capsules: 150 mg; Tablets: film coated, 300 mg, 150 mg, and 75 
mg of demethylchlortetracycline HCI. 
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A Division of American Cyanamid Company, Pearl River, New York 



whereby it would pay the physician his “reasonable and 
customary” charges, providing full coverage to the 
patient, and that Blue Shield sell this program as widely 
as possible. 

Essentially, this is in line with the various actions that 
have been taken by the Faculty in recent months. Dis¬ 
cussions are now taking place to ensure payment of 
“usual and customary” fees by the State Health De¬ 
partment in the operation of its medical care programs; 
with the Workmen’s Compensation Commission; with 
other state agencies; and, of course, this is the basis for 
payment of physicians’ fees under the Medicare program 
that went into effect July 1, 1966. 

At the Reference Committee meeting, Mr. Denwood 
Kelly, the executive director of Blue Shield, stated that 
on instructions from the Blue Shield Board of Trustees 
a study is already underway to ascertain the feasibility 
of such a program. Nevertheless, the representative of 
the Baltimore County Medical Association and the 
Reference Committee itself believe that the Faculty 
should go on record to this effect. 

Your Reference Committee, therefore, recom¬ 
mends that Resolution 4S/66 be adopted. 

RESOLUTION 5S/66 
June 15, 1966 

Baltimore County Medical Association 
Payment of Reasonable and Customary 
Fees for Professional Services under 
Title XIX of PL 89-97 

Whereas, The passage of Public Law 89-97, commonly known 
as the Medicare Act, amends the Social Security Act by cre¬ 
ating, under Title XVIII, a program of health insurance for 
the aged and, under Title XIX, a program of grants to states 
for medical assistance programs; and 

Whereas, Under both programs it is the clear intent of the 
Congress that payment for care provided thereunder shall be 
on the basis of reasonable cost or charges; and 
Whereas, Under Title XIX of Public Law 89-97, the state and 
federal governments are jointly responsible for paying the 
reasonable cost of the provision of medical care for disad¬ 
vantaged persons; and 

Whereas, Government’s assumption of the cost of such care 
removes the beneficiaries under such programs from the medi¬ 
cally indigent category; and 

Whereas, It is not the intent of Public Law 89-97 to interfere 
in any way with the close personal relationships between 
beneficiaries and their physicians, nor to adversely affect the 
quality of medical care because of inadequate financing of the 
cost of such care; and 

Whereas, It has been clearly demonstrated in the Military 
Dependents Medical Care Program that average payments for 
professional services have been consistently lower in those areas 
in which such payments have been made cm the basis of rea¬ 
sonable and customary charges, without published fee schedules, 
than in those in which published fee schedules were used; now, 
therefore, he it 

Resolved, That the Medical and Chirurgical Faculty of the State 
of Maryland, representing the practicing physicians in Maryland, 
develop with the Maryland State Department of Health, at the 
earliest possible date, a program of health care for the dis¬ 
advantaged, under the provisions of Title XIX of Public Law 
89-97, under which all payments for professional services shall 
be on the basis of reasonable and customary charges; and he it 
further 

Resolved, That copies of this resolution be sent to the Governor 
of the State of Maryland, the Budget Bureau of the State of 
Maryland, the Maryland State Board of Health and Mental 
Hygiene, and the Commissioner of Health of the State of 
Maryland. 


This urges development of a program whereby "usual 
and customary” fees would be paid for services to be 
provided under Title XIX of PL 89-97 (the so-called 
Medicare law). Title XIX provides for payment of fees 
for care rendered under the indigent and medically indi¬ 
gent program that has been in operation in Maryland 
for many years. 

In September, 1965, the Faculty’s House of Delegates 
approved payment of “usual and customary” fees to pri¬ 
vate practicing physicians rendering care to . . . medical 
care program patients. In April, 1966, the Faculty’s 
House of Delegates reaffirmed this concept and author¬ 
ized appointment of a committee to deal with (a) all 
problems relating to PL 89-9 7 as it pertains to physicians’ 
services; and (b) to deal with the fiscal intermediary 
for physicians’ fees as they pertain to Title 18 or 19 of 
this law. 

It would seem that this resolution is a reiteration of 
current Faculty policy, with the additional proviso that 
various officials in the state government be informed of 
this policy. The Reference Committee heard and agrees 
that this is one of the most important pieces of legisla¬ 
tion that has come before us in a long time and it is 
important that we take a stand for the future, and it 
is therefore imperative to act now. 

Your Reference Committee, therefore, recom¬ 
mends that Resolution 5S/66 be adopted. 

RESOLUTION 6S/66 
July 12, 1966 

William G. Speed, III, MD, chairman, 
Fee Schedule Committee 
Billing on Workmen’s Compensation 
Cases at Physician’s “Usual, Customary 
and Reasonable Fees” 


Whereas, The present provisions of the Workmen’s Compensa¬ 
tion Law, Article 101, Section 37 (c), reads as follows: 

“All fees and other charges for such treatment and services 
shall he be subject to regulation by the Commission, and 
shall he limited to such charges as prevail in the same com¬ 
munity for similar treatment of injured persons of a like 
standard of living.”; 
and 

Whereas, The trend today is toward payment of the physician’s 
usual, customary and reasonable fees; and 

Whereas, Hospitals throughout the state are permitted to hill 
carriers or others on the basis of their posted charges, without 
obtaining permission for any increases in such charges; now, 
therefore, he it 

Resolved, That the House of Delegates of the Medical and 
Chirurgical Faculty of the State of Maryland go on record as 
urging its members to submit bills for payment of “usual, 
customary and reasonable fees” for treatment of Workmen’s 
Compensation Cases, as well as all other governmental agencies. 

This resolution, introduced by the Chairman of the Fee 
Schedule Committee, was prepared after an informal 
discussion with the representatives of the “Continuing 
Committee to Study Medical and Surgical Fees Applicable 
to Workmen’s Compensation,” a committee named by the 
Workmen’s Compensation Commissioner. 

This is in line with the approval of the Council at 
its June, 1966, meeting when it authorized the Fee 
Schedule Committee to discuss with the appropriate 
persons the payment of usual and customary fees under 
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the Workmen’s Compensation Law. This is also in line 
with current Faculty policy providing for payment of 
usual and customary fees rather than having fixed fee 
schedules. 

The resolution appears to be one mechanism for pub¬ 
licizing this information to the Faculty membership. It 
does not appear to be in violation of any antitrust regu¬ 
lations, inasmuch as it does not establish fees per se, but 
only urges members to bill at the “usual and customary” 
rates. 

Your Reference Committee, therefore, recom¬ 
mends that Resolution 6S/66 be adopted. 

The Reference Committee wishes to thank those who 
took the time to appear before it, as well as the com¬ 
mittee members and the office staff for their research 
and assistance in preparing this report. Your committee 
also again urges individual members, as well as members 
of the House of Delegates, to take advantage of the 
opportunity of appearing at the meeting and expressing 
themselves on the subjects under discussion. 

Respectfully submitted 
Everett S. Diggs, MD, Chairman 
DeWitt E. DeLawter, MD 
Howard F. Kinnamon, MD 
Herbert H. Leighton, AID 
Lawrence R. Wharton, Jr., AID 


INTRODUCING I 
A NEW CONCEPT 

in 

BOOKKEEPING 

and 

TAX SERVICES 

This Service, used by hundreds of Professional 

men in New England, is now being introduced 

in Maryland. 

WHAT YOU DO — 

Maintain a checkbook—one which we have 
especially designed for Physicians 

WHAT WE DO — 

— we prepare MONTHLY STATEMENTS 
of Income and Expense 

— we prepare QUARTERLY AND FINAL 
PAYROLL RETURNS 

— we prepare and adjust QUARTERLY 
DECLARATIONS OF ESTIMATED 
TAXES 

— we prepare STATE AND FEDERAL 
INCOME TAXES, ready for signature 

— we prepare a CONFIDENTIAL COST 
ANALYSIS 

— we relieve you of the burden of BOOK¬ 
KEEPING AND TAXES and leave you 
free to practice medicine. 

FOR COMPLETE INFORMATION, with no 
obligation, call or write 

FEDERATED BUSINESS 
SERVICES, INC. 

Box 580 

Randallstown, Maryland Tel. 655-2552 

K. Merrill Sumey, Resident Manager 
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SQUIBB NOTES ON THERAPY 


“‘Tranquilizer’ is not a good word ” 1 


T HIS classification is psychologi¬ 
cally too seductive, pharmaco¬ 
logically too unspecific, and in 
terms of results not infrequently 
untrue." 2 

What is a tranquilizer? According 
to the 24th Edition of Dorland's 
Medical Dictionary 3 a tranquilizer 
is "an agent which acts on the 
emotional state, quieting or calm¬ 
ing the patient without affecting 
clarity of consciousness." 

Defining a drug by its effects, how¬ 
ever, can be misleading. The same 
effects by which the dictionary 
defines a tranquilizer have some¬ 
times been seen after administra¬ 
tion of a sedative — or, for that 
matter, a placebo. 

Ambiguous though the term may 
be, it appears to be here to stay. 
The 1966 edition of the Physicians' 
Desk Reference'’ lists 42 tranquil¬ 
izers indicated for treatment of 
anxiety and apprehensive states. 

'Tranquilizers' have differences in 
action, differences in effect 

Although all tranquilizers are in¬ 
tended to calm anxious patients 
there are differences in their 
actions — and in their effects. They 
have been divided into three cate¬ 
gories — the rauwolfia group, the 
'minor' tranquilizers, and the phe- 
nothiazines. 5 

Although the tranquilizing effect 
of rauwolfia has been known for 
centuries, its use as an antipsy¬ 
chotic agent in current practice 
has diminished. 5 

A 'minor' tranquilizer is often pre¬ 
scribed to achieve more than one 
effect. Thus, besides being tran¬ 
quilizers some of these com¬ 
pounds may be muscle relaxants, 
antihistaminics with some calming 
action, anticholinergic sedatives, 
or antispasmodics. 5 
The phenothiazines are considered 
'major' tranquilizers because they 
alter psychotic behavior. 1 This clas¬ 
sification may have done them 
more harm than good because it 
implies that the phenothiazines 
should be reserved for the more 


severely disturbed. This is not nec¬ 
essarily true. 

The phenothiazines — and the 
problem of sedation 

One of the problems of prescrib¬ 
ing phenothiazines for ambulatory 
patients has been the fear that ex¬ 
cessive sedation will impair the 
patient's ability to function. This, 
however, is less of a problem with 
some of the phenothiazines. 
"Clinically they may be differenti¬ 
ated primarily in terms of their 
potency and the extent of their 
sedative effect, which appear to be 
inversely proportional. That is, the 
least potent, the one which is used 
in highest dosage, chlorpromazine, 
is the most sedative, while the re¬ 
verse holds true for fluphenazine." 4 
In a recent report on various stud¬ 
ies conducted over several years 
evaluating 360 patients treated for 
anxiety and stress with seven phe¬ 
nothiazines, this inverse relation¬ 
ship of potency to sedation was 
confirmed. 7 Also under considera¬ 
tion was the degree to which the 
particular phenothiazines neutral¬ 
ized anxiety (the angolytic index). 
Interestingly enough there was, 
again, an inverse relationship. The 
most sedative of the phenothia¬ 
zines appeared to be the least 
active in neutralizing anxiety. Flu- 


Contraindications: Do not use with high doses of 
hypnotics or in patients with subcortical brain 
damage. Use with caution in patients with a his¬ 
tory of convulsive disorders. Severe reactions may 
occur in patients with idiosyncrasy to other cen¬ 
trally-acting drugs, and severe hypotension may 
occur in patients with special medical disorders, 
e.g. mitral insufficiency and pheochromocytoma. 
Precautions: Effects of atropine, anesthetics and 
C.N.S. depressants may be potentiated. Hypoten¬ 
sion may occur in patients undergoing surgery. Do 
not use epinephrine for treatment of the hypo¬ 
tensive reactions which may appear in patients on 
phenothiazine therapy. 

Side Effects: Extrapyramidal reactions, allergic skin 
reactions, the possibility of anaphylaxis, drowsi¬ 
ness, visual blurring, dizziness, insomnia, nausea, 
anorexia, salivation, edema, perspiration, dry 


phenazine, one of the least seda¬ 
tive, on the other hand, was found 
to be most effective in relieving 
anxiety. 7 


RELATIVE SEDATIVE AND 
ANGOLYTIC INDICES OF 
PRINCIPAL PHENOTHIAZINES* 

BASED ON 


SEDATIVE ANGOLYTIC STANDARD 


DRUG 

INDEX 

INDEX 

DOSE OF 

Chlorpromazine 

100 

15 

25 mgs. 

Triflupromazine 

100 

15 

25 mgs. 

Thioridazine 

90 

17 

25 mgs. 

Perphenazine 

15 

25 

4 mgs. 

Carphenazine 

25 

25 

25 mgs. 

Trifluoperazine 

3.3 

95 

2.0 mgs 

Fluphenazine 

3.5 

100 

2.5 mgs 


•adapted from Sainz 7 


Prolixin is therapeutically effective 
without excessive sedation 

When used as a 'tranquilizer' in 
general medical practice, in many 
patients Prolixin (Squibb Fluphe- 
nazine Hydrochloride) suppresses 
anxiety, but not normal activity. 
These two features are of particu¬ 
lar importance to patients who 
must be able to live and work with¬ 
out their normal daily activities 
being restricted. 

Because of its longer duration of 
action, Prolixin, in doses of as little 
as one to three milligrams in adults, 
generally taken once a day, is ef¬ 
fective in maintaining many pa¬ 
tients free of their symptoms ol 
anxiety and tension. 


mouth, abnormal lactation, polyuria, hypotension, 
and jaundice and biliary stasis may occur. Routine 
blood counts are recommended to determine pos¬ 
sible blood dyscrasias; if symptoms of upper res¬ 
piratory infection occur, discontinue drug and 
institute appropriate therapy. 

Available: 1 mg. tablets. Bottles of 50 and 500. 

For full prescribing information, see package insert 
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eczema: scourge of childhood 



R. R., Age 11 — Before treatment- 
atopic eczema of long standing 


ARISTOCORT* Triamcinolone AcetonideTopicals have 
proved exceptionally effective in the control of various 
forms of childhood eczema: allergic, atopic, nummular, 
psoriatic, and mycotic. 

In most cases responsive to topical ARISTOCORT, 
the 0.1 % concentration is sufficiently potent. The 0.5% 
concentration provides enhanced topical activity for 
patients requiring additional potency for proper relief. 

Administration and Dosage: Apply sparingly to the affected 
area 3 or 4 times daily. Some cases of psoriasis may be more 
effectively treated if the 0.1% Cream or Ointment is applied 
under an occlusive dressing. 

Contraindications: Tuberculosis of the skin, herpes simplex, 
chicken pox and vaccinia. 

Precautions and Side Effects: Do not use in the eyes or in 
the ear (if drum is perforated). A few individuals react un¬ 
favorably under certain conditions. If side effects are en¬ 
countered, the drug should be discontinued and appropriate 
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After treatment —with ARISTOCORT 
Topical Ointment 0.1% for two weeks 


measures taken. Use on infected areas should be attended 
with caution and observation, bearing in mind the potential 
spreading of infection and the advisability of discontinuing 
therapy and/or initiating antibacterial measures. Generalized 
dermatological conditions may require systemic corticoster¬ 
oid therapy. Steroid therapy, although responsible for remis¬ 
sions of dermatoses, especially of allergic origin cannot be ex¬ 
pected to prevent recurrence. The use over extensive body 
areas, with or without occlusive nonpermeable dressings, 
may result in systemic absorption. Appropriate precautions 
should be taken. When occlusive nonpermeable dressings 
are used, miliaria, folliculitis and pyodermas will sometimes 
develop. Localized atrophy and striae have been reported 
with the use of steroids by the occlusive technique. When 
occlusive nonpermeable dressings are used, the physician 
should be aware of the hazards of suffocation and flamma¬ 
bility. The safety of use on pregnant patients has not been 
firmly established. Thus,do not use in large amounts or for 
long periods of time on pregnant patients. 

Packages: Tubes of 5 Gm. and 15 Gm.; V 2 lb. jar. 
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Chapter 11. Four Revolutions in Medical Care. 


“Man individually and collectively will become increas¬ 
ingly dependent upon medicine as knowledge advances, 
regardless of how medical services are to be organized, 
practiced, or financed.” 1 

This history of the Baltimore City Hospitals is 
concerned principally with the evolution of the 
Almshouse into a modern hospital, the social de¬ 
mands and scientific advances which brought 
about this transfiguration, and the changing atti¬ 
tudes of the community toward Welfare patients. 
If a revolution dififers from evolution by being 
apparent to contemporary society, it is possible to 
identify four revolutions influencing medical care 
in Baltimore since the founding of the Baltimore 
City and County Almhsouse in 1773. The follow¬ 
ing revolutions were common to all the larger 
American cities: 

1. Improvements in Licensure and Medical Edu¬ 
cation 

Starting in the 1790’s, a group of leading prac¬ 
titioners in BaHimore became concerned with the 
low level of medical care in the city. They were 
concerned not only with quacks and charlatans 
who were in practice, but also with education of 
young doctors. Attempts to establish a state licen¬ 
sure board resulted in legislative action and the 
founding of the Medical and Chirurgical Faculty 
in 1799. A number of the physicians interested in 
improving licensure procedures had participated 
in the founding of a private medical school in the 
1790’s under the leadership of Andrew Wiesen- 
thal (1762-1798). The efforts to establish a per¬ 
manent Medical School in the 1790’s were unsuc¬ 


cessful, but opened the way to the founding of the 
College of Medicine of Maryland in 1807. 2 

This movement toward improvement in the 
quality of practicing physicians, although essen¬ 
tially a reform movement based on economic con¬ 
siderations, was nevertheless an essential step in 
the progress of medicine from a trade to an 
intellectual discipline. 

2. Introduction of the Scientific Method and a 
Humane Attitude 

In the 1830’s and 1840’s, the combination of 
improved physical examination (based on Laen- 
nec’s work) and history taking, increased correla¬ 
tion of clinical and postmortem findings and the 
beginning of statistical analysis brought about a 
revolution in the understanding of disease. This 
revolution was introduced to Baltimore by Dr. 
William Power in the years following 1840. A 
graduate of the University of Maryland School of 
Medicine in 1835, he had been a student at the 
Almshouse in 1834. He followed this experience 
with five years of work in Paris with Pierre 
Louis. As resident physician at Calverton (the 
Baltimore City Almshouse in 1840), he intro¬ 
duced careful medical history taking, new meth¬ 
ods of percussion and auscultation, proper prog¬ 
ress notes, and clinical pathological correlations. 
This scientific approach to medicine, still the basis 
of good medical care, flourished at the Almshouse 
and brought to the inmates the best medical care 
available in the United States. This major ad¬ 
vance was introduced by a single physician who 
brought to America the foremost scientific ideas 
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then being developed in Paris. 

Anesthesia, aseptic surgery and new drugs to 
combat infections, avitaminosis and endocrinopa- 
thies are all important scientific discoveries, but 
had no special development at Baltimore City 
Hospitals. 

Another important advance in medical care dur¬ 
ing this period was the changing attitude toward 
patients. Although these attitudes arose in relation 
to psychiatric patients (“moral treatment”), there 
is evidence that they were in use at the Baltimore 
City Almshouse following the year 1829. This 
theory of psychiatric etiology was based on the 
belief that insanity was a result of situational, 
social and genetic factors rather than possession 
by demons. This humanitarian attitude toward the 
insane in Baltimore was centered at the Maryland 
Hospital, located on the present site of the Johns 
Hopkins Hospital, and apparently was diffused to 
the Baltimore Almshouse from the physicians in 
charge. This attitude toward the insane was also 
an import from France where Phillip Pinel 
(1755-1826) had crusaded for better treatment 
for the insane. This is the earliest example of the 
influence of psychiatric thought on the general 
care of patients. Tater, the influence of Sigmund 
Freud and Adolph Meyer was to insist that the 
insane were victims of adverse personal, social 
and genetic factors rather than sinners persecuted 
by an unjust God. 

3. Medicine, an Academic Profession 

A third revolution was the removal of the 
laboratories from the wards into the university 
research unit where body fluids and tissues could 
be studied and analyzed. Although this separation 
of the physician and the laboratory man has 
brought on some of the difficulties of specializa¬ 
tion (and interest in the laboratory results rather 
than in the patient), it nevertheless brought the 
diagnosis of disease into a scientific and intellectu¬ 
al setting, with a result of untold improvement in 
medical treatment. At the Bay View Asylum, this 
influence was stimulated by the founding and 
interest of the Johns Hopkins Medical School. 3 
The research laboratory itself had originated and 
flourished in the German medical atmosphere of 
the late 19th century. 

In the same way that the clinical laboratory was 
incorporated into the academy, so the training of 
the physician was removed from the proprietary 


school into the university medical school. Physi¬ 
cians were not to be practitioners only; they must 
also he scholars learning how to approach new 
and unexpected problems, rather than mastering 
the booklearning and lectures appropriate to the 
past. 4 

4. The Revolution of Rising Expectations 

The present revolution is both social and scien¬ 
tific. It is a revolution in the demand for the fruits 
of recent medical research. It is to be paid for by 
the federal government. It differs from the three 
previously discussed revolutions (which were 
largely narrow reform movements within the 
medical community to meet obviously acute exist¬ 
ing problems) in that its impetus comes from 
political sources and looks toward the future. It 
has some of the features of previous revolutions 
in that it takes on a specific pragmatic American 
form, but originated in Europe (Germany, Scan¬ 
dinavian countries and Great Britain). Whether 
manifest in Medicare, in the Heart Disease, 
Cancer and Stroke Program, or in the many 
slogans of charitable health organizations, public 
opinion is informed by a belief that medical care 
can actually perform miracles in maintaining or 
improving health, and that it is not doing so. 
There is the assumption that all that is needed to 
accomplish these miracles is sufficient money. 

These assumptions are, at best, debatable; that 
there is a revolution of rising expectations in 
regard to medical care can hardly be denied. 

What is the Source of These Expectations? 

A. In a previous chapter we have quoted L. J. 
Henderson’s estimation that it was not until 
around 1912 that a random patient with a random 
disease consulting a randomly selected physician 
stood better than a 50-50 chance of benefiting 
from the encounter. But even these odds were 
based on solid and often brilliant achievement. 
Public health measures had shown that it was 
possible to eliminate or control many diseases de¬ 
pendent on vectors or water pollution. Vaccines, 
serums, antitoxins and a few chemotherapeutic 
agents had been proved to be potent. Surgery 
could be performed safely and painlessly. 

But these advances did not affect the average 
person in his everyday life. Preventive measures 
do not solve individual problems. Medicine, how¬ 
ever brilliant its accomplishments, still was in- 
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and Peripheral Vascular Disorders* 


‘"Nocturnal cramps occurring in the calf muscles "... nocturnal cramps may be the presenting symp- 
and small muscles of the feet have been encoun- toms of patients with arteriosclerosis obliterans, deep 
tered in a significant number of diabetic patients." 1 thrombophlebitis, varicose veins, osteoarthritis..." 2 


now... specific therapy for night leg cramps 
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TM 


Consistently effective, QUINAMM provided com¬ 
plete relief in 94% of 200 patients studied, many 
of whom were severe cases refractory to other 
medication. 3 Your prescription for one tablet at 
bedtime often controls painful night cramps with 
the initial dose .. . helps restore restful sleep. 
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QUINAMM Composition: Each white, beveled, compressed tablet 
contains: Quinine Sulfate 4 grains (250 mg.), Aminophylline 3 grains 
(200 mg.). Precautions: Aminophylline may produce intestinal 
cramps in some instances, and quinine may produce symptoms of 
cinchonism, such as tinnitus, dizziness, and gastrointestinal distur¬ 
bance. Discontinue use if ringing in the ears, deafness, skin rash, or 
visual disturbances occur. Contraindication: QUINAMM is contra¬ 
indicated in pregnancy because of its quinine content. Dosage: 
One tablet upon retiring. Where necessary, dosage may be in¬ 
creased to one tablet following the evening meal and one tablet 
upon retiring. Supplied: Bottles of 100 and 500 tablets. Caution: 
Federal law prohibits dispensing without prescription. References: 
1. Shuman, C.: Am. J. Med. Sci., 225:54, 1953. 2. Perchuck, E., et 
al.: Angiology, 12:102, 1961. 3. Rawls, W. B., et al.: Med. Times, 
87:818, 1959. 
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UP TO 10-12 HOURS’ CLEAR BREATHING ON ONE TABLET 

Dimetapp® Extentabs® 

(Dimetane® Ibrompheniramine maleate], 12 mg.; phenylephrine HCI, 15 mg.; phenylpropanolamine HCI, 15 mg.) 


In sinusitis, colds, or U.R.I., 

Dimetapp lets congested patients 
breathe easy again. Each Extentab 
brings welcome relief all day or all night, 
usually without drowsiness or over- 
stimulation. Its key to success? The 
Dimetapp formula —Dimetane (brom¬ 
pheniramine maleate), a potent anti¬ 
histamine reported in one study to have 
elicited side effects as few as the placebo,* 
teamed with decongestants phenyl¬ 
ephrine and phenylpropanolamine- 
in a dependable 10- to 12-hour form. 

’Schiller, I. W., and Lowell, F. C.: New England 
J. Med. 261:478, 1959. 


Contraindications: Patients hypersen¬ 
sitive to antihistamines. Not recom¬ 
mended for use during pregnancy. 

Precautions: Until the patient’s 
response has been determined, he 
should be cautioned against engaging 
in operations requiring alertness. 
Administer with care to patients with 
cardiac or peripheral vascular 
diseases or hypertension. 

Side Effects: Hypersensitivity 
reactions including skin rashes, 
urticaria, hypotension and thrombo¬ 
cytopenia have been reported on 


rare occasions. Drowsiness, lassitude, 
nausea, giddiness, dryness of the 
mouth, mydriasis, increased irritability, 
or excitement may be encountered. 

Dosage: 1 Extentab morning 
and evening, or as needed. 

Supplied: Bottles of 100 and 500. 

Also available: Dimetapp® Elixir for 
conventional t.i.d. or q.i.d. dosage. 

See package insert for further details. 
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takes the nervous edge off the pain 
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(Warning: may be habit forming) 
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analgesic that calms 
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Contraindications: Hypersensitivity to any ingredient. 
Precautions: As with all phenacetin-containing products, avoid 
excessive or prolonged use. 


Side Effects: Side effects are uncommon —nausea, constipation, 


and drowsiness have been reported. 
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formed by the age-old caution primum non no- 
cere —do not get in the way of nature. 

Dr. William Welch (1850-1934), under the 
influence of Julius Cohnheim (1839-1884), was 
one of the first to articulate 5,6 the new philosophy 
that nature alone does not always cure, and that 
actually the reparative response to disease may be 
deleterious to the organism as a whole. “The 
agencies employed by nature may be all that can 
be desired; they may, however, be inadequate, even 
helpless, and their operation may add to existing 
disorder. There is ample scope for the beneficent 
work of the physician and surgeon.” 5 "Phis new 
attitude opened the way to an activist approach to 
treatment. 

Following the 1920’s with the discovery of a 
treatment for pernicious anemia, of vitamins, in¬ 


sulin and, above all, the antibiotics, there has been 
a crescendo in the ability to cure infections, re¬ 
place absent hormones, and supply needed vita¬ 
mins. Nor has the surgeon been completely satis¬ 
fied with the treatment of diseases. Plastic, ortho¬ 
pedic and cardiac surgeons have advanced into the 
fields of repair, reconstruction and prevention. 

Most of these advances in activist medicine 
have been centered in the hospital. Furthermore, 
they affect a large number of people in their daily 
lives, with increasing emphasis on return to work. 
The hospital has indeed become an important 
community resource. 

B. But the hospital solves other problems than 
those of strictly medical concern. Increasingly the 
domiciliary and financial problems of the chroni¬ 
cally ill will be thrown on the hospitals. Even for 



TABLE 2 



HOW THE STATE OF MARYLAND GRADUALLY TOOK OVER 

RESPONSIBILITY 

FOR COMMUNITY NEEDS ORIGINALLY 

MET BY ALMSHOUSE 



Year in which 


Year in which 

State took 


Community need met 

State took some major respon- 


Date by Almshouse 

responsibility 

sibility 

Where 

1773 Housing of pauper infirm j 

Housing of pauper sick 


1964* 

Nursing Homes 

Housing of pauper insane 

1828, 1901, 1910 

1943 

State Mental Hospitals 

Housing of foundlings | 

Housing of orphans 

Care of acutely ill 


1964 

Foster Homes 

Housing of vagrants 


1933 

City Jail 

Housing of prisoners awaiting trial 
Prisoners serving sentences 


1811 

State Penitentiary 

1818 Source of medical teaching material 



1890 Housing of tuberculosis patients 

1908 Sabillasville 

1964 

State Tuberculosis 


(Victor Cullen) 

Hospitals 


1913 Pine Bluff 
1923 Henry ton 
1926 Mt. Wilson 



1942 Center for study of aging 




(National Institute of Health) 




1960 Infectious disease hospital 


1964 


for Baltimore 




1962 Center for care of chronically ill 


1964* 

State Chronic 




Disease Hospitals 

♦In 1964, the State of Maryland through the Kerr-Mills Act began to 

pay 80% 


of hospital costs for care of patients. Medi 

care started July 1, 

1966. 
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the patient who cannot be cured or radically 
improved, the hospital is expected to rehabilitate, 
comfort, house and give continuous medical care. 
“Social” admissions to hospitals are increasing. 
Families having an older generation in the house¬ 
hold are increasingly depending on hospitals to 
admit and take responsibility when there is a 
space, social or nursing problem. As hospitaliza¬ 
tion becomes a right, paid for and directed by the 
federal government, there will be increasing pres¬ 
sure to hospitalize patients for social and nursing 
needs. These demands will perhaps fall most 
heavily on municipal and state hospitals which are 
already set up to care for the social problems of 
the elderly and chronically sick. 

The two Tables in this discussion attempt to 
summarize some of the factors influencing medi¬ 
cal care at the Baltimore City Hospitals. They 
have been compiled with much oversimplificaton. 
Table 1 attempts to place medical care at the 
Baltimore City Hospitals among the wider finan¬ 
cial, cultural, philosophical and medical trends of 
the times. 

Table 2 is an equally oversimplified attempt to 
show how the multipurpose Almshouse developed 
into a hospital as the State of Maryland took over 
many of the non-hosoital functions. Not men¬ 


tioned in Table 2 is the fact that in 1962 most of 
the pauper infirm (ambulatory) were transferred 
to nursing homes to make room in the former 
Infirmary for patients with chronic diseases. The 
Baltimore City Welfare Department now has the 
responsibility of housing foundlings and orphans 
(foster children), although the Baltimore City 
Hospitals still has the responsibility of giving 
them medical care. 

Initially the State of Maryland took the respon¬ 
sibility for inmates of the Almshouse by moving 
various groups out to different institutions. With 
the Kerr-Mills Act and Medicare, the State of 
Maryland assigns funds for care of patients with¬ 
in the Baltimore City Hospitals. 
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For your anxious patients who must 
remain active, ‘Stelazine’ offers a specific, 
incisive antianxiety effect that can calm 
excessive anxiety without producing 
annoying dulling effects. On ‘Stelazine’ 
patients react more normally to stresses 
and at the same time remain alert enough 
to carry on their normal activities. 



Before prescribing, the physician should be familiar with the complete prescribing 
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statement. Contraindications: Comatose or greatly depressed states due to C.N.S. 
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Pathologists , Hospitals and Society: 

A Pathologist’s Plea for Necessary Autonomy 


In recent months pathologists seem to have been 
the object of growing dissatisfaction among the 
lay public as well as the medical profession gener¬ 
ally, dissatisfaction originating from uncertainty 
as to our interests and motives. The advent of 
Medicare, its accompanying regulations concern¬ 
ing laboratory service, and our desire to protect 
and preserve pathology as a specialty practice of 
medicine have made it necessary to state our 
position, needs and desires repeatedly. Not a little 
notoriety has occurred with the lodging this year 
of an antitrust suit against pathologists and our 
professional societies. It seems appropriate, there¬ 
fore, to attempt to explain our position and to 
correct some of the misconceptions arising from 
these events, for it is apparent that many of our 
problems, motives and goals have not been made 
clear to the rest of the profession. Perhaps if a 
measure of insight into some of these problems is 
attained, the rest of the profession will support 
pathology and pathologists more vigorously in this 
difficult period. This support will be most oppor¬ 
tune, since there is ample evidence at this time to 
suggest that the fate of pathology will presage the 
future of medical practice in this country. 

Most pathologists who have responsibility for a 
broad based, non-private laboratory sendee are 
interested in at least some degree of autonomy. 
The desire for autonomy at times has been equat¬ 
ed with a desire for increasing personal gain. Tt 
cannot be guaranteed that this motive is non- 


JOHN E. ADAMS, MD 
Chief of Pathology- 
Greater Baltimore Medical Center 

existent, but there are many more important rea¬ 
sons why a degree of autonomy is essential to the 
satisfactory practice of pathology. Pathologists 
are subject to many opposing pressures from 
other physicians and hospital administrations. 
While hospital administrations demand economi¬ 
cal practice and require evidence of rapid amorti¬ 
zation, clinicians require a broad base of accurate 
and rapid service, together with an ever increasing 
scope of operation. It is difficult in the average 
hospital to increase scope to include more expen¬ 
sive and less popular tests because the necessary 
equipment and personnel are difficult to justify 
economically. In this period of rapidly rising 
hospitalization costs, administrations are necessar¬ 
ily preoccupied with per diem costs and a bal¬ 
anced operating budget. Understandably, they are 
not easily enamored of the idea of supporting 
activities in a semi-research or fiscally unsound 
category. 

Satisfactory laboratory service begins with the 
collection of a specimen and ends with a legible 
report on the patient’s chart in a short period of 
time. Between these limits are myriads of interme¬ 
diate and ancillary services upon which the path¬ 
ologist must depend and over which, in most 
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cases, he has a highly variable, and far less than 
complete, control. With respect to sources of 
problems, the actual performance of the tests 
assumes secondary importance. If there is a 
breakdown in any of the steps between specimen 
collection and test reporting, the pathologist’s 
effectiveness is jeopardized, notwithstanding that 
many of the intermediate steps may be beyond the 
pathologist’s control. When a test cannot be com¬ 
pleted because a line of supply is disrupted, per¬ 
sonnel are unavailable or a piece of equipment is 
not on hand, the pathologist must assume respon¬ 
sibility for a defect in laboratory management. He 
therefore must be concerned with as much auton¬ 
omy as he can attain, since he must otherwise 
assume total responsibility without total control. 

One prime motivation for seeking a career in 
medicine is independence, with the ability to di¬ 
rect one’s own course under minimal outside influ¬ 
ence. Most physicians jealously guard this degree 
of independence and sacrifice considerably in oth¬ 
er areas in order to attain and preserve it. Pathol¬ 
ogists are no different from other physicians in 
this regard. A considerable sacrifice of independ¬ 
ence is involved in the practice of pathology, 
which pathologists must be willing to accept as 
inherent in the practice. Yet at the same time, we 
should not be unduly criticized for attempting to 
seek as much independence as possible. 1 expect 
that if a satisfactory degree of autonomy were 
allowed the average pathologist, he would be de¬ 
lighted to have his financial arrangements and 
records examined by anyone who might care to 
look. 

Other current criticisms are that pathologists 
have attempted to keep laboratory costs at an 
artificially high level and that they have tended to 
stifle competition from nonpathologist-directed lab¬ 
oratories by tacit internal trust agreements. It is 
true that pathologists believe laboratories dealing 
in the diagnosis of human disease should be di¬ 
rected by a physician who has special training in 
such supervision and that other direction may 
carry risks which are unnecessary and unwise. 
This is no different from the belief of most 
physicians that each specialty is best practiced by 
physicians trained in that specialty. It is as diffi¬ 
cult to consider this belief in pathology as a trust as 
it is to consider every specialty practice as a trust. 
The concept has been misconstrued because of the 
business aspect of the practice of pathology. 


Through the years, it has been the custom of 
hospitals to assign unrealistically low values to the 
cost of various phases of hospital care such as the 
patient room, nursing, and other ancillary serv¬ 
ices, while depending upon pathology and radiol¬ 
ogy laboratories to provide a margin of profit 
sufficient to balance the books. Reimbursement by 
major hospitalization insurance plans is largely 
geared to this concept. Hospitals cannot agree to 
the lowering of laboratory charges to more appro¬ 
priate levels without raising the costs of other 
hospital services. Insurers are not yet ready to 
accept the concept of strict cost accounting of all 
hospital services and hospitals are powerless to 
correct the situation until the insurers can cooper¬ 
ate. Until insurers are able to readjust their reim¬ 
bursement methods to allow hospitals to assign 
true cost figures to the cost of the various patient 
care services, pathologists will be powerless to 
reduce the cost of laboratory tests. Pathologists 
for years have been anxious to escape from the 
yoke of supporting other hospital services, but 
until cost accounting procedures are instituted and 
insurance reimbursement is adapted to this con¬ 
cept, laboratory charges will not come down. 

One accurate definition of a satisfactory prac¬ 
tice of pathology is laboratory service provided 
with all possible speed, accuracy and at the lowest 
possible cost to the patient. Pathologists accept 
this definition as their major aim; however, with¬ 
out a degree of autonomy sufficient to control 
most operations upon which the laboratories are 
dependent, and freedom to set laboratory charges 
at their true value without a built-in profit margin 
to carry other hospital services, pathologists will 
be unable to achieve this goal. 
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he common cold and the aging patient 

Louis J. Vorhaus, II, M.O., F.A.C.P. 



Effects of aging on the anatomic and physiologic aspects of the respiratory apparatus. 

The chest becomes more fixed, less mobile and less elastic as the bronchial walls and thoracic ligaments lose elasticity. 
The diaphragm and intercostal muscles atrophy and weaken. The lungs become smaller, flabbier and weigh less, 
decreasing vital and total lung capacity, increasing residual volume and the alveolar dead space. 






















Sir William Osier described pneumonia as the wel¬ 
come friend of the aged patient, because the patient 
with pneumonia usually died quietly. But today, the 
well-informed physician is an even better friend of 
the aging patient, since it is better to live than to die, 
no matter how quietly. 


In addition, the efficiency of a cough is below par in 
older persons even though they are in good health. 
This is partly due to the decreased respiratory excur¬ 
sions and distensibility of the chest wall, and partly 
from loss of elasticity of bronchial walls which tend 
to make them collapse in a cough. 


One of the first avenues of approach in the control 
of the hazards of respiratory disease in the aging 
patient is prompt and proper attention to the com¬ 
mon cold or upper respiratory infection. The com¬ 
mon cold may be the first step in the relatively short 
path to lower respiratory infection, broncho-pneu¬ 
monia and death. This train of events occurs fre¬ 
quently among older persons. Indeed, pneumonia is 
one of the most common causes of their admission 
to hospitals and ranks high on the list of geriatric 
killers. Colds are more debilitating in elderly people 
and the aged are more likely candidates for second¬ 
ary infections such as sinusitis and bronchitis. These 
infections, in turn, are more prone to lead to broncho¬ 
pneumonia, because of lowered resistance and ana¬ 
tomic and physiologic changes in the lungs of the 
elderly. 

What is different about the respiratory tree of an 
aged person and that of an otherwise healthy 
younger adult? Aging certainly takes its toll on all 
parts of the body, affecting both anatomic and phy¬ 
siologic aspects of the respiratory apparatus. These 
changes are in part due to the wear and tear that 
occurs over the years; the repeated bouts of respira¬ 
tory infection, long exposure to atmospheric pol¬ 
lutants, to occupational inhalants, smoking, malnu¬ 
trition, obesity, inactivity and the development of 
other diseases which may affect the lungs. 

With the passage of years, the lungs change. They 
become scarred and emphysematous and lose their 
compliance. The whole chest becomes more fixed, 
less mobile and less elastic. 

the anatomic changes that occur in aging render the 
lungs less efficient. Tests of pulmonary function in 
senescence show a deterioration characterized by a 
decrease in vital capacity and total lung capacity, an 
increase in residual volume and alveolar dead space. 
Maximum breathing capacity is reduced and uni¬ 
formity of ventilation deteriorates. These problems 
are often aggravated by the obstructed breathing, 
fever and secondary infection associated with the 
common cold, placing an additional stress on the 
entire cardiopulmonary reserve. 


The elderly patient’s resistance to infection is often 
reduced. Nutritional deficiencies are more common 
in aged people. There is some evidence to indicate 
that their capacity to respond to stress is less efficient. 
Finally, there is often relatively meager symptomatic 
response to acute disease. The absence of obvious or 
dramatic clinical signs and symptoms of severe ill¬ 
ness is particularly dangerous because, coming as it 
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does in a person whose defenses are weakened both 
locally and systemically, pulmonary disease may pro¬ 
gress rapidly to irreversible stages before medical 
attention is sought. Respiratory infection is espe¬ 
cially hazardous because the aged patient responds 
badly to hypoxia. Not only is his response to oxygen 
lack impaired, but the work of breathing, due to de¬ 
creased compliance of the lung and increased stiff¬ 
ness of the thorax, is markedly augmented. 

Many patients late in life are in a precarious and 
delicate cardiopulmonary balance which is easily 
decompensated from relatively minor insults such as 
colds and upper respiratory infections. 

For all of these reasons, geriatricians long have 
stressed the importance of preventing respiratory 
insults. Today we have better ways of treating respi¬ 
ratory infection, improved techniques for clearing 
the lungs and bronchial tubes of secretions and better 
understanding of ways of improving ventilation. We 
possess a broader spectrum of antimicrobial agents 
including newer ones to deal with previously re¬ 
sistant organisms. Even so, the death rate from pneu¬ 
monia is high in older people, and it is preferable 
to avoid the disease than to treat it. To do so, atten¬ 
tion must be paid to the general maintenance of 
good health and all that implies, as well as to the 
prevention, elimination and treatment of associated 
conditions that predispose to or cause pneumonia 
such as chronic upper or lower respiratory infection, 
respiratory allergy, chronic sinusitis and exposure 
to inspired irritants. 

Colds and other minor respiratory infections, which 
favor the development of broncho-pneumonia, 
should be treated vigorously and promptly, particu¬ 
larly those patients whose aging process has been 
accompanied by the development of chronic pul¬ 
monary disease. Upper respiratory passages should 
be cleared with decongestants. Sinuses should be 
drained adequately. And, when indicated, appro¬ 
priate antimicrobial therapy should be instituted 
before serious infection of the lower respiratory tree 
supervenes. 

In decades past it was understandable that physi¬ 
cians welcomed pneumonia for the aged patients be¬ 
cause it offered them a quiet and peaceful demise. 
Today we recognize that in many cases, peaceful as 
it may have been, such deaths were often avoidable. 
With the current knowledge and understanding of 
the problems that respiratory infections impose on 
aging people, vigilant medical attention can often 


restore them to a vigorous, rewarding and produc¬ 
tive life so that the many opportunities that exist 
today for people to enjoy their golden years are 
realized and not stolen by untimely death. 
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SQUIBB NOTES ON THERAPY 


MOLECULAR REMODELING- 

laboratory exercise or clinical necessity? 


More than twenty-five years have passed 
since the discovery of the diuretic activ¬ 
ity of sulfanilamide started pharmacol¬ 
ogists on a succession of molecular re¬ 
modelings to find the ideal diuretic. 

Diuresis—a sought-after clinical 
effect from an unwanted side effect 

It started in 1937 when a clinician re¬ 
ported that the administration of a sul¬ 
fonamide was sometimes accompanied 
by an unexplainable side effect—meta¬ 
bolic acidosis. 1 Three years later the 
side effect was explained. The sulfona¬ 
mide radical of sulfanilamide inhibited 
carbonic anhydrase, 2 the enzyme re¬ 
sponsible for converting carbon diox¬ 
ide and water to hydrogen ions and bi¬ 
carbonate ions. 

Later, other investigators showed by 
dog experiments that metabolic acidosis 
probably resulted when the inhibition of 
carbonic anhydrase upset the exchange 
of hydrogen and sodium ions, causing 
increased excretion of sodium as the 
bicarbonate. 2 

It was twelve long years after the 
first report of the unexplainable side 
effect (metabolic acidosis) that it was 
finally shown that large doses of sulfa¬ 
nilamide administered to edematous 
patients were indeed capable of pro¬ 
moting diuresis. 4 However, the possibil¬ 
ity of toxic effects from its prolonged 
use and its relatively weak diuretic ac¬ 
tion made it impractical for clinical use 
as a diuretic. 5 

Because the inhibition of carbonic 
anhydrase seemed to be the key to ef¬ 
fective diuresis, investigators began to 
look for more potent enzyme inhibitors 
—in the hopes that they would be more 
effective diuretics. 

The most important of these early 
compounds, acetazolamide, enjoyed sev¬ 
eral years of fairly wide clinical use. 

Its carbonic anhydrase inhibitory ac¬ 
tivity was several hundred times greater 
than that of sulfanilamide. 0 The in¬ 
crease in inhibitory activity, however, 
increased not only the excretion of so¬ 
dium and bicarbonate ions, but also the 
excretion of potassium. 7 And, like its 
predecessor, acetazolamide precipitated 
mild acidosis. Its prolonged use could 
result in hypokalemic acidosis. 7 

The ‘thiazides’—an answer to the 
metabolic acidosis caused by 
carbonic anhydrase inhibition 

Despite the fact that the sulfonamide 


group appeared to be responsible for 
carbonic anhydrase inhibition which in 
turn appeared to be responsible for di¬ 
uresis, investigators began to synthesize 
compounds with structural alterations 
to the sulfonamide group. 

The first major breakthrough came 
with the synthesis of chlorothiazide. 
Altering the sulfonamide group did in¬ 
deed alter the ability of chlorothiazide 
to inhibit carbonic anhydrase—it was 
only 1/1 Oth as potent as acetazolamide 
in inhibiting the enzyme. 8 Despite the 
drop in inhibitory potency, however, 
chlorothiazide proved to be an effective 
diuretic—an observation that led to the 
conclusion that its diuretic action was 
due to some mechanism other than its 
action on carbonic anhydrase. 9 - 10 

For effective diuresis, chlorothiazide 
was administered in daily dosages rang¬ 
ing from 250 to 2000 mg. 11 It increased 
the excretion of sodium and chloride; 
and, to a lesser extent, potassium and 
bicarbonate. 11 The excretion of potas¬ 
sium appeared to be maximal at higher 
dose levels at which, theoretically, the 
carbonic anhydrase inhibitory effect is 
more active. 11 Its prolonged use, there¬ 
fore, could sometimes result in meta¬ 
bolic hypokalemic, hypochloremic al¬ 
kalosis. 7 

Naturetin—effective diuresis with 
more favorable electrolyte balance 

Other thiazides followed —with im¬ 
provements being aimed at two particu¬ 
lar areas: 1. attempts to increase di¬ 
uretic action in relation to the milli¬ 
gram potency of the drug, and 2. at¬ 
tempts at a more favorable sodium/ 
potassium ratio in the urine, i.e., to de¬ 
crease the excretion of potassium while 
maintaining the excretion of sodium. 12 

One of these, Naturetin, Squibb Ben¬ 
droflumethiazide, has made advances 
on both these points. “By adding a 3- 
benzyl radical to hydrotlumethiazide a 
rather dramatic reduction in dose range 
is accomplished. With this drug, effec¬ 
tive sodium excretion is obtained with 



doses between 2.5 and 10 mg., which is 
a 200 to 1 ratio as compared to chloro¬ 
thiazide...” 12 

Moreover, due probably to its virtual 
lack of carbonic anhydrase inhibition, 
Naturetin (bendroflumethiazide) has 
been shown to cause less potassium and 
bicarbonate loss and less alteration in 
urinary pH than either chlorothiazide 
or hydrochlorothiazide. 

Naturetin is outstandingly effective 
not only in establishing, but also in 
maintaining, excretion of retained fluid 
in edematous patients. And its duration 
of action is sufficiently prolonged to 
allow a single daily administration in 
most patients. Naturetin is also an ef¬ 
fective antihypertensive agent. 

Contraindications: Severe renal impairment; 
previous hypersensitivity. 

Warning: Ulcerative small bowel lesions have 
occurred with potassium-containing thiazide 
preparations or with enteric-coated potassium 
salts supplementally. Stop medication if ab¬ 
dominal pain, distension, nausea, vomiting, or 
G.l. bleeding occur. 

Precautions: The dosage of ganglionic block¬ 
ing agents, veratrum, or hydralazine when 
used concomitantly must be reduced by at 
least 50% to avoid orthostatic hypotension. 
Electrolyte disturbances are possible in cir¬ 
rhotic or digitalized patients. 

Side Effects: Bendroflumethiazide may cause 
increases in serum uric acid, unmask diabetes, 
increase glycemia and glycosuria in diabetic 
patients and may cause hypochloremic alka¬ 
losis, hypokalemia; cramps, pruritus, paresthe¬ 
sias, and rashes may occur. 

Supplied: Naturetin (Squibb Bendroflumethia¬ 
zide) 5 mg. and 2.5 mg. tablets. Also available 
Naturetin c K [Squibb Bendroflumethiazide 
(5 or 2.5 mg.) with Potassium Chloride (500 
mg.)]. For full information, see Product Brief, 
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GROWTH FAILURE 


The etiology of growth failure is one of the 
more perplexing problems engendered by the 
physician who cares for the pediatric and/or ado¬ 
lescent population. In dealing with the adolescent 
patient, it is imperative to distinguish between 
delayed adolescence and all other causes of short 
stature. The patient with delayed adolescence may 
be a “late bloomer” whose final height will even¬ 
tually be quite adequate. In this regard a bone age 
x-ray (as described below) can be most useful. 
Gruelich and Pyle’s Atlas (Stanford University 
Press, 1959) has prediction tables that enable one 
to predict final height from the bone age and the 
current height. Usually, girls menstruate at a bone 
age of 13. Growth continues until the bony 
epiphyses fuse (a bone age of 16 for girls and a 
bone age of 18 for boys). However, sex steroids 
enhance fusion, causing very rapid maturation of 
bone in great excess of increments of height. 
Therefore, it does not make sense to give estro¬ 
gens or androgens to short late bloomers. One can 
only hasten epiphyseal fusion. Hypopituitary pa¬ 
tients in their 20’s have been found to be capable 
of further growth! In my opinion, the use of sex 
steroids in the treatment of delayed adolescence or 
short stature of any etiology should therefore be 
confined to use only by the endocrinologist after a 
careful endocrinological evaluation. 

All endocrine imbalance can positively or nega¬ 
tively influence growth. Hypopituitarism and, 
sometimes, hypothyroidism are the most insidious 
forms of endocrine imbalance, in that their 
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presence can easily go undetected for many years 
sometimes not being suspected until adolescence. 
More importantly, today both of these entities can 
be adequately treated—hypopituitarism with hu¬ 
man growth hormone (somatotrophin) plus other 
replacement hormones of animal or synthetic 
origin, and hypothyroidism with desiccated thy¬ 
roid. In contrast to all of the other endocrine 
hormones, only human growth hormone can make 
humans grow—the animal growth hormones do 
not work. Therefore, this material is in extremely 
short supply and can only be obtained through the 
endocrinologist who obtains it from the National 
Pituitary Agency in Baltimore. In contrast to the 
sex steroids, somatotrophin does not increase bone 
age at all! Ten percent of all causes of growth 
failure not due to undernutrition (see below) are 
due to lack of growth hormone. The diagnosis and 
treatment of hypopituitarism are beyond the scope 
of this presentation. The specialized techniques 
involve the measurement of radioimmuno¬ 
chemical growth hormone in millimicrogram 
amounts in the serum in the fasting state and, 
after release-provoking hypoglycemia or arginine 
infusion, involve measurements of thyroid, adren¬ 
al. and gonadal function, etc. Unfortunately, these 
procedures are currently available only through 
medical school endocrine groups such as those at 
the five medical schools in the Baltimore- 
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Washington, DC area. 

Short stature can be a by-product of chronic 
disease of any organ system (ie, liver, kidney, 
heart, lungs, etc). In the United States the most 
common cause of short stature is short parents 
(genetic). In the world, the most common cause 
of short stature is undernutrition (hypocaloric 
dwarfism). Hypocaloric dwarfism can result from 
inadequate nutritional intake (starvation), inade¬ 
quate intestinal absorption (malabsorption syn¬ 
dromes, disaccharidase deficiency, exudative en¬ 
teropathies, etc), faulty transport or distribution 
of essential nutriments (hypoproteinemia, etc), or 
inadequate metabolism of nutriments by the tis¬ 
sues (glycogen storage disease, etc). Poor growth 
can result from prenatal influences (ie, intra-uter- 
ine growth retardation secondary to placental 
dysfunction—the “withering-on-the-vine” syn- 
drone), or perinatal influence (ie neonatal anexia, 
central nervous system bleeding, subdural 
effusion, etc). 

Other causes of poor growth are: (a) congeni¬ 
tal bone disorders (ie, chondrodystrophies, meta¬ 
physeal dysostosis, estrogenesis imperfecta, etc); 
(b) multiple congenital anomaly syndrome; (c) 
chromosomal aberrations, including chromosomal 
mosaicism (gonadal dysgenesis, etc); and (d) 
“the garbage-can syndrome” or Powell-Blizzard 
dwarf. These children have an adequate nutrition¬ 
al intake but a severely disturbed emotional envi¬ 
ronment. They often test out a hypopituitary child 
but their perimeters of endocrine function return 
to normal when placed in a good environment! 


While the definitive diagnosis of many of the 
above causes of growth failure may require elabo¬ 
rate laboratory tests available only in large teaching 
centers, the most valuable measurements for diag¬ 
nosis are available to all physicians in their 
offices: these are the careful measurements of age 
(to the nearest month), height, and weight, and 
the plotting of these measurements on a standard 
growth curve. A child can sustain no major dis¬ 
ease of any organ system without having it reflect¬ 
ed in altered growth. The Table illustrates the 
value of careful repeated measurements and how 
this data can be interpreted. 

In the Table, growth data are compiled on six 
hypothetical children, five of whom have short 
stature. This Table should prove to be a useful 
guide for screening causes of growth failure. 
Height age and weight age are obtained from 
standard growth charts, such as in Nelson’s Text¬ 
book of Pediatrics. Height age is that age (to the 
nearest month) at which the patient’s current 
height would be in the 50th percentile (ie, one 
moves horizontally on the growth chart until the 
50th percentile is intersected and then reads the 
age by moving vertically to the age intercept). 
Weight age is obtained in the same manner. Bone 
age is obtained by x-ray examination of the 
skeleton, especially the wrist. The wrist x-rays are 
compared to standards compiled by Gruelich and 
Pyle. To use the Table properly, one must realize 
that bone age is usually read by the radiologist in 
relation to chronologic age. PTowever, the en¬ 
docrinologist has found that, clinically, bone age 


SCHEMATIC COMPARISON OF CAUSES OF GROWTH FAILURE 



Chronologic 

Age, Yr 

Height 

Age, Yr 

Weight 

Age, Yr 

Bone 

Age, Yr 

“Average” 

6 0/12 

6 0/12 

6 0/12 

6 0/12 

Genetically short Stature 

6 0/12 

3 0/12 

3 0/12 

3 to 6 

Hypothyroidism 

6 0/12 

3 0/12 

5 0/12 := 

0 to 6/12t 

Hypopituitarism 

6 0/12 

3 0/12 

3 0/12 

2 to 4* 

Hypocaloric dwarfism 

6 0/12 

3 0/12 

1 to 2§ 

3 to 6 

Miscellaneous 

(ie, gonadal dysgenesis, 
chondrodystrophy, etc) 

6 0/12 

3 0/12 

3 0/12 

3 to 6 

*Weight age is greater than height age. 
fBone age is much less than height age. 

$Bone age is usually spread over a two-year period 
§By definition, weight age is much less than height age 

with an average 

equal to or greater 

than height age. 
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The Science of Communication 
as practiced at Monumental Printing 

It’s more than a science: it’s an Art, the precise translitera¬ 
tion in print of an intangible idea for a heterogeneous group 
of critical readers. 

Here, at Monumental Printing, we learned to handle the tools 
of intelligent communication by the empirical method: work¬ 
ing with them. The brush and palette of our art, the chisel, 
the score, the script are simply words on paper. We learned 
their proper use over 50 years of practice by being per¬ 
mitted to print such Journals as: 

Clinical Chemistry 
Digestive Diseases 
Fertility & Sterility 
Occupational Medicine 
Leprosy 

Mental Hospitals 
Psychiatric Studies and Projects 
Psychosomatic Medicine 

We speak your language. We know the difference between 
edema and enema; syndrome and symptom; sewage and 
sewerage. And when and why we should use 12 point 
Caslon Bold instead of 10 point Stymie. 

If you, too, need a good printer, let's communicate! 

Monumental Printing Co. 

3110 Elm Avenue Baltimore, Md. 21211 

BEImont 5-9141 

Washington and New York offices, also 



• SALES • PARTS 

• SERVICE • ACCESSORIES 

Centrally Located at Harford Rd. and 25th St. 

Phone: 889-7616 

MARYLAND 
VOLKSWAGEN, Inc. 

1212 E. 25th St. 
BALTIMORE. MD. 21218 



MEDICAL AND CHIRURGICAL FACULTY 
1967 ANNUAL MEETING 
APRIL 19, 20, 21 
THE ALCAZAR, BALTIMORE 


is best compared to height age. Therefore, a 
“retarded” bone age is one that is less than height 
age, independent of chronologic age. An advanced 
hone age, however, is one that is greater than 
chronologic age, and/or height age, whichever is 
the greater. Weight age, likewise, makes more 
sense when compared to height age, not chrono¬ 
logic age. 

YY>u will note from the Table that the genetical¬ 
ly short child can he quite similar to the hypopitu- 
itary child; yet, there are often striking differ¬ 
ences. The genetically short child usually looks his 
chronologic age , not his height age, while the 
hypopituitary child has the proportions and imma¬ 


turity of appearance of his height age, not his 
actual age. Hypopituitary children are usually two 
standard deviations below the third percentile. 
Almost no other cause of short stature is so 
profound. 

Many causes of short stature can be treated 
today, including hypopituitarism. It therefore be¬ 
hooves the physician to carefully weigh, measure, 
and graph all growing children so that growth 
failure will be detected as early as possible. Only 
then will it be possible to be sure that each child 
has the opportunity to reach his maximum growth 
potential. In the last analysis, that is the physi¬ 
cian’s responsibility to each child in his care. 
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The discomforts of 

DIARRHEA 
MUCOUS COLITIS 
DIVERTICULITIS 
SPASTIC URETERITIS 
BLADDER SPASM 

are relieved by 

direct musculotropic action 

with ..... 



BRAND THIPHENAMIL HC1 


Available in 100 milligram pink sugar- 
coated tablets. 

The high therapeutic index permits dos¬ 
age sufficient to relieve spasm promptly. 
Administer 4 tablets every 4 hours until 
relief is constant, then adjust mainte¬ 
nance dosage. 

Trocinate BRAND THIPHENAMIL HC1 

Directly relaxes smooth muscle spasm 
Combats hypermotility 
Non-mydriatic, may be used in glaucoma 

Sixteen years of clinical use, with absence of 
untoward effects, has established the safety 
and effectiveness of Trocinate. 

Trocinate is metabolized in the body and 
completely eliminated, which is a safety 
factor. Dosage must be sufficient to maintain 
the therapeutic blood level. 

DISPENSED IN BOTTLES OF 

100, 250 AND 2000 TABLETS 
Literature and samples sent upon request 

WM. P. POYTHRESS & CO., INC. 

| RICHMOND, VIRGINIA 

Manufacturers of ethical pharmaceuticals since 1856 
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When elderly patients display symptoms of apathy, 
mental confusion, memory lapses... consider LEPTINOL 


Leptino! is a useful medication that deters senile mental 
deterioration by stimulating the cerebral vasomotor and 
respiratory centers... increasing pulmonary ventilation 
and the supply of blood and oxygen to the brain. 
Non-addicting Leptinol also is valuable in long-term 
treatment, since patients do not establish a tolerance. 

Each LEPTINOL bi-layer tablet contains: PENTYLENE¬ 
TETRAZOL, 100 mg., NIACIN, 50 mg., THIAMINE HYDRO¬ 
CHLORIDE, 1 mg., ASCORBIC ACID, 20 mg. DOSE: one or 
two tablets, 3 times daily. Leptinol produces such a sense 
of well-being, patients should be cautioned not to exceed 
recommended dose which offers maximum effectiveness. 
Side Effects:—overdosage may produce tremor, convulsions 
or respiratory paralysis. 

Caution should be taken when treating patients with a low 
convulsive threshold. 

Write for detailed literature and 
starter Leptinol doses. 

\IS/e 

THE VALE CHEMICAL COMPANY, INC. 

Pharmaceuticals — Allentown, Pa 
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From the Subcommittee on Alcoholism of the Medical and Chirurgical Faculty of the State of Maryland 


The Effects of Alcohol on the Brain 


“The alcohol withdrawal syndrome, with its 
complications of tremors, convulsions, hallucina¬ 
tions and delirium tremens, is a direct effect of 
alcohol on the brain,” said Stanley Gitlow, MD, at 
the annual symposium of the New York Medical 
Society on Alcoholism in a combined meeting with 
the National Council on Alcoholism. 

Alcohol has two effects on brain function: 
sedation lasting 5 to 6 hours and psychomotor 
hyperactivity lasting 12 to 24 hours. Therefore 
ethanol intoxication has a clinical picture rep¬ 
resenting the sum of two asynchronous and op¬ 
posing pharmacological effects. 

The term “withdrawal syndrome” is thus some¬ 
what of a misnomer since it defines a primary and 
direct pharmacologic result of ethanol upon the 
brain, and the patient may actually suffer from it 
long before the cessation of alcohol ingestion. The 
psychomotor hyperactivity becomes apparent 
within two to five hours after ingestion of alco¬ 
hol, as the sedative action wanes. 

Physicians should be suspicious of the ingestion 
of other soporifics or of complicating pathology if 
the alcoholic patient is deeply comatose after that 
time. Tn contrast to its sedative effect, Dr. Gitlow 
said, the psychomotor hyperactivity effect of alco¬ 
hol is dose-dependent and becomes more pro- 


This article reprinted from Physician’s Alcohol News¬ 
letter, Vol I, No 3, by permission of the publisher, The 
New York City Medical Society on Alcoholism. 


longed with higher amounts. Recovery from this 
phase is largely accomplished within three to four 
days after its onset; complete disappearance of its 
more subtle characteristics will take weeks. 

Phenothiazines are the most useful drugs in 
controlling the excess psychomotor activity of the 
withdrawal state; however, they fail to do for the 
alcoholic what ethanol, barbiturates, chloral hy¬ 
drate, glutethimide and paraldehyde do “only too 
well.” 

In the series of over 1,000 patients treated for 
alcohol withdrawal syndrome with chloroproma- 
zine, Dr. Gitlow declared, not a single instance of 
intrahepatic cholestatic hepatitis was noted. 

He warned against prescribing ethanol during 
withdrawal to replace other sedatives, since its 
sedative action is too brief, its psychomotor effect 
too strong, and its demoralizing effect on the 
alcoholic pronounced. Patient care is simplified, 
he said, by the abrupt cessation of ethanol, and the 
physician’s role in reference to the patient and his 
problem is clarified because the objective is to 
help the patient attain and maintain abstinence 
rather than to teach him how to drink ethanol 
more successfully. 

In support of this approach, he reported that 
when alternate patients were treated with abrupt 
withdrawal from alcohol versus gradual weaning 
from alcohol, the incidence of delirium tremens 
was the same. 
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GLUCOLA, 

Carbonated Preparation for 
Carbohydrate Tolerance Tests 

NEW 

. For use in glucose 
tolerance tests 
. In preference to the 
postprandial test meal 



III. KUSfi* 


Glucola" 

BASKS 

PREPARATION 
FOR GLUCOSE 
TOLERANCE TEST 

MTtKT f>f*8l#S 



A NEW SOLUTION FOR AN OLD PROBLEM 


Ready to use • Pleasant tasting cola flavor . Well tolerated 

A 7-ounce bottle of Glucola provides a liquid oral loading dose equivalent to 
75 Gm. of glucose* for carbohydrate tolerance testing. Glucola avoids the 
nausea that frequently results from lingering sweet laboratory preparations, 
and the occasional emesis that necessitates rescheduling the test. With 
Glucola, no time is lost weighing and mixing glucose “cocktails”—only a 
bottle opener is needed. 75J(R2)S4 

*The rapidly hydrolyzable saccharides in this formulation assure optimum absorption and glucose 
levels comparable to those obtained with a 1 

Available through your regular supplier: 

cartons of 12 7-oz bottles (6 bottles 
per pack, 2 packs per carton). 


)0 Gm. loading dose. 


Ames Company, Inc. 
Elkhart, Indiana 
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When combination antibiotic 
therapy is indicated... 


CONSIDER: an exceptionally high 
cure rate in susceptible infections 




The rationale : When combined, Erythrocin and 
the trisulfapyrimidines (triple sulfas) are indicated 
in infections that are more susceptible to the 
combination than to either agent alone. Such 
conditions are usually found in urinary, lower 
respiratory tract and chronic ear conditions. 

The results: Clinical studies involving 142 
young patients showed an overall cure rate of 


96.5%. Side effects were experienced by only four 
of the patients. 

The acceptance: The majority of the 142 
patients studied expressed a definite liking for 
the products. There were only two refusals. An 
independent taste-test with 50 healthy children 
further substantiated the excellent acceptability 
of the orange-flavored forms. ( _ ) & 
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ERYTHROCIN-SULFAS 

ERYTHROMYCIN ETHYL SUCCINATE-TRISULFAPYRIMIDINES 

In Chewable Tablets 
In Granules for Oral Suspension 













ERYTHROCIN-SULFAS 

Brief Summary 

Indications: Use Erythrocin-Sulfas in in¬ 
fections more susceptible to the combination 
than to either agent alone. These are usually 
found in urinary, lower respiratory tract, 
and chronic ear infections. 

Contraindications : Known sensitivity to 
erythromycin or sulfonamides. Because of 
the possibility of kernicterus with sulfona¬ 
mides, do not use in pregnancy at term, 
premature or new born infants. 

Warnings : As with other forms of sulfona¬ 
mide therapy, carefully evaluate patients 
with liver or kidney damage, urinary ob¬ 
struction, or blood dyscrasia. Deaths have 
been reported from hypersensitivity re¬ 
actions and blood dyscrasias following use of 
sulfonamides. Perform blood counts and 
liver and kidney function tests if used re¬ 
peatedly at close intervals or for long periods. 

Precautions: Use sulfonamides with cau¬ 
tion in patients with a history of allergy. 
Assure adequate fluid intake to prevent crys- 
talluria and institute alkali therapy if in¬ 
dicated. 

Adverse Reactions : Sulfonamide therapy 
may be associated with headache, nausea, 
vomiting, urticaria, diarrhea, hepatitis, pan¬ 
creatitis, blood dyscrasias, neuropathy, drug 
fever, skin rash, injection of the conjunctiva 
and sclera, petechiae, purpura, hematuria 
and crystalluria. 

Side effects due to erythromycin are in¬ 
frequent, but occasional abdominal discom¬ 
fort, nausea, or vomiting, urticaria and other 
skin rashes may occur. 

If a reaction or overgrowth of nonsuscep- 
tible organisms occurs, withdraw the drug. 

Supplied : The Granules for Oral Suspension 
come in bottles of 60 ml. and 150 ml. The 
Chewable tablets are in bottles of 50. Each 
5-ml. teaspoonful of reconstituted Granules 
or each Chewable tablet provides erythro¬ 
mycin ethyl succinate equivalent to 125 mg. 
of erythromycin activity and 167 
mg. each of sulfadiazine, sulfa- I 

merazine and sulfamethazine. 603303 
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Gracious Living in Retirement 
—Fine Nursing Care 



An abode for those tvho appreciate 
space , beauty and luxury. 


j Chapel, Music Room, Sun Parlor, Beauty Salon, 
1 Dental Office, Elevators, Hobby Shop, Catered 
| Food. 

Seminary Avenue 
LUTHERVILLE, MD. 

Now reached directly by 
Charles St. 

BROCHURE UPON REQUEST 

Call Call 

CL 2-0440 CL 2-0442 

9 A.M. to 5 P.M. 5 P.M. to 9 A.M. 


iBrenttnnofi Inn 

I FRENCH CONTINENTAL CUISINE 

| Smorgasbord Luncheon and Dinner 

| every Tuesday. 

“Home of Maryland's Internationally 
Famous Wine Cellar" .... 

IVe honor all preferred Credit Cards 



I Another Dining Room has been added 
• to accommodate our many guests 


OPEN DAILY & SUNDAY 11 A.M. to 2 A.M. 

1 Fifth Ave. & Brentwood—I block N. E. of Dundalk and Holabird 
| Ave. I mile from Holabird Ave. Exit of Baltimore Harbor Tunnel 

We cater to Private Parties, Banquets and Dinners 

f AT. 5-0520 Ample Free Parking BALTIMORE, MD. 21222 
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Butazolidiri alka 


Usually works within 3 to 4 days 
in osteoarthritis 


phenylbutazone, 100 mg. 
dried aluminum hydroxide gel, 100 mg. 
magnesium trisilicate, 150 mg. 
homatropine methylbromide, 1.25 mg. 

The trial period need not exceed 1 week. In 
contrast, the recommended trial period for 
indomethacin is at least 1 month. 

) 

That’s why it’s logical to start therapy with 
Butazolidin alka—you’ll know quickly whether 
or not it works. And usually, it will. 

A large number of investigators have re¬ 
ported major improvement in about 75% of 
cases. Some patients have gone into remis¬ 
sion. Relief of stiffness and pain may be 
followed quickly by improved function and 
resolution of other signs of inflammation. And 
Butazolidin alka is well tolerated, especially 
since it contains antacids and an antispas- 
modic to minimize gastric upset. 

Contraindications 

Edema; danger of cardiac decompensation; 
history or symptoms of peptic ulcer; renal, 
hepatic or cardiac damage; history of drug 
allergy; history of blood dyscrasia. Because 
of the increased possibility of toxic reactions, 
the drug should be used with greater care in 
the elderly and should not be given when the 
patient is senile or when other potent chemo¬ 
therapeutic agents are given concurrently. 
Large doses of Butazolidin alka are contra¬ 
indicated in patients with glaucoma. 

Warning 

If coumarin-type anticoagulants are given 
simultaneously, the physician should watch 
for excessive increase in prothrombin time. 


Pyrazole compounds may potentiate the phar¬ 
macologic action of sulfonylurea, sulfonamide- 
type agents and insulin. Patients receiving 
such concomitant therapy should be carefully 
observed for this effect. 

Use with caution in the first trimester of preg¬ 
nancy. 

Precautions 

Before prescribing, the physician should ob¬ 
tain a detailed history and perform a com¬ 
plete physical and laboratory examination, 
including a blood count. The patient should 
be kept under close supervision and should 
be warned to report immediately fever, sore 
throat, or mouth lesions (symptoms of blood 
dyscrasia); sudden weight gain (water re¬ 
tention); skin reactions; black or tarry stools, 
Regular blood counts should be made to 
guard against blood dyscrasias. 

Adverse Reactions 

The most common adverse reactions are nau¬ 
sea, edema and drug rash. Moderately lowered 
red cell count may sometimes occur due to he- 
modilution. The drug has been associated with 
peptic ulcer and may reactivate a latent peptic 
ulcer. Infrequently, agranulocytosis, exfoliative 
dermatitis, Stevens-Johnson syndrome or a 
generalized allergic reaction may occur and 
require withdrawal of medication. Stomatitis, 
salivary gland enlargement, vertigo or languor 
may occur. Leukemia and leukemoid reactions 
have been reported but cannot definitely be 


attributed to the drug. Thrombocytopenic 
purpura and aplastic anemia are also possi 
side effects. 

Confusional states, hyperglycemia, agitatio 
headache, blurred vision, optic neuritis anc 
transient hearing loss have been reported, 
have hepatitis, jaundice and several cases 
anuria and hematuria. With long-term use, 
reversible thyroid hyperplasia may occur 
infrequently. 

Dosage 

The initial daily dosage in adults is 300-600 
mg. daily in divided doses. In most instanc< 
400 mg. daily is sufficient. When improvers 
occurs, dosage should be decreased to the 
minimum effective level: this should not 
exceed 400 mg. daily, and is often achievec 
with only 100-200 mg. daily. 

For complete details, please refer to full 
prescribing information. 

6509-V(B) 

Also available: Butazolidin®,phenylbutazor 
Tablets of 100 mg. 



Geigy Pharmaceuticals 

Division of Geigy Chemical Corporation 

Ardsley, New York BU-3804R 
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Kenneth B. Lewis, MD —Editor 


Aberrant Conduction During Auricular Fibrillation 


Aberration is the name which was given by 
Lewis to designate an abnormal spread of a su¬ 
praventricular impulse through the conduction 
system. Aberration gives rise to an altered form 
of the QRS complex and occurs if an impulse 
appears in early diastole before the tissue has 
completely recovered from the previous beat. 
Aberrant beats, therefore, are very often seen in 
early premature supraventricular beats, in early 
capture beats interrupting A-V dissociation and in 
some other conditions, such as in the first beat 
initiating a supraventricular tachycardia and in 
beats ending the shorter ventricular cycle in 3:2 
A-V block etc. 

The occurrence of aberration depends on the 
state of relative refractoriness, which in turn is 
influenced by the length of the preceding cycle, ie, 
by the heart rate. 1, 2 The duration of the recovery 
period is longer after a longer preceding cycle, ie, 
after slowing of the rate. One therefore sees 
aberration particularly in beats which terminate a 
short cycle preceded by a longer cycle, such as in 
the first premature beat which signifies the onset 
of a paroxysmal supraventricular tachycardia. 

Aberrant ventricular conduction is often con¬ 
fused with premature ventricular beats, particu¬ 
larly during auricular fibrillation. A visible P 
wave preceding the anomalous ventricular beat 
makes it easy to recognize aberrant conduction. In 
auricular fibrillation, however, where eliciting 


HAROLD H. BIX, MD 
Head, Division of Cardiology 
North Charles General Hospital 

atrial impulses cannot be recognized, difficulty 
may arise in distinguishing between aberrant con¬ 
duction and ectopic ventricular beats. Very often 
runs of such aberrant beats may be confused with 
ventricular tachycardia. 3 There is no doubt, that 
the recognition of aberrant ventricular conduction 
during auricular fibrillation is often of great im¬ 
portance and will lead to the correct treatment 
with Digitalis, which in the presence of frequent 
ventricular ectopic beats or ventricular tachycardia 
would be contraindicated. 

It is the purpose of this presentation to enumer¬ 
ate and discuss some of the criteria which have 
been advanced for the differentiation of ectopic 
ventricular beats and aberrant beats during auric¬ 
ular fibrillation. 4,5 In favor of aberration are: 
(1) Right Bundle Branch Block pattern, (2) 
variable couplings, (3) long-short cycle sequence 
(aberration usually terminates a short cycle 
preceded by a long one 3 - 4 ) and (4) lack of a long 
pause following the anomalous beat (a long pause 
favors ventricular ectopic beat). These proposed 
criteria are often helpful in the correct interpreta¬ 
tion during auricular fibrillation; they are in no 
way foolproof, however: 

(1) It is true that 80%-85% of aberrant beats 
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show an RBBB pattern 3 but, although this 
observation is certainly in favor of aberration, 
it has been shown that 63% of ventricular 
extrasystoles mimic RBBB, 6 which in turn di¬ 
minishes the value of this pattern in the differ¬ 
entiation of the beats in question. 

(2) The coupling interval is of value only if 
there are many anomalous beats for comparison 
present. Although fixed coupling may point 
more to ectopy, ventricular extrasystoles often 
show some variation in the coupling interval. 

(3) Although long preceding cycles may set 
the stage for aberration, ventricular extrasys¬ 
toles in form of bigeminy may also be precipi¬ 
tated by a lengthened ventricular cycle, a 
phenomenon which has been described as “rule 
of bigeminy,” 7 and which might limit the value 
of the long-short cycle sequence as a sign of 
aberration. 

(4) A long pause, like a compensatory pause 
during sinus rhythm, often follows an ectopic 
beat. A ventricular beat can be interpolated 
without being followed by any pause, however, 
whereas aberrant beats are occasionally fol¬ 
lowed by a long pause. 

Marriott and Sandler have recently shown 8 that, 
despite the available criteria and even with the 
help of additional criteria which they reported, no 
definite distinction can occasionally be made be¬ 
tween ectopy and aberration. In looking for addi¬ 
tional criteria, they found that 70% of aberrant 
beats showing an RBBB pattern in Lead VI have 
a triphasic (rsR', rSR' or rsr') pattern compared 
with only 6% of ventricular extrasystoles that 
mimic RBBB. Conversely, 92% of ectopic beats 
mimicking RBBB showed a mono- or diphasic 
pattern (R, qR, PS or qr) in VI. In studying the 
initial vector of the QRS complex they also found 
that it is unusual (only in 4%) for the initial 
vector of a ventricular extrasystole to be identical 
with that of the flanking conducted beat, but 
found it common to show an identical initial 
vector in aberrant beats. They therefore came to 
the conclusion that a triphasic QRS pattern and 
an identical initial vector provide rather strong 
evidence in favor of aberration. A different initial 
vector, however, does not exclude it. These au¬ 
thors also mention a few other signs which might 
be helpful in differentiating between aberration 


and ectopy during auricular fibrillation, for exam¬ 
ple, the presence of similar bizarre beats in previ¬ 
ous or following non-fibrillating tracing, undue 
prematurity, and the absence of a long preceding 
cycle, all of which favor ectopy. 

In the Figure, tracings are illustrated in which 
the above mentioned criteria, particularly the re¬ 
cently described combined triphasic initial vector 
criterion, seem to be very helpful in the important 
differentiation between aberrant beats and ectopic 
beats during auricular fibrillation. All of the trac¬ 
ings were taken in Lead V1. 

A) A single aberrant beat during auricular 
fibrillation. It shows an initial vector identical 
with that of the flanking conducted beats and a 
triphasic (rsR’) contour. The aberrant beat is 
premature and terminates a short cycle preceded 
by a long one. 

B) A similar beat from the same patient that 
may or may not be aberrant. It has a different 
initial vector and a diphasic (qR) contour. The 
premature abnormal beat is not followed by a 
pause. 

C) Varying degrees of aberration in the 3rd , 
5th and 10th beat; triphasic contour and identical 
initial vector. The aberrant beats terminate a short 
cycle preceded by a long one. 

D) Ventricular bigeminy during auricular 
fibrillation. The coupling interval is fixed. Note 
the RBBB pattern but with a qR pattern and 
different initial vector. 

E) Auricular fibrillation with rapid ventricular 
response. In the middle of the tracing there is a 
run of undoubted aberration simulating ventricu¬ 
lar tachycardia. Note here the triphasic (rsR’) 
pattern and identical initial vector. 

F) Run of anomalous beats during auricular 
fibrillation representing an ectopic ventricular 
mechanism. Note the LBBB pattern and the cy¬ 
cle-sequence that militates against aberration— 
why should the third beat of the run be aberrant 
since it ends a much longer cycle than many of the 
conducted beats that are not aberrant ? 

G) The combined triphasic-initial vector cri¬ 
terion, well illustrated during a sinus rhythm. An 
auricular premature beat and a ventricular beat 
are side by side: both show RBBB pattern; the 
auricular beat (4th beat) shows a triphasic con- 
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tour and same initial vector as the sinus beat, 
whereas the two ventricular premature heats show 
a diphasic (qR) contour and different initial 
vector. 

In many tracings the differentiation between 
ectopy and aberration might be of purely academ¬ 
ic interest (A and B in the Figure). In such 
tracings as those illustrated in E and F, however, 
the exact differentiation is certainly of great im¬ 
portance from the point of prognosis and treat¬ 
ment. A rapid run of aberrant beats, as seen in E, 
which is not too uncommon, imitates ventricular 
tachycardia; not recognizing this condition might 
deprive the patient from receiving Digitalis which 
might be lifesaving. On the other hand, not recog¬ 
nizing the ectopic ventricular mechanism in F, 
particularly in the presence of Digitalis treatment, 
might lead to ventricular fibrillation. 
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Improving Communication Between Special 
Education and Medicine 


For too long a time the medical profession has 
set itself apart from the general public and from 
education. Operating from behind barriers of 
a highly specialized and often incomprehensible 
idioglossia, the doctors have fostered an aura of 
mystery, of privileged information. So, too, have 
the special educators cut themselves off from the 
mainstream behind a smokescreen of special jar¬ 
gon. Both professions play the alphabet game 
which may facilitate intra-professional communi¬ 
cation but confuses inter-professional discourse. 
The doctor speaks of CVAs, EEGs, children with 
PKU, while the special educator talks about his 
BI, MR, and ED children. 

Because there is a need for interdisciplinary 
communication among the professional fields in¬ 
volved in the education of the exceptional child, it 
is essential that there be effective means of com¬ 
munication. Professional workers must become 
increasingly aware of the skills involved in com¬ 
municating ideas. There is a need to clarify the 
basic concepts, the underlying principles, and the 
objectives of education and of medicine. Hand in 
hand with this is the obvious need to clarify and 
standardize terminology and definitions. For ex¬ 
ample, in a retarded population, there is a wide 
variation of etiologies, intellectual levels, and be¬ 
havior patterns. Despite the fact that mental re¬ 
tardation is itself a practically meaningless categor¬ 
ization, many doctors make educational diagnoses 
and prognoses on the basis of their medical 
findings. Too often the special educator must deal 
with bitter and frustrated parents of mildly and of 
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Professor, Special Education 
Coppin State College, Baltimore 

moderately retarded youngsters, who had been 
told by a physician that their child would “grow 
out of it.” There is an urgent need for the special 
educator to: (1) standardize terminology within 
his own field, (2) facilitate the understanding of 
this terminology among other groups, and (3) 
become conversant with the terminology and prac¬ 
tices of the medical field and its ancillary disci¬ 
plines. 

While the standardization of terminology is not 
of such vital concern in the more exact science of 
medicine as it is in the behavorial sciences, the 
medical profession needs to (1) comprehend and 
become conversant with the terminology and prac¬ 
tices of education, and (2) facilitate the under¬ 
standing of its terminology among the other pro¬ 
fessions. 

Special education has become increasingly 
aware of the problems of communication and has 
taken various steps to remedy the deficiencies. In 
the field of mental retardation, the American As¬ 
sociation on Mental Deficiency has attempted to 
standardize nomenclature. Teacher preparation 
programs reflect an increasing awareness that the 
special teacher requires an understanding of the 
language of the medical profession. Guest lectur¬ 
ers from medicine, team teaching (doctors and 
special educators), courses in other academic de¬ 
partments, clinical and hospital experiences, and 
specialized courses such as “Medical Information 
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for the Teacher” (to be offered soon at Coppin 
State College) are helping the special educator 
communicate more effectively with the doctor. 
There have been few other organized efforts in 
the special education field, however, to facilitate the 
understanding of terminology and special educa¬ 
tion practices among other groups. Perhaps teach¬ 
er education institutions and professional associa¬ 
tions can assist in this process by establishing 
institutes and workshops in which both profes¬ 
sions actively participate. 

Moreover, there has been little organized effort 
by the medical profession to facilitate the under¬ 
standing of its language among the other profes¬ 
sions. Perhaps the self-image of the doctor mili¬ 
tates against this kind of fluency. If a group sees 
itself as an entity apart from the general commu¬ 
nity, it will not wish to communicate and will 
operate from behind walls erected by secret soci¬ 
ety and fraternal in-group mentalities. It appears 
that the medical profession may be losing sight of 
the fact that the special teacher will be better able 
to converse with the doctor if the teacher knows, 
for example, that bladder and sphincter control 
often are absent in spina bifida and, at the same 
time, do a better teaching job if he is aware of the 
resulting psychological problems and their effects 
upon the teaching-learning process. The teacher, 
on many occasions, requires medical information 
in establishing an educational diagnosis and prog¬ 
nosis. Certainly, the presence of nystagmus will 
adversely affect reading and the teacher needs to 
know this. And, reciprocally, a teacher’s descrip¬ 
tion of the behavioral and learning disabilities of 
the minimally brain-damaged child will aid the 
doctor in his diagnosis of brain damage. 

The need to become more familiar with the 
terminology and practices of special education has 
not been met. Special educators should be brought 
into medical schools as guest lecturers and special 
education courses should be instituted in medical 
schools. (This is being done at the University of 
Colorado Medical School.) As the special educa¬ 
tor is being required to obtain hospital and clinical 
experience, perhaps, the doctor should be encour¬ 
aged to devote some time to classroom observa¬ 
tion. 

This article is perhaps inappropriately titled. 
The task at hand may not be learning to improve 
communication, but rather learning how to com¬ 
municate. In order to do this, the two professions 
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must find opportunities to sit down together at 
professional conferences and institutes, in class¬ 
rooms and workshops. They must share knowl¬ 
edge in team teaching endeavors, in special cours¬ 
es, in guest lectures, in interdisciplinary staff 
conferences, and in informal meetings. They must 
examine concepts of self-image. The teacher must 
stop thinking of himself as low man on the totem 
pole, and the doctor must stop thinking of himself 
as the Brahmin of the interdisciplinary team, for 
only when each profession views itself as an 
equally vital member of the team can fluent, effec¬ 
tive, and meaningful communication occur. 
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Exercise and Coronary Artery Disease 


For years physicians have been fascinated with 
the relationship of exercise to coronary artery 
disease (CAD) and acute myocardial infarction 
(AMI). The question arises in three settings: 
first, whether the habitual level of exercise re¬ 
quired in the patient’s occupation is related to the 
severity or mortality of CAD; second, whether 
acute and severe exertion brings on AMI; and 
third, how much exercise should be allowed fol¬ 
lowing recovery from AMI, how soon the patient 
should be allowed up, and how fast he should be 
mobilized. 

1. Association Between Habitual Activity Level 
and Coronary Artery Disease 

A number of studies have been performed in 
various industries comparing sedentary workers, 
such as clerks, telegraphers, telephonists, supervi¬ 
sory personnel and bus drivers, with more physi¬ 
cally active workers, such as postmen, conductors 
on buses and switchmen in the railroad industry. 
Most studies have demonstrated that the incidence 
of CAD is higher among sedentary workers. For 
example, Taylor 1 comparing death rates among 
clerks, switchmen and section men in the railroad 
industry, showed that there was a consistently 
increasing death rate per 1,000 at different age 
groups—with the lowest rate among section men, 


a slightly higher rate among switchmen and the 
highest among clerks. 

Morris et al 2 reported a higher incidence of 
CAD in drivers in the London Transport Execu¬ 
tive than in the conductors, who are more active. 
They also compared postmen with a group of civil 
service executives, officers and clerks. Their con¬ 
clusion was, “Men in physically active jobs have a 
lower incidence of coronary heart-disease in mid¬ 
dle age than have men in physically inactive jobs. 
More important, the disease is not so severe in 
physically active workers, tending to present first 
in them as angina pectoris and other relatively 
benign forms, and to have a smaller early case- 
fatality and lower early mortality-rate.” 

The study of Spain and Bradess 4 of 1.000 
consecutive deaths due to CAD corroborated the 
finding that sedentary occupational groups tend to 
have an earlier onset of death from CAD. Indeed, 
most studies seem to agree that sedentary activity is 
associated with a higher incidence of CAD and 
death at a younger age. This finding does not 
conclusively demonstrate, however, that lack of 
activity is a direct cause of the higher incidence of 
CAD. 

There are a number of difficulties with these 
studies. In the first place, there may be factors 
other than exertion which differentiate the 
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groups. The person who would choose or be 
compelled to do heavy work undoubtedly has a 
different psychological makeup and social back¬ 
ground than the person doing sedentary work. 
The food and smoking habits, and exposure to 
airborne dusts, are different in the two groups. 
Sedentary workers in certain industries, such as 
the railroad industry, tend to be accumulated in 
large cities, whereas the switchmen and section 
workers tend to live in smaller towns. There is 
some evidence that the rural areas have lower 
death rates than urban areas. Morris, Heady and 
Raffle 3 have presented evidence that bus drivers 
tend to be more obese than conductors, although 
this may be a reflection of the type of work. It is 
possible, however, that the obese tend to select 
sedentary jobs. 

Even if it were proved that inactivity were 
related to CAD, it would not be possible to 
conclude from any evidence now at hand that the 
sedentary worker can decrease the risk of CAD or 
delay clinical onset by increasing his activity. It 
may well be that frenetic weekend physical fitness 
programs may be more harmful than helpful. 

2. Exercise As An Immediate, Precipitating Cause 
of Acute Coronary Artery Thrombosis 

There is a general impression that AMI occurs 
commonly in older men who attempt to clear their 
sidewalks of snow. The infarction is blamed on 
the excessive exertion, but usually this activity is 
performed by an elderly man after a heavy break¬ 
fast, in the extreme cold, so that identification of 
exercise as the precipitating cause is unwarranted. 
Over the last 30 years, a number of studies have 
shown that AMI occurs more often during rest 
than during or following exercise. A study of 
Phipps 5 in 1936 showed that only 40% of the 
patients had been performing some physical activ¬ 
ity prior to the onset of the attack. Master et al, 6 
in a study of 817 attacks of AMI in 555 patients, 
showed that about 40% of the attacks occurred 
while the patient was at rest or asleep; 18% 
occurred while the patient was walking, 14% 
during mild activity, 5% during moderate activity 
and only 2% during severe activity. In Spain and 
Bradess’s 4 study of 410 cases, only 67 had a 
definite history of physical activity that could be 
classified as moderate to strenuous in the period 
immediately preceding the attack. 

A problem arises in study of factors preceding 


acute AMI as to how an ordinary day is divided 
among sleep, sitting, walking, and heavier activi¬ 
ties. Heavy exertion could well be a precipitating 
factor in acute AMI, but because most people 
never perform heavy exertion, this precipitating 
factor could appear to be rare because exertion is 
rare. 

It is significant that a number of exercise 
studies have been performed on patients with 
known angina pectoris 7 without particular danger 
of AMT. In addition, innumerable Master’s tests 
are performed on patients with suspected coronary 
artery disease with a very low mortality rate. 

3. Exercise After Recovery from Myocardial 
Infarction 

For some time it has been a general clinical 
impression that moderate exercise following 
recovery from a myocardial infarction is helpful, 
rather than harmful, provided cardiac failure and 
angina are not present. 

This belief is now being put to the test by 
several investigations. Hellerstein et al 8 have re¬ 
ported 53 men with CAD, 39 of whom had 
myocardial infarctions and 14 angina pectoris 
(but not cardiac failure). They were subjected to 
a supervised graded, individualized exercise pro¬ 
gram two to three times weekly. Thirty-eight 
patients fully adhered to the program, nine ad¬ 
hered only partially and six did not adhere at all. 
The average follow-up was 19 months per indi¬ 
vidual. There were two deaths. There was objec¬ 
tive improvement (exercise ischemic S-T displace¬ 
ment. heart rate, blood pressure, systolic ten¬ 
sion-time index) in about 82% of those who fully 
adhered to the exercise program, 55% of those 
who partially adhered and 17% of those who did 
not adhere to the full exercise program. 

The reasons why certain patients did not com¬ 
plete the program are not given, but one might ask 
whether they were in poorer physical condition to 
start with than those who did finish the program. 

It seems proper to conclude from the clinical 
experience and studies performed that moderate 
or even heavy exercise is not harmful either in 
predisposing to CAD, in precipitating AMI or 
following recovery from AMI, provided the pa¬ 
tient is not in heart failure and does not have 
angina pectoris. Indeed, the evidence is strong 
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that moderate daily exercise is helpful in all 
chronic stages of coronary artery disease. 

* * * * * 

There are other reasons besides possible effects 
on coronary circulation to urge gradual moderate 
exercise after an AMI. It is well established 
clinically that inactivity in the chronically ill is 
often accompanied by depression, passivity and 
withdrawal from normal life. Harrison 9 notes, 
“The experienced physician knows that of the 
various symptoms associated with disorders of the 
heart, fear causes more hours of human suffering 
than all of the others combined.” The attitude of 
the physician toward exercise may do more to 
allay the patient’s anxiety following an AMI than 
any amount of explanation and reassurance. Dur¬ 
ing the early recovery from AMI, it is important, 
where possible, to start the patient on graded 
increase in activities so that he can see that he is 
improving. The speed of mobilization is not of 
primary importance. That is, a patient with a very 
severe AMI can be advanced in activity very 
slowly. If he sees some improvement weekly, it 


may be all that is necessary. To the less severely 
ill patient, daily increase in activity may be appro¬ 
priate. 
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plasma levels to a plateau for a total of 12 hours and 
more. 
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The gradual release of nicotinic acid in Geroniazol 
TT will provide the well-known peripheral vasodilata¬ 
tion needed in patients with deficient circulation and 
with a minimum amount (if any) of “flushing.” Also, 
cerebrovascular circulation is complemented by pen¬ 
tylenetetrazol, long-established as a cerebral and res¬ 
piratory stimulant. 

Geroniazol TT improves the typical, unfortunate, 
signs of senile confusion. Patients become more alert, 


















ged and debilitated 



TIME AFTER ADMINISTRATION (Hours) 


less confused and moody. Personal care, memory, 
emotional stability, social attention improve. Fatigue, 
apathy and irritability are reduced. 

A prescription for 100 tablets of Geroniazol TT will 
permit your patients to enjoy the benefits of time- 
prolonged nicotinic acid/pentylenetetrazol therapy, 
at an economical price. Dosage is only one tablet every 
12 hours. 

Contraindications: There are no known contraindica¬ 
tions. 

Precautions: Exercise caution when treating patients 
with a low convulsive threshold. 


Side Effects: Side effects are rarely encountered, how¬ 
ever due to the vasodilatation effect of nicotinic acid, 
transitory mild nausea, flushing, tingling and pru¬ 
ritus are possible. 

Dosage: One tablet every 12 hours. 

Supplied: Prescribe bottles of 100 tablets, to take ad¬ 
vantage of recent price reduction. 

References: 1. Report by Nuclear Science & Engi¬ 
neering Corp., Pittsburgh, Pa., in files of Philips 
Roxane Laboratories. 2. Connolly, R.: W. Virginia Med. 
J. 56 :263 (Aug.) 1960. 3. Curran, T. R., and Phelps, 
D. K.: Am. Pract. & Digest Treat. 11 :617 (July) 1960. 



“First with the Retro-Steroids” 

PHILIPS ROXANE LABORATORIES 

Division of Philips Roxane, Inc., Columbus, Ohio 
A Subsidiary of Philips Electronics and 
Pharmaceutical Industries Corp. 


GeroniazolTT 

nicotinic acid 150 mg., pentylenetetrazol 300 mg. 

Tempotrol® Time Controlled Tablet 

















“I like Bronkometer... 

I breathe better... 
don’t get the jitters.” 



Patients feel relaxed with Bronkometer. Its 
bronchodilator-decongestant action has min¬ 
imal central nervous system stimulation. 1 
Isoetharine,* Breon’s exclusive bronchodila- 
tor, shows only 1/16 to 1/64 the cardiotonic 

effect of isoproterenol.^‘Dilabron®, brand of isoetharine 


BRONKOMETER ASTHMA, CHRONIC BRONCHITIS, EMPHYSEMA 

isoetharine 0.6%; phenylephrine 0.125%; thenyldiamine 0.05%—Superior because it contains isoetharine 

COMPOSITION: Bronkometer delivers at the mouthpiece 200 metered doses of: 350 meg isoetharine methanesulfonate (0.6%); 70 
meg phenylephrine HCI (0.125%); and 30 meg thenyldiamine HCI (0.05%) with saccharin, menthol and fluorochlorohydrocarbons as inert 
propellants. Preserved with ascorbic acid 0.1% and alcohol 30%. 

RECOMMENDED DOSAGE: One or two inhalations with at least one minute between inhalations. Occasionally more may be required, 
however in most cases, inhalations need not be repeated more than every four hours. Dosage should be adjusted to the severity of the 
condition and to patient's response. 

PRECAUTIONS: Bronkometer is unusually free from cardiovascular and other side effects, but the usual precautions associated with 
sympathomimetic amines should be observed. Bronkometer should not be administered simultaneously with epinephrine or similar com¬ 
pounds because of the possibility of tachycardia, although it may be alternated with these agents. Dosage must be carefully adjusted 
in patients with hyperthyroidism, hypertension, acute coronary disease, cardiac asthma, limited cardiac reserve and in individuals sen¬ 
sitive to sympathomimetic amines. 

SUPPLIED: 10 ml pressurized aerosol vials complete with measured dose valve and oral nebulizer. 

References: 1. Spielman, A. D.: Curr. Therap. Res. 3:235 (June) 1961. 2. Herschfus, J. A.; Bresnick, E.; Levinson, L.; and Segal, M. S.: 
Ann. Allergy 9:769 (Nov.-Dee.) 1951. 

i BREON LABORATORIES INC. 90 Park Avenue, New York, N.Y. 10016 
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DEPARTMENT OF HEALTH 



HIGHLIGHTS 


TYPHOID VACCINE 

I he State Health Department is now stocking 
only the monovalent typhoid vaccine. The use of 
the triple vaccine (typhoid with para A and para 
B) was discontinued following a report of the 
Advisory Committee on Immunization Practice of 
the Public Health Service that the effectiveness of 
paratyphoid A and B vaccines is not established 
and their use is not recommended. 

Typhoid vaccine is recommended for those hav¬ 
ing intimate contact with carriers, for those in¬ 
volved in localized outbreaks, and for those 
travelling in foreign countries where typhoid fe¬ 
ver is endemic. 

Typhoid vaccine is no longer used on a mass 
scale except in rare community or institutional 
outbreaks. Thirty years ago, 300 to 500 cases were 
reported in Maryland each year, but since 1942 
there has been a steady decline in the number of 
cases reported. During the last five years the 
figure has varied from 3 to 14 cases annually. 

For adults and children over 10 years of age, 
the recommended dose of the monovalent typhoid 
vaccine is two 0.5 cc subcutaneous injections giv¬ 
en at intervals of four or more weeks. 

The dose for children 6 months to 10 years of 
age is 0.25 cc in each of two doses. Booster 
injections of 0.5 cc for adults and 0.25 cc for 
children, given subcutaneously, or 0.1 cc given 
intradermally, should be administered every three 
years. 


DEER’S HEAD ACCREDITED 

The Board of Commissioners of the Joint Com¬ 
mission on Accreditation of Hospitals has ap¬ 
proved the recommendation that Deer’s Head 
State Hospital be accredited for the period of one 
year. 

SCHOOL HEALTH 

Added emphasis has been given to the school 
health program by the State Departments of 
Health and Education through the recent addition 
of school health educators to their staffs. 

A Committee to Revise School Health Laws, 
composed of representatives from both State and 
local departments of health and education, and 
from the State Department of Mental Hygiene, 
has been organized to recommend changes in the 
existing laws to provide the nucleus of a sound 
school health program. 

A newsletter, to be published jointly by the 
Departments of Health and Education, will be 
distributed three times a year, beginning in Octo¬ 
ber. Tt will encourage discussion of current health 
issues involving the health of school-age children. 
The first issue will be devoted to Family Life 
Education. 

SMOKING CLINIC 

Under the leadership of Dr. Daniel Horn, Di¬ 
rector of the National Clearinghouse for Smoking 
and Health, the Department is conducting four 
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BALTIMORE OXYGEN 
SUPPLY CO., INC. 

OHIO CHEMICAL DISTRIBUTORS 
Therapy and Medical Gases 
Oxygen Tents 

Resuscitators and Apparatus 

PHONES: 789-8100 727-4748 

Main Office and Plant 

LINTHICUM, MARYLAND 21090 


WE PRESCRIBE 
FOR DOCTORS: 

Invest your money where it 
will earn a high return in 
complete safety 

CAPITAL SAVINGS 

AND LOAN ASSOCIATION 

INCORPORATED 1907 

421 NORTH CHARLES STREET 

CORNER FRANKLIN STREET 

BALTIMORE. MARYLAND 21201 

PHONE 752-6000 




A & F Nurses Registry 



LICENSED & BONDED 

• MALE & FEMALE 

• GRADUATE 

• UNDERGRADUATE 

• PRACTICAL 

• COMPANION 

NURSES 

For Private Homes 
Hospitals 
Institutions 

D. S. Anderson, Mgr. Dir. 
24 Hour Service 


613 E. 32nd St. BElmont 5-7135 

613 Homestead St. If no answer call: HOpkins 7-6746 

Baltimore, Md. 21218 


one-hour sessions for staff members who want to 
stop smoking cigarettes and who want to develop 
greater understanding of what needs to be done to 
accomplish this. 

The method includes a self-inventory designed 
to elicit reasons the individual smokes. One of the 
purposes of the program is to pretest this method 
of trying to help people stop smoking in a health 
department setting. Members of the staff of the 
Department of Mental Hygiene also have been 
invited to attend. 


Offering 2 GENERATIONS of research 
and experience in cooperation with the 
MEDICAL PROFESSION 

CORRECT SHOES 


for every 




need 


Normal 

Straight 

Corrective 


Pronators 
Supinators 
D. B. Splints 


Modifications and Custom Work 


HERBERT COX 


HU 4-0021 

1433 Reisterstown Rd. 

Pikesville 21208 


SA 7-7883 
210 N. Liberty St. 
Baltimore 21201 



Offices Available 
Within 12 blocks of 12 hospitals 

Parking facilities for 300 cars within one block 

The 1ATR0BE 2 E. Read Street 

Baltimore, Md. 21202 
call SAratoga 7-2180 
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BALTIMORE CITY HEALTH DEPARTMENT 


ROBERT E. FARBER, M.D., M.P.H. 
COMMISSIONER 


American Building, Baltimore and South Streets 
Baltimore, Maryland 21202 


752-2000: Extension 307 


Learn To Do Your Part In The Prevention Of Disease 


1965 Birth Certificates Show Encouraging 
Trend In Prenatal Care 


A study of birth certificates for 1965 by the 
City Health Department’s Bureau of Biostatistics 
indicates encouraging results from the Depart¬ 
ment’s efforts to reduce longstanding high infant 
death rates in the city, especially among the non¬ 
white segment of the population. The following 
notable gains were reported: 

1. In 1965 there was increased utilization of 
existing health facilities for prenatal care. More 
women sought care and sought it at an earlier 
stage of pregnancy than in 1964. 

2. On a city-wide basis the number of preg¬ 
nant nonwhite girls 16 years and under was 888 
in 1965, as compared with 834 in 1964. The 
proportion of these pregnant girls who sought 
prenatal care in the first third of pregnancy 
almost doubled (from 8.4% to 16.2%). Definite 
improvement was shown by all age groups of 
nonwhite women. 

3. While the death rate for white infants in 
the first month of life remained at about the 
same level in 1964 and 1965, the death rate for 
nonwhite infants dropped by 13.5% over 1964. 
The greatest decline in infant deaths occurred 
in nonwhite infants whose mothers had prena¬ 
tal care within the first three months of preg¬ 
nancy ; this group experienced a drop in death 
rate of 44.6%. A lesser decline of 18.7% was 
noted in nonwhite infants whose mothers 
sought care in the second three months of 
pregnancy. This comparison demonstrates most 
dramatically the vital importance of pregnant 
women seeing a doctor early in pregnancy. 


4. There were 19,907 resident live births in 
1965, as compared with 21,987 in 1964. The 
birth rate and the resident live births continued 
to decline at a pace greater than that of the 
national rates. White live births dropped by 
10.8% and the nonwhite by 8.2%. 

The Baltimore Maternity Center, the headquar¬ 
ters facility of Project 501, cared for 6,243 preg¬ 
nant patients in 1965, as compared with 6.211 in 
1964, an increase despite the 9.5% decline in 
resident live births in the same period. 

The Baltimore Maternity and Infant Services 
Center, 211 West Lombard Street, is under the 
direction of Dr. Kathleen A. Swallow. The Center 
is open daily, 8:30 am to 2:00 pm, Monday 
through Friday. Physicians may refer their needy 
pregnant patients to the Maternity Center for 
prenatal and follow-up care. 

Robert E. Farber, MD 
Commissioner of Health 



9 E. LEXINGTON ST. 


Balto., Md. 21202 

Same Location for 
Nearly 20 Years 

• 

Banquet Facilities for 
Large Parties 

Open Doily 11 a. m. to 9:30 p. m. 

Closed Saturday and Sunday 
Air-Conditioned Plata 2-0027 
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only one in the morning 
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Now 

b.i.d. convenience 

plus 

even greater patient savings 
:ver q.i.d. tetracycline therapy 



iximumpatientsavings.New 

CAPS now enable you to pre- 
ibetetracyclineinaneven more 
Dnomical, more convenient 
m. Your patient’s prescription 
liar gets maximum value: a 
lyJmdCAPS dose is priced lower 
in any other leading brand of 
'acycline —b.i.d . or q.i.d. 


More of the active antibiotic in 
the blood. The basic tetracycline 
in Tetrex (tetracycline phosphate 
complex] is less bound to serum 
protein than is demethylchlortet- 
racycline. 1 Result: Tetrex (tetracy¬ 
cline phosphate complex] pro¬ 
vides a higher percentage of 
active antibiotic in the blood. 


ill tolerated. Tetrex (tetracy- Available in bottles of 16 and 50. 
le phosphate complex) is well 
erated. Gastrointestinal side 
ects are few; photodynamic 
actions are extremely rare. 

■CAPS is a trademark of Bristol Laboratories, Division of Bristol-Myers Company, for its brahds 
■wice-a-day capsules. Each Tetrex bid CAP contains Tetrex (tetracycline phosphate complex) 
■valent to 500 mg. tetracycline HCI activity. 


BRISTOL 


BRISTOL LABORATORIES 
Division of Bristol-Myers Company 
Syracuse. New York 


BRISTOL THERAPEUTIC SUMMARY: For complete infor- 
motion consult Official Package Circular. Indications: 
Infections of respiratory, gastrointestinal and genito¬ 
urinary tracts and skin and soft tissues due to tetra¬ 
cycline-sensitive organisms. Contraindications: The drug 
is contraindicated in individuals hypersensitive to tetra¬ 
cycline. Warnings: Photodynamic reactions have been 
produced by tetracyclines. Natural and artificial sun¬ 
light should be avoided during therapy. Stop treatment 
if skin discomfort occurs. With renal impairment, sys¬ 
temic accumulation and hepatotoxicity may occur. In 
this situation, lower doses should be used. Tooth stain¬ 
ing and enamel hypoplasia may be induced during 
tooth development (last trimester of pregnancy, neonatal 
period and childhood). Precautions: Mycotic or bac¬ 
terial superinfection may occur. Infants may develop in¬ 
creased intracranial pressure with bulging fontanels. In 
gonorrheal therapy, serologic tests for syphilis should 
be conducted initially and monthly for 3 months. Adverse 
Reactions: Glossitis, stomatitis, nausea, diarrhea, flatu¬ 
lence, proctitis, vaginitis, dermatitis and allergic reac¬ 
tions may occur. Usual Adult Dose.- 500 mg. b.i.d. 
Continue therapy for 10 days in beta-hemolytic strep¬ 
tococcal infections. Administer on? hovr before or two 
hours after meals. 

Reference: 1. Roberts, C. E., Jr.; Perry, D. M.; Kuharic, 
H. A., and Kirby, W. M. M-: A. M. A. Arch. Int. Med. 
107:204 (Feb.) 1961. 












ACHROCIDIN 

Tetracycline HCI-Antihistamine-Analgesic Compound 


Each tablet contains: Caffeine . 30 mg 

ACHROMYCIN® Tetracycline HCI. 125 mg Salicylamide . 150 mg 

Phenacetin . 120 mg Chlorothen Citrate. 25 mg 

The patient can feel better while getting better. ACHROCIDIN brings the treatment together in a single prescription- 
prompt symptomatic relief together with early, potent control of the tetracycline-sensitive organisms frequently respon¬ 
sible for complications leading to prolonged disability in the susceptible patient. 


Effective in controlling complicating tetracycline-sensitive bac¬ 
terial infection and providing symptomatic relief in allergic 
diseases of the upper respiratory tract. 

Contraindication— History of hypersensitivity to tetracycline. 

Warning-lf renal impairment exists, even usual doses may lead 
to liver toxicity. Under such conditions, lower than usual doses 
are indicated and if therapy is prolonged, tetracycline serum 
level determination may be advisable. Hypersensitive individuals 
may develop a photodynamic reaction to natural or artificial sun¬ 
light during use. Individuals with a history of photosensitivity 
reactions should avoid direct exposure while under treatment and 
treatment should be discontinued at first evidence of skin 
discomfort. 

Precautions-Some individuals may experience drowsiness, ano¬ 


rexia, and slight gastric distress. If excessive drowsiness occurs, 
it may be necessary to increase the interval between doses. Per¬ 
sons on full dosage should not operate any vehicle. Use may 
result in overgrowth of nonsusceptible organisms. If infections 
appear during therapy, appropriate measures should be taken. If 
adverse reaction or idiosyncrasy occurs, discontinue medication 
and institute appropriate therapy. Infections caused by beta- 
hemolytic streptococci should be treated for at least 10 full days 
to help prevent rheumatic fever or acute glomerulonephritis. Use 
of tetracycline during tooth development (last trimester of preg¬ 
nancy, neonatal period and early childhood) may cause discolora¬ 
tion of the teeth (yellow-grey-brownish). This effect has been 
observed in usual short treatment courses. 

Average adult dosage: 2 tablets four times daily, given at least 
one hour before, or two hours after meals. 


LEDERLE LABORATORIES, A Division of American 


Cyanamid Company, Pearl River, New York 

608 - 6-3393 
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Isadore Tuerk, MD, Commissioner Kurt Gorwitz, Statistics Director 


THE SCHIZOPHRENIC PATIENT 


Schizophrenia is the most frequently noted di¬ 
agnosis in Maryland’s psychiatric hospitals and 
clinics, with nearly one-fourth of all patients 
reported to have this disorder. In the state- 
operated hospitals, 46.2% of all beds are occupied 
by schizophrenics and they comprise 57.8% of all 
patients who have been hospitalized for five years 
or more. 

The Table show’s the latest available data on the 
one-day prevalence of schizophrenic patients in 
all inpatient and outpatient facilities reporting to 
the Maryland Psychiatric Case Register by age 
and by major diagnostic subgroup. Paranoid and 
chronic schizophrenics, the two largest groups, 
accounted for 60% of these cases. Rates increase 
to a maximum between 45 and 64 years of age, 
after which they decrease slightly. 


During a recent three year period (July 1, 
1961-June 30, 1964), more than 14,000 Maryland 
residents (or one out of every 225) were reported 
to have had one or more treatment episodes for 
schizophrenia. The proportion of the total popula¬ 
tion under care was slightly higher for females 
than for males and considerably higher for non¬ 
whites than for whites. However, the highest rate 
was noted for white males between the ages of 35 
and 44 who were separated from their wives, with 
more than two percent of these Maryland res¬ 
idents under treatment for schizophrenia. 

The types of schizophrenia were first classified 
and described by Emil Kraepelin more than 50 
years ago. A number of studies since that time 
have reported considerable variation in its fre¬ 
quency of occurrence. Available Register data for 






ACE 









65 And 

SUBGROUP 

TOTAL 

5-14 

15-24 

25-44 

45-64 

Over 

Paranoid 

2,217 


58 

885 

947 

327 

Chronic 

1,188 

2 

115 

658 

348 

65 

Catatonic 

803 

— 

71 

363 

298 

71 

Hebephrenic 

500 

— 

8 

78 

228 

186 

Acute 

221 

2 

62 

131 

21 

5 

Childhood 

41 

24 

17 

— 

— 

— 

Other 

885 

4 

60 

287 

382 

152 

TOTAL 

5,855 

32 

391 

2,402 

2,224 

806 

Rate Per 100,000 
Estimated Population 

168.9 

4.4 

74.6 

262.7 

338.2 

326.7 
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ROVER 

2000 TC 

Ajjjorli Seclun 


Very Likely . . . 

The World's Safest Auto 

... an attractive comfortable car with exceptionally 
good handling, The Rover represents the strongest effort 
ever made to build and market a safe car." 

Industrial Design, Jan. ’66 

IMMEDIATE DELIVERY 

Baltimore' 1 s Only Authorized Dealer 

A & R IMPORTED MOTORCARS 

4412 Reisterstown Road 
at- Cold Spring Lane 

Baltimore, Md. 21215 

LI 2-5000 LI 2-3004 


♦***❖**. 


| Baltimore's most unique dining place* 

! Jfalstaff 



&oom 

SHERATON 

-BELVEDERE HOTEL | 


Maryland indicate an annual incidence rate of 
approximately 50 (per 100,000 estimated popula¬ 
tion), or nearly 1,800 new cases per year. This 
number indicates that it is one of our major 
disease entities, particularly since it is frequently a 
chronic condition which was first observed at an 
early age. While psychotherapy, drugs and avail¬ 
able supportive services have enabled increasing 
numbers of schizophrenics to function as family 
and community members, the continuing need is 
for expanded research related to the causes, pre¬ 
vention and management of this illness. 


60 YEARS OF FRIENDLY SERVICE 



Savings and Zoan Association 

ORGANIZED 1906 



WHERE YOU SAVE DOES MAKE A DIFFERENCE 
DIRECT REDUCTION HOME LOANS 

Hours 9 A.M. to 2 P.M. Doily 
Tuesday Evenings 7 to 9 

355-9300 

PATAPSCO AVENUE & FOURTH STREET 

Baltimore, Maryland, 21225 


HOME SWEET OFFICE. 

You spend more time living in your office than loafing in 
your living room! Isn’t it time you updated your office 
decor and made it more liveable? Consult with the 
Lucas Design Group! They’re experts in solving office 
space problems . . . specialists in planning and providing 
distinctive office furnishings. So go creative! Phone 
MU 5-3000 and make an appointment with one of our 
designers. 

You’ll soon be at home in a sweet looking office. 




LUCAS DESIGN GROUP 

Contract Interior Design 
Division of Lucas Bros., Inc. 
221 East Baltimore St. 

MU 5-3000 
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Doctor, 

Here is the Abbott anorectic 
program designed to meet 
the individual needs of your 
overweight patients. 











mood elevation 


Abbott 

Anorectic 

Program 


DESOXYN® Gradumet® (metham- 
phetamine hydrochloride) 

Smooth appetite control plus mood elevation. 


If she can't take plain amphetamine, 
put her on DESBUTA1! Gradumet 

Calms anxieties; controls compulsive eating. 


The obese patient on a diet often has to battle 
depression as well as overweight. Desoxyn Grad¬ 
umet helps the dieter in both battles by elevating 
the mood while it curbs the appetite. Thanks to 
the Gradumet, medication is smoothly released 
all-day from a single oral dose. 


Desbutal Gradumet provides 2 drugs in 2 tablet 
sections, combined back to back to form a single 
tablet. One section contains Desoxyn to curb the 
appetite and lift the mood; the other contains 
Nembutal® (pentobarbital) to calm the patient and 
counteract any excessive stimulation. 

Both drugs are released in an effective dosage 
ratio throughout the day. 




controlled release 


Abbott 

Anorectic 

Program 



Not all long-release vehicles are 
the same. Here is why the Gradumet 
is different and what it means 
for your overweight patients. 


. 








'A 


The release action is purely physical and relies on 
only one factor common to every patient: gastro¬ 
intestinal fluid. There is no dependence on enteric 
coatings, enzymes, motility, or an “ideal” ion con¬ 
centration in the gastrointestinal tract. 

Your patients get a measured amount of medi¬ 
cation, moment by moment, throughout the day . 

They are not subjected to ups and downs of 
drug release ... or to erratic release from patient 
to patient ... or to erratic release in the same 
patient from day to day. 


That's why the Gradumet provides 
controlled-release as well as 
long release. 


Perhaps you saw the Gradumet model demon¬ 
stration which shows that the release is entirely 
physical. When fluid is added, the drug in the outer 
ends of the channels dissolves. As fluid pene¬ 
trates deeper into the channels, there is a con¬ 
tinuous release of medication. The rate of release 
is rigidly controlled by the size and number of 
channels. 









choice of 5 strengths 3 


DESOXYN Gradumet 

Methamphetamine Hydro¬ 
chloride in Long-Release 
Dose Form 



5 mg. 10 mg. 15 mg. 


DESBUTAL 10 Gradumet 

10 mg. Methamphetamine 
Hydrochloride, 

60 mg. Pentobarbital Sodium 



Front Side 


DESBUTAL 15 Gradumet 

15 mg. Methamphetamine 
Hydrochloride, 

90 mg. Pentobarbital Sodium 



Front Side 


samples available 



Oesbutal IS Gradumet 

Product ot choice for patients who 
overreact to plain amphetamine 

As »n anorectic in treatment of 
obesity; »t» to counteract anxiety and mtW depression, 
Oesbvtal is centraindtcefed in pa¬ 
tients taking a monoamine oxidase inhibitor Nervousness 
or excessive sedation have occasionally been observed: 
otten these efleets wilt disappear after a few days, use 
with caution in patients with hypertension, cardiovasetifar 
disease, hyperthyroidism or who are sensitive to sympa 
thorn imetic drugs Careful supervision is advisable with 
malad justed wlwtduals, 

A single Sradumet tablet in the morning 
provides atf-day appetite control. 

Desbutal 10 contains 10 mg ot meth 
amphetemma hydrochloride and 60 mg. of pentobarbitat 
sodium Desbutat 55 contains IS mg of methamphetamine 
hydrochloride and SO mg, ot pentobarbital sodium, In 



Sucaryl Sweeteners 

A proven aid to weight control — 

For use in beverages and foods 
—stable to heat 

A constant reminder to your pa» 
bent to “watch her calories” 

A carefully balanced formula to 
prevent aftertaste 

—in tablets and liquid— 


of low and rron tatoric sweeteners 


Each sample contains 6 tablets and a filled 
Sucaryl® Sweetener dispenser. For a supply, write 
Abbott Laboratories or ask your Abbott man. 


economy 


Patients, in many cases, save 
enough to get five weeks of 
medication for the price of 
four, compared to other leading 
long-release anorectics. 

601060 





CONTRAINDICATION: Desoxyn and Desbutal are 
contraindicated in patients taking a monoamine 
oxidase inhibitor. 

PRECAUTIONS: Use with caution in patients with 
hypertension, cardiovascular disease, hyperthy¬ 
roidism, old age, or those sensitive to sympatho¬ 
mimetic drugs or ephedrine and its 
derivatives. Careful supervision is ad- #■ E 

I ABBOTT ■ 

visable with maladjusted individuals. W 

Gradumet—long-release dose form, Abbott: U.S. Pat. No. 2,987,445. 
Sucaryl—Abbott brand of low and non-caloric sweeteners. 











Maryland ===^ -- 
Association OF=: r 
Medical .. - 

Assistants . 


SEMIANNUAL MEETINQ 


The Maryland Association of Medical Assist¬ 
ants held its sixth semiannual meeting at the 
Stowaway Motel, Ocean City, Md, on Saturday, 
September 10, 1966. 

Registration at 11:30 am was followed at noon 
by the business meeting, which was conducted by 
Miss Betty Fern, president. The scientific sessions 
began at 2:45 pm with a welcoming address by 
Russell S. Fisher, MD. Dr. Fisher is Chairman of 
the Council of the Medical and Chirurgical Fac¬ 
ulty, and Chief Medical Examiner of Maryland. 



Betty Fern and Raymond M. Yow, MD 


A. S. Hashim, MD, the guest speaker, talked to 
the medical assistants on “Pediatric Trends in 
Iraq.” Dr. Hashim was graduated from the Medi¬ 
cal College in Baghdad and interned in the 
Teaching Hospital there. He came to America in 
1953 and had a medical fellowship at the Chil¬ 
dren’s Medical Center in Boston, followed bv a 



A. S. Hashim, MD 


year’s pediatric residency in Columbus Children’s 
Hospital. Since his certification by the American 
Board of Pediatrics in 1957, Dr. Hashim has been 
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MAMA OFFICERS 

From left to right, Dorothy Hartel, corresponding 
secretary; Gertrude Gillum, vice-president; Betty 
Fern, president; Margaret Swank, vice-president 
of AAMA; John Komber, president; and Nell 
Chaney, president-elect. 

practicing- pediatrics in Cumberland. 

“Maganga,” a documentary film on the status 
of medicine in Africa, was presented at the con¬ 
clusion of Dr. Hashim’s talk. 

The session was highlighted by the semiannual 
banquet at the Ship’s Cafe. Raymond Yow, MD, 
advisor to MAMA from Salisbury, was the mas¬ 
ter of ceremonies and his wit proved to be delight¬ 
ful. Dr. Yow is a diplomate of the American 
Board of Urology and Fellow of the American 
College of Surgeons. 

Raymond Atkins, MD, advisor to MAMA 
from Baltimore, was unable to attend this meeting 
and his absence was keenly felt because of the 
many contributions in time and effort which he 
h.ts made during past meetings. 

PEGGY BllRY 
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Prompt Pick-up 
and Delivery 


MU 5-3232 


D. Stuart Webb 

Advertising Services, Inc. 

306 N. Gay Street Baltimore, Md. 21202 


traditional 
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NOW IN ONE LOCATION 



NURSING AND CONVALESCENT CENTER 
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* ™ 


traditional The Traditional 
Foxleigh excellently answers the needs 
of the person wishing the finest in 
cdre and facilities in a semi-private 
accommodation. 

RATES FROM $65 to $85 per week 

Modern The Modern Foxleigh is 
a completely brand new building 
featuring all private accommodations. 
This outstanding rehabilitative care 
costs no more than private accom- 



Just two miles north of Pikesville in 
Garrison, Maryland at the inter¬ 
section of Reisterstown and Valley 
roads. HU 6-4436 
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OLNEY. J MD 
LUNCHEON• DINNER 
COCKTAIL LOUNGE 
Daily and Sunday, 
CLOSED MONDAYS 
AIR CONDITIONED 1 


929-1717 


Georgia Ave. Extended, 
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What to Do About Christmas Qifts 


Each year, about this time, the same familiar 
questions arise regarding Christmas giving. Here 
is a review of some typical questions accompanied 
by recommended solutions. 

Q. “Should I give my office staff a per¬ 
sonal gift or cash ?” 

A. “If you give an employee cash, it does 
not come within the $25 annual gift limita¬ 
tion rule. If you wish to deduct the amount 
given as a gift, however, it must be reported 
on the recipient’s W-2 slip for income tax 
purposes. Gifts of tangible personal proper¬ 
ty, such as a watch, portable typewriter, tape 
recorder, or radio, costing no more than 
$100 and given for ‘loyalty’ or ‘devotion to 
duties’ are not included in figuring the $25 
limitation. 

“Whatever you decide, make your decision 
early. If it is to be a gift, try to learn what 
she really needs. If it is to be cash, give it at 
least two weeks before the holiday. It may 
be the answer to her gift budget, and she 
won’t die of anticipation.” 

Q. “What should I do about gifts to 
interns, residents, and nurses who assist 
me?” 

A. “Gifts for an intern or resident some- 

Mr. McClure is director of the Baltimore office of 
Professional Business Management, Inc. This monthly 
column is prepared as a complimentary service to the 
Maryland State Medical Journal. 


WILBURN L. McCLURE , JR. 

times present a problem. Practically speak¬ 
ing, there could be no finer or more useful 
gift than a certificate to one of the better 
local restaurants. Even if he should receive 
more than one such gift, the odds are that 
each one will be thoroughly enjoyed and 
probably at a place he might not otherwise 
go because of his limited time and budget. 

“For the nurse, again a gift certificate, but 
this time from one of the large department 
stores where she can purchase the toiletries 
or other items personally needed but not 
found under the Christmas tree.” 

Q. “What should I give to referring 
colleagues, patients, and friends that is a 
little different from the usual ?” 

A. “Gifts to referral sources should be 
useful and practical. Clocks, elaborate ash 
trays, brief cases, transistor radios, and 
electric knives, can openers, and tooth 
brushes are but a few of the long list of 
gifts almost anyone would like to receive.” 

Q. “What are the limitations on profes¬ 
sional gifts under the present tax rules ?” 

A. “Deductions for gifts to referring col¬ 
leagues, patients, and friends, as well as to 
interns, residents, and nurses are limited 
annually to $25 a person. The $25 limitation 
affects a partnership as well as a solo practi- 
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1st floor suites in a new 
luxury hi-rise on upper 
Connecticut Avenue. 
Management will parti¬ 
tion to suit tenant. Roof¬ 
top pool privileges plus 
24 hour secretarial serv¬ 
ice. Adequate parking. 

REGENCY 

HOUSE 

5201 Connecticut Avenue, N.W., Washington, D. C. 
CONTACT: MR. FOWLER—EMerson 2-9000 
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tioner in that the partnership cannot exceed 
$25 a person annually, regardless of the 
number of partners. You can, of course, 
give a more expensive gift to valued, help¬ 
ful friends, but you may deduct no more 
than $25. These rules do not apply to em¬ 
ployees.” 

Q. “I don’t believe in giving gifts. What 
about entertaining instead?” 

A. “Entertainment is important at this 
time of year. Entertaining small intimate 
groups, especially in your home, adds a 
personal warmth to the season. Sunday 
brunch or a late evening dinner are ideal 
occasions. (You may wish to review, “What 
You Should Know About Entertaining Col¬ 
leagues,” Maryland State Medical Journal. 
May, 1966, page 155.) 

So that you may achieve the true art of giving 
and entertaining, keep the following thought in 
mind: “Have I included everyone on my list so 
that I will not offend a single person ?” 


MAKE ANY DAY 

“Special” 

with 

BLOOMINQ 

BEAUTY 

• We Grow Our Flowers • 



We Also Make 
Artificial Arrangements 



Qeo . RADEBAUGH 

& Sons 

120 Burke Ave. Towson, Maryland 21204 

Phone VAIley 5-4300 
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Semiannual Meeting 

The Semiannual Meeting of the Woman’s 
Auxiliary to the Faculty, concurrent with the 
Semiannual Meeting of the House of Delegates, 
was held Friday morning, September 9, in the 
Diplomat Motor Hotel, Ocean City, Md. Mrs. 
Archie R. Cohen, president of the Auxiliary, 
presided at the meeting, which was opened with 
greetings from Manning W. Alden, MD, the 
Med-Chi Advisor. 


At the conclusion of the business session, 
Carolyn S. Pincock, MD, addressed the members 
on the subject of “Aspects of Adolescent Medicine 
Through the Eyes of the Physician and his Wife.” 
Dr. Pincock, who is an Associate Attending at 
the Children’s Hospital in Washington, DC, 
talked primarily of a practical approach to such 
adolescent problems as health, personality, and 
family interrelationships. 


October A Busy Month for Auxilary Leaders 


The Woman’s Auxiliary is constantly seeking 
ways to help physicians meet the health needs of 
people in their communities. In October, the 
Maryland Auxiliary leaders traveled to Chicago 
and to New York City to acquire knowledge of 
other programs for the advancement of medicine 
and public health. 

Those who attended the 1966 Fall Conference 
of the Woman’s Auxiliary to the American 
Medical Association, from October 2 to 4 at the 
Drake Hotel in Chicago, included Mrs. William 
S. Stone, Baltimore, a national director of the 
Woman’s Auxiliary to the American Medical 
Association; Mrs. John E. Baybutt, Easton, 
Eastern regional chairman for AMA-ERF; Mrs. 
Archie R. Cohen, Clear Spring, president of the 
Woman’s Auxiliary to the Medical and Chirur- 
gical Faculty; and Mrs. Wallace H. Sadowsky, 
president-elect of the Woman’s Auxiliary to the 
Faculty. 


The Hon. Vu Van Thai, ambassador to the 
U.S. from South Vietnam, was the featured Con¬ 
ference speaker. He highlighted the impact of 
medical programs on his country’s civilian popu¬ 
lation. Appearing with him were Norman Hoover, 
MD, Mayo Clinic, who described his experiences 
in Vietnam, and Ernest B. Howard, MD, AMA 
assistant executive vice-president, who described 
the association’s Vietnam projects. 

Other program features included presentations 
on Title XIX of the Medicare law by: Charles L. 
Hudson, MD, AMA president; Ellen Winston, 
PhD, a commissioner of the Health, Education, 
and Welfare Department; Mr. Howard Hassard, 
executive director of the California Medical As¬ 
sociation ; and Henry I. Fineberg, MD, executive 
vice-president of the Medical Society of the 
State of New York. 

Another speaker was Dean W. Roberts, MD, 
executive director of the National Commission on 
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Community Health Services, Inc. His topic was 
“Health Is a Community Affair.” Additional 
program topics were “Action Programs for 
Women” and such direct service auxiliary projects 
for the homebound and elderly as homemaker 
service, meals-on-wheels and Volunteer Friendly 
Visitor training. 

On Tuesday night conference members attended 
a dinner sponsored by the American Medical 
Political Action Committee, where the featured 
speaker was Congressman Donald Rumsfeld, R, 
13th Congressional District, Illinois. Also sched¬ 
uled during the conference were regional mem¬ 
bership dinners and discussion sessions on par¬ 
liamentary procedure and press relations. 

The National Eastern Regional Workshop at 
the City Squire Motor Inn, New York City, on 
October 10 and 11 was sponsored by the National 
Auxiliary, and conducted for the state auxiliary 
presidents, presidents-elect and chairmen of the 
following committees: AMA-ERF, Community 
Service, Health Careers, Legislation, Member¬ 
ship, and Mental Health. Those from Maryland 
who attended were Mrs. Cohen, Mrs. Sadowsky, 
Mrs. Baybutt, and Mrs. DeWitt E. DeLawter, 
Bethesda, the state chairman for Legislation in the 
Auxiliary. 

Auxiliary Officers 

The officers and committee chairmen of the 
Woman’s Auxiliary to the Medical and Chirur- 
gical Faculty for the year ending April, 1967, 
are listed below for the benefit of non-members 
who would like to join the Auxiliary and present 
members who are not currently participating in 
any of its activities. All are urged to select a field 
of interest and volunteer their services to the 
appropriate committee chairman, or to direct 
questions and suggestions to one of the officers. 

President : Mrs. Archie R. Cohen, Clear Spring, 
842-2838 

President-elect : Mrs. Wallace H. Sadowsky, 
Havre de Grace, WE9-1918 
1st Vice-president: Mrs. M. McKendree Boyer, 
Damascus, CL3-2122 

2nd Vice-president: Mrs. Raymond M. Yow, 
Salisbury, P12-1381 

3rd Vice-president: Mrs. Raymond C. V. Robin¬ 
son, Baltimore City, DR7-8777 
4th Vice-president: Mrs. Carlton Brinsfield, 
Cumberland, 724-5820 

Treasurer: Mrs. George S. Malouf, Hyattsville, 
277-5885 


Recording Secretary: Mrs. Robert A. Reiter, 
Baltimore City, L06-2718 

Corresponding Secretary : Mrs. Howard N. 
Weeks, Hagerstown, 739-2420 

Parliamentarian : Mrs. Martin E. Strobel, Balti¬ 
more County, 833-3242 

Committee Chairmen 

AMA-ERF : Mrs. G. Overton Himmelwright, 
Cumberland, 724-0731 

Community Service : Mrs. M. McKendree Boyer, 
Damascus, CL3-2122 

Convention: Mrs. Delmas D. Caples, Baltimore 
County, 833-4699 

Mrs. Martin E. Strobel, Baltimore County, 
833-3242 

Councilor to Woman’s Auxiliary to the South¬ 
ern Medical Association : Mrs. Raymond C. V. 
Robinson, Baltimore City, DR7-8777 

Disaster Preparedness: Mrs. John R. Smith, Jr., 
Centreville, 758-0734 

Doctor’s Day : Mrs. Raymond C. V. Robinson, 
Baltimore City, DR7-8777 

Editor, Auxiliary Page, Maryland State Medical 
Journal: Mrs. Harry L. Berman, Ellicott City, 
H05-1422 

Finance: Mrs. O. D. Sprecher, fr., Hagerstown, 
733-7118 

Health Careers: Mrs. Raymond M. Yow, Salis¬ 
bury, PI2-1381 

Historian: Mrs. John Baybutt, Easton, 822-0811 

Hospitality: Mrs. David S. Clayman, Hyatts¬ 
ville, WA7-2002 

International Health Activities : Mrs. Leland 
Ransom, Cumberland, PA2-8018 
Mrs. Carlton Brinsfield, Cumberland, 724- 
5820 

Legislation : Mrs. DeWitt E. DeLawter, Bethes¬ 
da, OL2-2506 

Student Liaison to Woman’s Auxiliary to Stu¬ 
dent AMA : Mrs. Albert E. Goldstein, Balti¬ 
more City, BE5-1341 

M.D.’s WIFE : Mrs. Sullins G. Sullivan, Balti¬ 
more City, VA5-6422 

Members-at-large : Mrs. Elmer G. Linhardt, 
Annapolis, 263-2156 

Membership : Mrs. Wallace H. Sadowsky, Havre 
de Grace, WE9-1918 

Mental Health: Mrs. Irving I. Tavlor, Baltimore 
City, HU6-4066 

Newsletter: Mrs. Samuel R. Wells, Mt. Wilson, 
HU6-7676 

Press and Publicity : Mrs. Robert A. Reiter, 
Baltimore City, L06-2718 

Representative to Med-Chi Public Relations 
Committee: Mrs. H. Leonard Warres, Balti¬ 
more City, FL8-1151 

Revisions and Resolutions: Mrs. John G. Ball. 
Bethesda, OL2-3200 

Safety: Mrs. John R. Smith, Jr., Centreville, 
758-0734 
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LE 9-0222 



403 N. Charles Street 


Baltimore, Md. 21201 


MOMMY... CALL 

HAMPDEN 



FOR RUG CLEANING 

BE.5-0600 

FOR MOVING & STORAGE 

CH. 3-4750 


iimiiiiimtiiiimiiimiHiiiiiiiiiiiiti 


iiiiiimiiiiiiiiMiMiiimiiii 


Montgomery County Auxiliary 


The monthly luncheon meeting of the Woman’s 
Auxiliary to the Montgomery County Medical 
Society was held on Tuesday, October 18, at the 
Linden Hill Restaurant. Mrs. Norman Oliver 
and Mrs. William Aud were co-chairmen of the 
luncheon. Mr. Ernst S. Johnston, the guest 
speaker, addressed the group on the subject of 
“Public Relations of the Medical Profession.” 


Mrs. Francis Mayle is chairman of the auxil¬ 
iary’s annual luncheon and fashion show, to be 
held this year on December 7 in the Regency 
Ballroom of the Shoreham Hotel in Washington, 
DC. Proceeds from this event will go toward 
scholarships for doctors and nurses at the Uni¬ 
versity of Maryland School of Medicine. 
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against the usual gram-negative urinary pathogens 


Why use f ive...where one will do? 



In a recent 217-patient hospital study, 1 urinary tract infections were treated with a 
variety of widely prescribed antimicrobial agents including: a sulfonamide (40 pa¬ 
tients), chloramphenicol (20 patients), nitrofurantoin (33 patients), nalidixic acid (30 
patients), tetracycline (27 patients), colistimethate sodium (22 patients)... and 2 com¬ 
binations of 5 agents each (45 patients). The 2 combinations were selected to afford 
maximal theoretical antibacterial coverage against the usual urinary pathogens. They 
were (1) tetracycline, chloramphenicol, nitrofurantoin, ristocetin and polymyxin B; 
and (2) tetracycline,chloramphenicol, erythromycin, nitrofurantoin and colistimethate 
sodium. 

This clinical study shows that the two combinations of antibiotics were not superior 
to some of their single components. The authors point out that antibiotic antagonism 
often negates theoretical advantages of multiple therapy. Coly-Mycin Injectable 
(colistimethate sodium) was one of the single components that was shown to be 
equal to the combinations and eradicated bacteriuria in two-thirds of the patients. 

Theoretical choice of multiple antibacterial therapy has been shown to be no more 
effective than one well-chosen agent which also offers least patient exposure to 
possible side reactions, toxicities, allergic manifestations and higher drug costs. 

1. McCabe, W. R., and Jackson, G. G.: New England J. Med. 272:1037,1965. 


in gram-negative urinary tract infections often the single well-chosen agent 



ColyMyciir Injectab 

(colistimethate sodium) 


Indications: Especially indicated for the treatment of severe acute and resistant 
chronic urinary tract infections due to sensitive strains of gram-negative organisms. 
Also indicated in respiratory tract, surgical, wound and burn infections and in septi¬ 
cemia due to sensitive organisms. Particularly indicated when any of these infections 
are caused by sensitive strains of Pseudomonas aeruginosa. 


Adverse Reactions: Occasional reactions such as circumoral paresthesias, tingling 
of the extremities, pruritus, vertigo or dizziness may occur. Reduction of dosage may 
alleviate symptoms. Therapy need not be discontinued, but such patients should be 
observed with extra care. 


Warning: Patients should be cautioned not to drive vehicles or use hazardous ma¬ 
chinery while on therapy. 

Precautions: In cases of impaired or suspected renal impairment, use with greater 
caution and reduce dosage in proportion to extent of impairment. Transient eleva¬ 
tions of BUN have been reported. As a routine precaution, appropriate blood studies 
should, therefore, be made during prolonged therapy. 

As with all polypeptides, the possibility of muscular weakness, including apnea, due 
to inadvertent overdosage or normal dosage in the presence of impaired renal func¬ 
tion, should not be overlooked. In cases of apnea, medication should be promptly dis¬ 
continued and assisted respiration given until serum levels fall and normal breathing 
is restored. 

Other antibiotics, such as kanamycin, streptomycin, dihydrostreptomycin, polymyxin, 
and neomycin, may also have varying neurotoxic or nephrotoxic potential. They 
should be used with great caution concomitantly with Coly-Mycin Injectable (colis¬ 
timethate sodium). 

For deep intramuscular injection only. 

Dosage: By the I.M. route only, in 2 to 4 divided doses ranging from 1.5 to 5 mg./Kg./ 
day (0.7 mg. to 2.3 mg./lb./day). Average adult dose is 2.5 mg./Kg./day (1.1 mg./ 
Ib./day). In the presence of bacteremia, septicemia, or other serious infection, greater 
than average doses may be required; however, maximum daily doses should not 
exceed 5 mg./Kg. (2.3 mg./lb.) where renal function is normal. 

Not recommended against Proteus. 

Colistin is also available (as colistin sulfate) in: Coly-Mycin* Pediatric for Oral Sus¬ 
pension (not for systemic use), and Coly-Mycin^ Otic with Neomycin and Hydro¬ 
cortisone. 


Full information is available on request. 

01-GP-69-R2 


WARN ER - CHILCOTT 


Morris Plains. New Jersey 
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liy is one man's gastric ulcer 
mother man's duodenal? 


Geographic variation in the incidence of peptic 
ulcer is a familiar fact. But the proclivity of certain 
kinds of ulcer for certain geographic areas is a 
recently recognized phenomenon. 1 * 2 

For example, in one particular Norwegian fishing 
village there is a tendency for patients to develop 
a gastric ulcer; anywhere else in Norway, ulcers are 
usually duodenal. Peruvians high in the Andes 
have more gastric ulcers than their compatriots in 
the lowlands. Why? Nobody knows. 

Social variations, too. Even in the same 
^graphic areas there are interesting variations. An Englishman’s ulcer depends 
his social standing—professional men suffer with duodenal ulcers, while 
irkingmen have more of the gastric variety. In southern India the pattern is 
^versed. Here, duodenal ulcers are common among laborers and agricultural 
1 1 >rkers and rare among the upper classes. 

Investigators are exploring every possible theoretical avenue in their search 
• the cause of peptic ulcer. Of all the factors implicated in ulcerogenesis, 
i one that is generally acknowledged to be of primary importance is hyper- 
iretion of gastric acid. 3 ' 8 Or, as one author states it: “The medical management 
peptic ulcer pharmacologically is, in the final analysis, concerned largely 
th the effective inhibition of peptic activity.” 3 

Robinul (glycopyrrolate) provides potent, rapid, specific antisecretory action 
ifirmed by gastric analyses and x-ray evidence of clinical effectiveness. 3 * 7 * 9-12 
lieves pain with “impressive” promptness. 8 Quickly alleviates acute discomfort, 
d effectively counteracts gnawing pain, preprandial midepigastric pain, 
ching and other ulcer symptoms. 7 Suppression of nocturnal pain is “out- 
nding.” 13 Maximally effective doses may be given with minimal side 
ctions, and the incidence of unwanted anticholinergic effects is negligible. 3 * 7 ' 14 


o matter what the ulcer theory... the fact is that 

Robinul 

'glycopyrrolate) 

promotes the essential 11 leer-healing environment 

| ^ R BINS (hrip.fjmm.mn.mi fnUmnx) 


(brief summary follows) 
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Rohiniil 

(glycopyrrolate) 

promotes tlie 
essential nlcer-liealing 
environment 

Indications: In addition to its primary indica¬ 
tions for duodenal and gastric ulcer, Robinul (gly- 
copyrrolate) is indicated for other GI conditions 
that may benefit from anticholinergic therapy, 
Robinul-PH Forte (glycopyrrolate 2 mg. with 
phenobarbital) is indicated when these situations 
are complicated by mild anxiety and tension. 
Contraindications: Glaucoma, urinary bladder 
neck obstruction, pyloric obstruction, stenosis with 
significant gastric retention, prostatic hypertrophy, 
duodenal obstruction, cardiospasm (megaesopha¬ 
gus), and achalasia of the esophagus, and in the 
case of Robinul-PH Forte, sensitivity to pheno¬ 
barbital. 

Precautions: Administer with caution in the pres¬ 
ence of incipient glaucoma. 

Adverse Reactions: Dryness of the mouth, 
blurred vision, urinary difficulties, and constipa¬ 
tion are rarely troublesome and may generally be 
controlled by reduction of dosage. Other side ef¬ 
fects associated with the use of anticholinergic 
drugs include tachycardia, palpitation, dilatation 
of the pupil, increased ocular tension, weakness, 
nausea, vomiting, headache, dizziness, drowsiness, 
and rash. 

Dosage : Dosage should be adjusted according to 
individual patient response. Average and maxi¬ 
mum recommended dose is 1 tablet 3 times a day: 
in the a.m., early p.m., and at bedtime. See prod¬ 
uct literature for full prescribing information. 
Supply : Robinul (glycopyrrolate 1 mg.); Robinul 
Forte (glycopyrrolate 2 mg.); Robinul-PH (glyco¬ 
pyrrolate 1 mg.) with phenobarbital 16.2 mg. 
(Warning: May be habit-forming); Robinul-PH 
Forte (glycopyrrolate 2 mg.) with phenobarbital 
16.2 mg. (Warning: May be habit-forming.) In 
bottles of 100 and 500 scored tablets. 

References: 1. Jones, F. A., and Gummer, J. W. P.: 
Clinical gastroenterology, Springfield, Ill., Charles C 
Thomas, 1960, pp. 322-3. 2. Bockus, H. L. : Gastroenter* 
ology, 2nd ed., vol. I, Philadelphia, Saunders, 1963, p. 
468. 3. Sun, D. C. H.: Ann NY Acad Sci 99:153 (Feb. 
28) 1962. 4 . Moore, V. A.: Postgrad Med 38:216 (Sept.) 
1965. 5. Dragstedt, L. R., Woodward, E. R., Storer, 
E. H., Oberhelman, H. A., Jr., and Smith, C. A.: Ann 
Surg 132:626 (Oct.) 1950. 6. Posey, E. L., Jr., Smith, P., 
Turner, C., and Aldridge, J.: Amer J Dig Dis 10:399 
(May) 1965. 7. Lamphier, T. A., Siegel, L., and Goldberg, 
R. I.: Amer J Gastroent 37:551 (May) 1962. 8. Kasich, 
A. M., and Fein, H. D.: Ibid 39:61 (Jan.) 1963. 9. Ep¬ 
stein, J. H.: Ibid 37:295 (Mar.) 1962. 10 . Moeller, 
H. C.: Ann NY Acad Sci 99:158 (Feb. 28) 1962. 

11 . Slanger, A.: J New Drugs 2:215 (Jul.-Aug.) 1962, 

12 . Barman, M. L., and Larson, R. K.: Amer J Med 
Sci 246:325 (Sept.) 1963. 13. Shutkin, M. W.: Amer J 
Gastroent 38:682 (Dec.) 1962. 14 . Fleshier, B.: J New 
Drugs 2:211 (Jul.-Aug.) 1962. A. H. robins CO., INC. 

Richmond, Virginia 


WHEN YOUR PATIENTS NEED 
NURSING CARE 

Call Milton 4-6060 

yUice Weier 

'i aftimore lluriei Exchange 
LICENSED & BONDED 
24 HOUR SERVICE ESTABLISHED 1935 

BALTIMORE, MARYLAND 21229 





We Have the Food 
You Advise . . . 


*• Low Sodium • Sugar-Free 


*- 
* 
* 
* 
* 
* 

i 

* 

• ^ 

• Non-Allergic* 
* 
* 
* 
* 
* 

*221 N. Howard St. SAratoga 7-0383* 

* (Opposite Hvtzler's ) J 

* BALTIMORE, MARYLAND 21201 * 

* * 

Save time • save trouble • save money 


SPECIAL DIET SHOP 




So many of your needed forms are “stock items” with 
our Professional Service Division. And your specialized 
needs are a specialty with this department that’s so 
well versed in serving the medical profession. Order¬ 
ing’s a breeze, with all your forms and stationery avail¬ 
able at one time-saving source. And we’ll gladly be your 
“Stationery room,” storing your order and delivering 
it as needed. May we show samples and prices at 
your convenience? 


EAGLE 


PRINTING 


COMPANY 



INC. 


1021 Cathedral Street • PLaza 2-5400 


174 


Maryland State Medical Journal 



















1 


PPPPPPPPPPPP,PPPPP'_PPPPPPPPPPPPP:PPPPPP 


MEDIC 

Medical Educational Dedicated 
Instruction Channel 

Programs may be heard AT THE FOL¬ 
LOWING HOSPITALS: 

Anne Arundel General Hospital, Annap¬ 
olis 

Baltimore City Hospitals, Baltimore 
Baltimore County General Hospital, Ran- 
dallstown 

Calvert County Hospital, Prince Frederick 
Cambridge-Maryland Hospital, Cambridge 
Carroll County General Hospital, West¬ 
minster 

Cumberland Memorial Hospital, Cumber¬ 
land 

Easton Memorial Hospital, Easton 
Eugene Leland Memorial Hospital, River- 
dale 

Frederick Memorial Hospital, Frederick 
Greater Baltimore Medical Center, Towson 
Harford Memorial Hospital, Havre de 
Grace 

The Johns Hopkins Hospital, Baltimore 
Kent & Queen Anne’s Hospital, Chester- 
town 

Lutheran Hospital, Baltimore 
Montgomery General Hospital, Olney 
North Charles General Hospital, Baltimore 
Peninsula General Hospital, Salisbury 
Physicians Memorial Hospital, La Plata 
Prince George’s General Hospital, Cheverly 
Sacred Heart Hospital, Cumberland 
St. Joseph Hospital, Towson 
St. Mary’s Hospital, Leonardtown 
Sinai Hospital, Baltimore 
Southern Maryland General Hospital, 
Clinton 

University Hospital, Baltimore 
Washington County Hospital, Hagerstown 

AND AT THE FOLLOWING 
LOCATIONS: 

Medical and Chirurgical Faculty Building, 
Baltimore 

State Office Building, Baltimore 
Hospital Council of Maryland, Inc., Bal¬ 
timore 


| FOR SALE I 

PRIVATE PSYCHIATRIC HOSPITAL 

Located south of Route 40, at IJAMSVILLE, MD. 
(between New Market and Frederick) 

Established in 1896. Accommodated 29 patients, and 
with residence on property for Physician. On 33 acres 
of beautifully wooded land. 

Present staff averaging 15 years service, includes 4 
nurses, coolc, and gardener, who will remain. 

TOTAL COST $125,000 

Owner will finance. 

For further information, call or write 
Wm. Miller Phone 301-948-5115 
17512 Bowie Mill Road 
Derwood, Md. 20752 


J. D. McGONIGLE & CO. 

Since 1889 Formerly 

A. E. Mai, Successor Balto. & Aisquith Sts. 

OVER 75 YEARS OF UNFAILING SERVICE 

Manufacturers—Designers—Fitters of 
Aluminum or Stainless Steel 

BRACES—TRUSSES—BACK & ARCH SUPPORTS 

RENTALS—SALES: Wheel Chairs & Walkers 
SALES ONLY: Colostomy & Urinal Appliances, 
Commodes, Crutches & Canes. 

MADE TO ORDER: Elastic Hosiery, Abdominal 
Back & Leg Braces 

409 S. Highland Ave. Near Eastern Ave. D! 2-5555 
(Farking in Rear) 

BALTIMORE, MD. 21224 



a new 


announced 


J’vefojjm en t 


in 


BRACES 



NEW TAYLOR BRACE — de¬ 
signed for comfort, appear¬ 
ance, and effective spinal 
splinting. Handsome wash¬ 
able slip-on cover helps 
hold rigid metal back brace 
firmly in position; also forms 
part of a body-encircling 
white jacquard corset. Con¬ 
venient front closing, with 
five alternating pull straps 
for precise adjustment. 


DONALD 0. FEDDER, orthotist 


Horizon House 

1101 N. Calvert St. 
MU 5-3848 

Baltimore, Md. 21202 


Dundalk Office 

201 Wise Ave. 
AT 4-0700 

Dundalk, Md. 21222 


_ 

Appropriate AAGP credit is given for 
every MEDIC program attended. 

See page 7 for current program listings. 
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following 

infection 



B and C vitamins are therapy: STRESSCAPS B and C vitamins in thera¬ 
peutic amounts... help the body mobilize defenses during convalescence... aid 
response to primary therapy. The patient with a severe infection, and many 
others undergoing physiologic stress, may benefit from STRESSCAPS capsules. 



Each capsule contains: 

Vitamin B, (as Thiamine Mononitrate) 10 mg 


Vitamin B* (Riboflavin) 10 mg 

Vitamin B 6 (Pyridoxine HCI) 2 mg 

Vitamin Bu Crystalline 4 mcgm 

Vitamin C (Ascorbic Acid) 300 mg 

Niacinamide 100 mg 

Calcium Pantothenate 20 mg 


Recommended intake: Adults, 1 capsule 
daily, for the treatment of vitamin deficien¬ 
cies. Supplied in decorative “reminder” 
jars of 30 and 100; bottles of 500. 


LEDERLE LABORATORIES, A Division of American Cyanamid Company, Pearl River, New York 


626-6-3612 














CLASSIFIED ADVERTISING 

Effective May 1, 1963 

$1.50 per line per insertion 

Count seven average words to each line. 
Add one line if box number is desired. 

Members of the Medical and Chirurgical 
Faculty shall be entitled to one complimen¬ 
tary insertion in any twelve-month period. 
Widows of members shall be entitled to two 
complimentary insertions for the disposal of 
the deceased physician's practice or equip¬ 
ment. 

MARYLAND STATE MEDICAL JOURNAL 

1211 Cathedral St., Baltimore, Md. 21201 


OFFICES FOR SALE OR RENT 


THE ANNAPOLIS PROFESSIONAL BUILDING—New profes¬ 
sional building to be completed in the middle of January. 
Brick colonial structure with parking facilities. Near stadium, 
only three minutes from the hecrt of Annapolis. Terrace 
level vacancy of 800 to 1,000 square feet. The address is 
1 07 Annapolis St. 

This beautiful air conditioned space will rent for $4.00 
per square foot per year. Will finish to your specification 
except where extraordinary needs are required. 

For further information call between 9 A.M. and 5 P.M. 
except Thursdays. Jos. H. Seipp, DDS, BEImont 5-8650 

1 2 


DOCTORS OFFICE at 8713 Harford Road—Immed. available: 
2 exam, rooms, 1 cons, room, large waiting room, air cond., 
janit. serv., space with ample parking, directly on bus line. 
Moderate rent, suitable for any type of practice. 

Close to St. Joseph’s Hospital and Greater Baltimore 
Medical Center, minutes away from future Franklin Square 
Hospital. 

Call 747-6052 for further information. 


HELP WANTED 


PHYSICIANS WANTED—Two part-time physicians licensed in 
Maryland, for industrial positions in downtown Baltimore. 
Please reply to BOX #43, Md State Medical Journal. 

HOUSE PHYSICIAN for Department of Medicine: ECFMG and 
immigrant visa required if foreign graduate. Salary $12,000 
per annum. WRITE OR CALL: Chief of Medicine, Lutheran 
Hospital of Maryland, 730 Ashburton St., Baltimore, Md., 
21216 or 945-1600, Ext. 2257-58 


OFFICERS OF 

THE MEDICAL AND CHIRURGICAL FACULTY 

President: J. Morris Reese, MD 
President-elect: Richard D. Bauer, MD 
First Vice President: Everett S. Diggs, MD 
Second Vice President: Henry A. Briele, MD 
Third Vice President; John P. Haberlin, MD 
Secretary: William A. Pillsbury, MD 
Treasurer: Karl F. Mech, MD 

COUNCILORS: 

Western District 
Archie R. Cohen, MD—1969 
Henry V. Chase, MD—1969 

Central District 
John F. Schaefer, MD—1967 
William Carl Ebeling, MD—1967 
Fayne A. Kayser, MD—1967 
Richard Norment, III, MD—1967 
J. Arthur Weinberg, MD—1967 
J. Emmett Queen, MD—1968 
Donald Roop, MD—1968 
Harry M. Robinson, Jr., MD—1968 
Robert C. Kimberly, MD—1969 

Eastern District 
Robert W. Farr, MD—1967 
Raymond M. Yow, MD—1968 

Southern District 
Arthur Wooddy, MD—1968 
Manning W. Alden, MD—1969 

South Central District 
Henry P. Laughlin, MD—1967 
William B. Hagan, MD—1969 

Terms of office expire at conclusion 
of annual meeting 

DELEGATES TO THE 
AMERICAN MEDICAL ASSOCIATION 
Russell S. Fisher, MD—1966 
J. Sheldon Eastland, MD—1967 
Robert vL. Campbell, MD—1968 

ALTERNATES: 

E. I. Baumgartner, MD—1966 
William B. Hagan, MD—1967 
Charles F. O'Donnell, MD—1968 

Terms of office expire at end of calendar year 
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“Early in 1953 Davis and Grand undertook a review of well established practices connected with the 
treatment of T. vaginalis infections. For instance, it had been accepted that an acid douche should be 
employed. This was based on cultural studies showing that when the pH was below 5 the organisms 
would die. They found that the commonly used vinegar douche with a pH of 3 showed no visible 
effect on T. vaginalis under the microscope in 15 minutes. Both citric and lactic acid were tested 
with similar results. Davis then recalled that in his early treatment of T. Vaginalis infections over 
30 years ago he had had his first successes with alkaline preparations, and when he returned to their 
use the patients reported them more soothing than the previously used acid solutions/’ 

(Am. J. Obst. & Gynec., 68:559, 1954) 


Criteria for Cleansing Douche 

“Daily douching often is a part of the treatment administered in dealing with T. vaginalis and since 
it is possible that the solution might contain agents that could hamper the regrowth of Doederlein 
bacillus, the following properties were said to be ideal. 

1. It should contain a harmless, nonsensitizing detergent to remove mucous deposits and debris. 

2. It should not contain any antibacterial agents, since the contact possible during douching 
would be so fleeting that anti-bacterial action could not be expected. 

3. It should be acid in pH. 

The 3rd property seems to be the most illogical and unimportant. If contact is so fleeting 
that antibacterial actions could not be expected, it would seem to follow that its acid quality 
would be of no consequence. Furthermore, acid solutions are irritating to the mucosa and 
oftentimes accentuate inflammation. 

Actually, the value of a douche is generally conceded to be confined to its use as a cleansing and 
deodorizing agent. The encouraging results achieved with a detergent douche solution in treating 
infections of the vagina are probably attributable to the enormous normal recuperative powers of the 
vaginal tissues which have been under-estimated as a factor in the restoration of normal physiology. 

Therefore, simple cleansing of the vagina with a non-irritating, mildly alkaline douche which is 
soothing to the vaginal mucosa and which penetrates and flushes out the dead organisms, debris and 
mucinous materials frequently enables the physiological processes to overcome the infection.” 

Charles B. Marek, M.D., Chief of Gynecology; Bon Secours Hospital: personal communications August 11, 1964 





Eastern Research Laboratories, Inc. 


302 S. Central Ave. 


Baltimore, Md. 21202 













(chlordiazepoxide HC1) 

Before prescribing, please consult complete product information, a summary of which follows: 
Contraindications: Patients with known hypersensitivity to the drug. 

Warnings: Caution patients about possible combined effects with alcohol and other CNS depressants. 
Warn against hazardous occupations requiring complete mental alertness. Use caution in adminis¬ 
tering to addiction-prone patients or those who might increase dosage; withdrawal symptoms 
(including convulsions), following discontinuation of the drug and similar to those seen with 
barbiturates, have been reported. Use of any drug in pregnancy, lactation, or in women of child¬ 
bearing age requires that its potential benefits be weighed against its possible hazards. 

Precautions: In elderly and debilitated and in children over five, limit dosage to smallest effective 
amount, increasing gradually as needed and tolerated. In general, concomitant use with other 
psychotropics is not recommended. Paradoxical reactions have been reported in psychiatric patients 
and hyperactive aggressive children. Variable effects on blood coagulation have been reported very 
rarely in patients receiving the drug and oral anticoagulants; causal relationship has not been 
established clinically. Observe usual precautions in presence of impaired renal or hepatic function, 
impending depression and suicidal tendencies. 

Adverse reactions: Drowsiness, ataxia and confusion may occur, especially in elderly and debilitated. 
These are reversible in most instances by proper dosage adjustment, but are also occasionally 
observed at the lower dosage ranges. Syncope occurs rarely. Also encountered are isolated instances 
of skin eruptions, edema, minor menstrual irregularities, nausea and constipation, extrapyramidal 
symptoms, increased and decreased libido —all infrequent and generally controlled with dosage 
reduction; changes in EEG patterns (low-voltage fast activity) may appear during and after treat¬ 
ment; blood dyscrasias (including agranulocytosis, jaundice and hepatic dysfunction) may develop 
occasionally, making periodic blood counts and liver-function tests advisable during protracted 
therapy. Individual maintenance dosages should be determined. 

Dosage: Oral— Adults: Mild to moderate anxiety and tension, 5 or 10 mg t.i.d. or q.i - 
severe states, 20 or 25 mg t.i.d. or q.i.d. Geriatric patients: 5 mg b.i.d. to q.i.d. 

Supplied: Capsules, 5 mg, 10 mg and 25 mg —bottles of 50. 

Roche Laboratories • Division of Hoffmann-La Roche Inc • Nutley, N.J. 07110 
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some 
allergens 
are red... 


whatever their 
color, shape, 
or size... 

Benadryl* 

(diphenhydramine 

hydrochloride) 

PARKE-DAVIS 

for control of 
allergic symptoms 



Whether the allergen is red and round, or unseen 
and unknown, BENADRYL provides relief of 
symptomatic distress through its antihistaminic 
and antispasmodic actions. PRECAUTIONS: 
Persons who have become drowsy on this or 
other antihistamine-containing drugs, or whose 
tolerance is not known, should not drive vehicles 
or engage in other activities requiring keen 
response while using this product. Hypnotics, 
sedatives, or tranquilizers if used with 
BENADRYL should be prescribed with caution 


because of possible additive effect. Diphenhy¬ 
dramine has an atropine-like action which should 
be considered when prescribing BENADRYL. 

SIDE EFFECTS: Side reactions, commonly asso¬ 
ciated with antihistaminic therapy and generally 
mild, may affect the nervous, gastrointestinal, and 
cardiovascular systems. Most frequent reactions 
are drowsiness, dizziness, dryness of the mouth, 
nausea, and nervousness. BENADRYL is available 
in Kapseals® of 50 mg. and Capsules of 25 mg. ooeee 


PARKE-DAVIS ]()() 


PARKE, DAVIS A COMPANY. Dtlrotl. Michigan 48232 
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Complete Serological Screening Tests For Syphilis... 


The RPR Card Tests make use of a specially prepared, carbon-con¬ 
taining RPR Card antigen. The particle size and other characteristics of 
the carbon is such that when a reactive specimen is encountered, floccula¬ 
tion occurs, and there is a coagglutination which is readily visible to the 
naked eye. Individual tests, including the collection of blood and separa¬ 
tion of plasma can be performed in 7 to 8 minutes. 

Confirming earlier findings with the RPR Card Test 1 ' 10 Reed" in 
reporting on 63,800 specimens had an overall agreement of 98.5% in 
a recent comparative study with other routine screening procedures. 

The RPR Card Tests, with their low cost, ease of performance, high 
sensitivity and specificity, are without peer in situations that demand 
rapid testing of patients, enabling the physician to initiate prompt treat¬ 
ment of early infectious syphilis. 

Specify the RPR Card Test as the screening procedure on serum or 
plasma samples submitted to your State Approved Laboratory. 

(1) Portnoy. J.; Brewer, J. and Harris. A.: PUBLIC HEALTH REPORTS. 77:645-652, August 1962. (2) 
Joseph, J. M. and Warner, G. S.: A WORKSHOP MANUAL, Md. State Dept. Health. Bureau of Lnh., Balto., 
Md., September 1962. (3) Wollenweber, H. L.: OFF. PATH., 2, February 5, 1963. (4) Portnoy, J.: MILIT. 

MED., 128 : 414-417, May 1963. (5) Portnoy J.: THE AMER. JOUR. OF CLIN. PATH., 40:473-479. November 

1963. (6) Buck, A. A. and Mayer, H.: THE AMER. JOUR. OF HYG.. .VO:85-90, July 1964. (7) Brown, 

W. J.: Donohue, J. F. and Price. E. V.: PUBLIC HEALTH REPORTS. 7.9:496-500, June 1964. (8) Clayton, 

J. L.: Lindhardt, E. M. and Fraser, R. S.: PUBLIC HEALTH LAB., 22:206-207. November 1964. (9) Luea- 

torto, F. M.; Katz, B. D. and Toto, P. D.: THE J.A.D.A., 69:697-699, December 1964. (10) Portnoy,-J.: 

PUBLIC HEALTH LAB., 22:43, March 1965. (ll)Reed, E. L.: PUBLIC HEALTH LAB., 22:96-103, May 1965. 
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TESTS 


OTHER TREPONEMATOSES 


HYNSON, WESTCOTT & DUNNING, INC. 


Baltimore, Maryland 21201 









































































































When the stagnant sinus 
must be drained... 


7 



Transillumination of the sinuses-diffuse shadow on right side of face indicates unilateral maxillary sinusitis. 


In the common cold, Neo-Synephrine is unsur¬ 
passed for reducing nasal turgescence. It stops 
the stuffy feeling at once. It opens sinus ostia to 
re-establish drainage and lessen the chance of 
sinusitis. With Neo-Synephrine, in the concentra¬ 
tions most commonly used, decongestion lasts 
long enough for extended breathing comfort, 
without endangering delicate respiratory tissue. 
Systemic side effects are virtually unknown. 
There is little rebound tendency. 


Winthrop Laboratories, New York, N.Y. 10016 


l/\//nf/rro p 



Brand of phenylephrine hydrochloride 


is available in a variety of forms, 
for all ages: 

Vs% solution for infants 

V4% solution for children and adults 

V4% pediatric nasal spray for children 

V2®/o solution for adults 

V 2 % nasal spray for adults 

V 2 % jelly for children and adults 

1% solution for adults (resistant cases) 

Also NTZ® Solution or Spray 
Antihistamine-decongestant 
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Santa, 

Sagged- 


A NEW 
1967 PONTIAC 
FROM 
KELLY PONTIAC 


FOR THE BEST 


IMMEDIATE 



BIGGEST 
SELECTION 
IN TOWN 


CHRISTMAS EVER! 


DELIVERY 
ON EVERY 
PONTIAC 
IN STOCK! 


KELLY PONTIAC 
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MARYLAND’S OLDEST AND LARGEST PONTIAC DEALER 

5801 BELAIR ROAD AT WHITE AVENUE 
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How long will 
it take her 
to recover from 
her hip fracture 
if she just 
doesn’t care? 














Does she really care? 
s she alert, encouraged, 
tositive and optimistic 
ibout getting completely 
veil soon? 

I Or has she given in to 
he demoralizing impact 
>f confinement, disability 
ind dependency? 

When functional fati gue 
i duplicates convalescence, 
Uertonic can hel p... 




Pleasant-tasting Alertonic is pipradrol hydrochloride 
— an effective cerebral stimulant whose gentle ana¬ 
leptic action helps counteract the apathy and inertia 
that can often delay convalescence—together with an 
excellent vitamin and mineral formula, in a satisfy¬ 
ing 15% alcohol vehicle. 

Nothing fosters confidence and a sense of well¬ 
being better than your own personal warmth, under¬ 
standing and encouragement together with Alertonic 
to help insure prompt response. 

Adequate dosage is important: Prescribe Alertonic— 
one tablespoonful t.i.d., 30 minutes before 
meals ... tastes best chilled. 

And for your patient's sake, prescribe Alertonic 
in the convenient, economical one-pint bottle. 

Alertonic 

Available Only On Prescription 

Each 45 cc. (3 tablespoonfuls) contains: alcohol, 15%; pipradrol hydro¬ 
chloride, 2 mg.; thiamine hydrochloride (vitamin Bi) (10 MDR*), 10 
mg.; riboflavin (vitamin Bo) (4 MDR), 5 mg.; pyridoxine hydrochloride 
(vitamin Be), 1 mg.; niacinamide (5 MDR), 50 mg.; choline,t 100 mg.; 
inositol,t 100 mg.; calcium glycerophosphate, 100 mg. (supplies 2% 
MDR for calcium and for phosphorus) and 1 mg. each of the following: 
cobalt (as chloride), manganese (as sulfate), magnesium (as acetate), 
zinc (as acetate), and molybdenum (as ammonium molybdate). 

♦Multiple of adult Minimum Daily Requirement supplied. 

tThe need for these substances in human nutrition has not been established. 

Indications: 1. Functional fatigue such as that often associated with: a 
depressing life experience or stressful time of life; advancing years; 
convalescence; limited activity or confinement. 2. Poor appetite and 
vitamin-mineral deficiency as they occur in: patients having faulty eat¬ 
ing habits; geriatric patients who are losing interest in food; patients 
convalescing from debilitating illness or surgery. 

Dosage: Adults, 1 tablespoonful; children (over 15 years old), 1 to 2 
teaspoonfuls; children (4 to 15 years old), 1 teaspoonful. To be taken 
three times daily 30 minutes before meals. 

Contraindications: As with other drugs with CNS stimulating action, 
Alertonic is contraindicated in hyperactive, agitated or severely anxious 
patients and in chorea or obsessive compulsive states. 

Side effects: Reports of overstimulation have been rare. Patients who 
are known to be unduly sensitive to the effects of stimulant drugs should 
be observed carefully in the initial stages of treatment. 

N THE WM. S. MERRELL COMPANY 
Merrell ) Division of Richardson-Merrell Inc. 

_ s Cincinnati, Ohio 45215 
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IMMEDIATE OCCUPANCY IN 
THE NEW 

WILDWOOD 
MEDICAL CENTER 



10401 OLD GEORGETOWN ROAD 
BETHESDA, MD. 

Located just a few blocks from Sub¬ 
urban Hospital and the National Insti¬ 
tute of Health in a lovely new upper- 
middle-class residential area and ad¬ 
joining the Wildwood Shopping Center. 

The latest and finest of modern fea¬ 
tures and facilities designed especially 
for the medical profession. 

Front and rear entrances off of more 
than an acre of parking area—enough 
for 300 cars. Beautifully decorated 
lobby and carpeted corridors. 

Write or Phone 

Weaver Bros., Inc. 

REALTORS • MORTGAGE BANKERS 
Washington, D. C. (202) 485-5522 


MAKE ANY DAY 

“Special” 

with 

BLOOMINQ 

BEAUTY 

• We Grow Our Flowers • 



We Also Make 
Artificial Arrangements 



Qeo. RADEBAUGH 

& Sons 

120 Burke Ave. Towson, Maryland 21204 

Phone VAIley 5-4300 
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MEDIC 

FRIDAY POSTGRADUATE PROGRAMS 

(See page 145 for list of locations where 
MEDIC programs may be heard) 

January 6, 12:30 PM 

Use of Drugs and Alcohol and Their Relation to 
Automobile Accidents 

Russell S. Fisher, MD, Professor of Forensic Pathology, 
University of Maryland School of Medicine. 

and 

Henry C. Freimuth, MD, Associate Professor of Forensic 
Pathology, University of Maryland School of Medicine. 

January 13, 12:30 PM 
Arteriosclerosis and Diet 

Benjamin M. Baker, MD, Professor of Medicine, The 
Johns Hopkins University School of Medicine. 

January 20, 12:30 PM 
Organ Scans 

William A. Newman, MD, and Albert P. Marsh, MD, 
Radiology Department, Sacred Heart Hospital. 

January 27, 1 PM 

Differential Diagnosis of Growth Retardation 
and Sexual Infantilism in Adolescence 

Robert M. Blizzard, MD, Associate Professor of Pedi¬ 
atrics, The Johns Hopkins University School of Medicine. 

February 3, 12:30 PM 

Mental Retardation, Pseudo-Retardation 
and School Failure 

Raymond L. Clemmens, MD, Associate Professor of Pedi¬ 
atrics, University of Maryland School of Medicine. 


Appropriate AAGP credit is given for 
every MEDIC program attended. 


BALTIMORE CITY MEDICAL SOCIETY 

January 6, 8:30 PM 

The Present Status of 
Renovascular Hypertension 

Thomas B. Connor, MD, associate professor of medicine, 
and head, division of Endocrinology and Metabolism, 
Department of Medicine, University of Maryland 
School of Medicine. 

John D. Young, Jr., MD, professor of urology, and head, 
Division of Urological Surgery, University of Maryland 
School of Medicine. 

Question and Answer Period 

Acceptable for 2 hours’ Category I Credit by the 
American Academy of General Practice 

1211 Cathedral Street, Baltimore 


MARYLAND PEDIATRIC SOCIETY 
January 10, 8:00 PM 

Gordon B. Avery, MD, Children’s Hospital, Washington, 
DC 

Topic to be announced 
1211 Cathedral Street, Baltimore 


AMERICAN COLLEGE OF SURGEONS 
February 27-March 2 
Sectional Meeting for Doctors and Nurses 

In addition to general surgery, there will be pro¬ 
grams in the specialties of gynecology-obstetrics, neuro¬ 
surgery, ophthalmology, orthopedics, plastic, proctology, 
thoracic, urology and a special full day devoted to 
trauma. 

Nurses and Fellows of the College pay no registra¬ 
tion fee; non-Fellows pay $25.00. 

Americana and Hilton Hotels, New York, NY 

For information, write ACS, 55 East Erie Street, 
Chicago, III, 6061 1 
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MARYLAND SOCIETY OF 


MARYLAND EAR, NOSE AND 

ANESTHESIOLOGISTS 


THROAT SOCIETY 

January 3, 5:30 PM 


January 1 0 

Non-Rebreathing Systems 


Nasal Pathology and Systemic Illness 

M. Jack Frumin, MD, attending anesthesiologist, The 
Mount Sinai Hospital, New York. 


Maurice H. Cottle, MD, professor and head, Department 
of Otolaryngology, University of Chicago School of 


Medicine. 

1211 Cathedral Street, Baltimore 


1211 Cathedral Street, Baltimore 







AMERICAN MEDICAL ASSOCIATION 


HEART ASSOCIATION OF MARYLAND 

January 22-23 


January 25 

The First National Congress on the 


KICK-OFF LUNCHEON 

SOCIO-ECONOMICS OF HEALTH CARE 


Emerson Hotel, Baltimore 

Palmer House, Chicago 


February 26 

Heart Sunday 



AMERICAN COLLEGE OF PHYSICIANS 
POSTGRADUATE COURSES 




MARYLAND PSYCHIATRIC SOCIETY 


The following courses are made possible by the gen¬ 
erous cooperation of the directors and institutions in¬ 
volved. Tuition fees: Members, $60.00; Nonmembers, 


January 26 

$100. Registration forms and requests for information 


Annual Dinner 

are to be directed to: Edward C. Rosenow, Jr., MD, 


Sheraton-Belvedere Hotel, Baltimore 

FACP, Executive Director, American College of Physi¬ 
cians, 4200 Pine Street, Philadelphia, Pa. 19104 



JANUARY 16-20 



Basic Mechanisms of Renal Disease 


UNIVERSITY OF MARYLAND 

Cornell University Medical Center, and New York 


SCHOOL OF MEDICINE 

Hospital, New York, NY; E. Lovell Becker, MD, FACP, 
and George W. Frimpter, MD, FACP, Co-directors. 


Postgraduate Courses 

JANUARY 23-27 


DERMATOLOGY 

Current Concepts in Blood Disease 


January 19, 1967, Fee $15.00 

University of Miami School of Medicine to be held at 


Under the direction of H. M. Robinson, Jr., MD 

the Fountainebleau Hotel, Miami Beach, Fla; William 


A clinical session in which many dermatologic disorders 

J. Harrington, MD, FACP, Director. 


will be seen and examined by the attending physicians, 
followed by presentation and discussion of the problems 

JANUARY 30-FEBRUARY 3 


of diagnosis and management of each entity. 

Newer Aspects of Experimental and 

Clinical Allergy 


CLINICAL ANATOMY 


Feb. 1 through May 24, 1967 $150.00 

Harvard University Medical School, to be held at the 
Sheraton-Boston Hotel, Boston, Mass; Francis C. Lowell, 


(3 hours/day; 2 days/week) 

MD, FACP, Director; Sidney Leskowitz, PhD, and K. Frank 


Under direction of Frank H. J. Figge, MD and 

Austen, MD, FACP, Co-directors. 


Otto C. Brantigan, MD 

FEBRUARY 6-10 


Emphasizing the practical application of anatomy and 
anatomical principles in physical and x-ray diagnosis. 

Biochemical Lesions in Internal Medicine 


Anatomical knowledge is related to the use of needling 
in performing diagnostic procedures and in treatment. 

Washington University School of Medicine, St. Louis, 


The course is directed toward both the medical man 

Mo; Carl V. Moore, MD, FACP, Sol Sherry, MD, FACP, 


and the surgeon. It is an aid in preparation for the 

and William Daughaday, MD, Co-directors. 


American Board Examination. 
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Baltimore Federal 
dividends grow! 


Now passbook savings accounts . . . large or small 
. . . are earning dividends at our anticipated in¬ 
creased rate. Now every saver will find his 
Baltimore Federal savings account more profit¬ 
able than ever! ~ Along with this anticipated 
increased dividend go Baltimore Federal’s tradi¬ 
tional convenience, reliability, and safety. Six 
offices serve you where you live, work, or shop. 


Baltimore Federal’s substantial reserves assure the 
ready availability of your money. And accounts 
are insured up to $15,000 by the Federal Savings 
and Loan Insurance Corporation for unsurpassed 
safety! ~ Take advantage of this tremendous 
profit opportunity. Open or add to your savings 
account now. Savings received by December 12 
earn dividends for the entire month. 


BALTIMORE FEDERAL Savings & Loan Association 

Downtown at Fayette & St. Paul Sts. 

Eastpoint Shopping Center • Reisterstown Road Plaza 
Towson at 7 Alleghany Ave. 

Carney at 9609 Harford Road (just above Joppa) 

Westminster at 6 E. Main St. 


Jan. 

1958 



December, 1966 
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When Professional Experience Counts 


The House In The Pines Staff 

H OUSE IN THE PINES Nurs¬ 
ing and Convalescent Homes 
offer efficient, round the clock care 
under the direct supervision of 
registered nurses, 24 hours a day. 

The aged, convalescent and the 
chronically ill guests enjoy a mod¬ 
ern, home-like atmosphere with the 
most up-to-date medical and therapy 
equipment at their side. 

Complete physical and occupational 
therapy programs are available. 

The recreational programs are de¬ 
signed to full-fill the needs and 
desires of our guests. 



Accredited by the Joint Commission for 
the Accreditation of Hospitals 


Is Able and Ready To Serve! 



IN BALTIMORE, MD. 

BEL-AIRE— 5837 Belair Rd .CL 4-8800 

BELVEDERE— 2525 W. Belvedere Ave. FO 7-9100 


IN CATONSVILLE, MD. 

CATONSVILLE— 16 Fusting Ave .Rl 7-1800 

IN EASTON, MD. 

EASTON— Rt. 50 & Dutchman's La .TA 2-4000 

Your Inspection Invited — Brochure Upon Request 
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MEDICAL FACULTY 

JOHN SARGEANT v EXECUTIVE SECRETARY 


EXECUTIVE COMMITTEE, NOVEMBER 3 

1. The minutes of the September 9, 1966, House 
of Delegates meeting were adopted as published 
and in accordance with the Standing Rules of the 
House of Delegates. 

2. Authority was granted for the publica¬ 
tion of laws, rules and regulations with which 
physicians must comply, at a cost not to ex¬ 
ceed $500. 

3. J. T. H. Johnson, MD, was appointed as a 
member of the Advisory Committee to the Gov¬ 
ernor’s Study Group on Vocational Rehabilitation, 
as a replacement for A. Gibson Packard, MD, 
who found it necessary to resign from this posi¬ 
tion. 

4. The following appointments were ap¬ 
proved for recommendation to the Commis¬ 
sioner of Motor Vehicles as members of the 
Medical Advisory Board of the Department of 
Motor Vehicles: Elijah Saunders, MD, intern¬ 
ist; Charles E. Silberstein, MD, orthopedist; 
and John Edward Gessner, MD, physical med¬ 
icine and rehabilitation. Drs. Saunders and 
Silberstein are from Baltimore City and Dr. 
Gessner from Baltimore County. 

5. Following discussion for wFich William G. 
Speed, III, MD, chairman of the Fee Schedule 
Committee, was present, the Committee authorized 
the employment of an Actuarial Consultant to de¬ 
termine how' the Health Department arrived at its 
Title XIX program figures for medical care items; 
to check the accuracy of those figures; and, if nec¬ 
essary, to advise the Faculty as to how correct 
data can be obtained. An expenditure of up to 


$2,000 for this project was approved, with the 
proviso that additional funds may be requested 
if necessary. 

6. Eleven members of the Faculty were 
selected for appointment to the Physicians’ 
Review Committee, Blue Cross, either as re¬ 
placements or reappointments, and three were 
designated as available alternates. 

7. The Executive Secretary reported receipt of 
an unsatisfactory reply to a letter he had written 
to the Maryland Hospital Commission asking 
whether or not it would endorse certain principles 
set forth in a report of a Survey of Hospital Fa¬ 
cility and Service Needs for the State of Maryland 
by the firm which conducted the survey. The 
Committee voted unanimously for pursuit of the 
matter with the understanding that these principles 
w r ere at variance with the feelings of the medical 
profession. 

8. Approval was granted the Executive Sec¬ 
retary to serve in the following capacities: 
member, Board of Directors, Maryland Health 
Fair, Inc.; president, Mid-Atlantic Chapter, 
American Medical Writers Association; repre¬ 
sentative of the Board of Health and Mental 
Hygiene on the Board of Directors of the 
Hospital Cost Analysis Service, Inc. 

9. Copies of a report of payments by Blue 
Shield to Hospital Educational Funds through 
June 30, 1966, w r ere distributed for the informa¬ 
tion of Committee members. 

10. Acting upon the report, in an anony¬ 
mous letter, that compulsory assessment of 
medical staff members exists at St. Joseph 


December, 1966 
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FRANKLIN UNIFORM COMPANY 

SOUTH’S LARGEST UNIFORM HOUSE 

235 PARK AVENUE BALTIMORE, MD. 21201 MU 5-7222 


• ZIPPER FRONT 

• SET IN BACK BELT 

• CONVERTIBLE 
COLLAR 

• LARGE PATCH 
POCKETS 

#304 —Short sleeves 

80% Polyester, 20% Cotton 
White, Aqua, Blue $8.99 

#204 —Short sleeves 
100% Dacron 

Polyester Shantung 
White, Aqua, Blue $7,99 

#604 —Short sleeves 
100% Cotton Drip 
Dri Broshan Stub 
Sanforized Plus 
White, Aqua, Blue $4.99 
Sizes 34 to 46 


• SIDE GRIPPER 

• SET IN BACK BELT 

#303—100% Cotton Jean 
Twill 

$3.99 

#400 —100% Cotton—2x1 
Sanforized Poplin 

$4.99 

#800—100% Nylon 
Taffeta 

$5.99 

#8 0 5—100% Dacron 
Shantung 

$6.99 

All men’s jackets short sleeves 
only 

Sizes 34 to 46 


Fashion goes Professional in the 
new 3 button notched lapel 
coat. Roomy patch pockets add 
a touch of dash to the mod¬ 
ern, slimming silhouette. 


#315 —in long sleeves only 
in 65% Dacron 
Polyester and 
35% Cotton Dac-o-Cab 


Sizes 34 to 46 


White 

$10.99 


Black 

$8.99 


OTHER STORES IN Washington, D. C. 20001 

900—11th St., N.W. 

1 1 > EX. 3-8200 


MEN'S LAB 

511—8 oz. Sanf. Duck 

$4.99 

5514 —Tan. Sanf. Linene 

$5.50 

414 —Heavy Sanf. Twill 

$5.99 

811 —100% Dacron Herring¬ 
bone Twill 

$12.99 

Sizes 34-46 

WOMAN'S LAB 

31 0—Sanforized Twill Jean 

$5.50 

3310 —65/35 Dacro-Cab. 
$8.99 
Sizes 28-40 

Richmond, Va. 23219 
710 E. Grace Street 
Ml. 4-2685 


Norfolk, Va. 23510 
123 W. Freemason Street 
MA. 7-3639 


Hospital and at the Maryland General Hos¬ 
pital, the Committee voted to ascertain the 
accuracy of the information. 

11. The reappointment of Kent E. Robinson, 
MD, as Faculty representative on the Advisory 
Council on Mental Hygiene was approved. 

12. The Committee approved the appoint¬ 
ment, suggested by the Subcommittee chair¬ 
man, of J. Roy Guyther, MD, Mechanicsville, 
as a member of the Subcommittee of the Ad¬ 
visory Council for Higher Education. 

13. The Committee was informed that Leonard 
Flax, MD, had filed an appeal of the Committee’s 
decision of October 6 with the Judicial Council of 
the American Medical Association. 

14. Russell A. Nelson, MD, joined the meet¬ 
ing to enlighten the Committee on the Johns 
Hopkins Hospital plan to bill government 


agencies for services rendered by Assistant 
Physicians (formerly Senior Residents). Dr. 
Nelson explained that the latter are licensed to 
practice medicine in Maryland, are fully quali¬ 
fied to receive payments under Title XVII, 
Part B, of the Medicare program, and are 
legally permitted to do so provided that their 
salaries are not included in the costs reim¬ 
bursed under Part A, Title XVIII. There was 
extensive discussion of far-reaching effects of 
a system whereby the Assistant Physicians 
would be paid on a fee-for-service basis and 
would assign such funds to the hospital. In¬ 
asmuch as final regulations on payments for in- 
hospital medical care of patients have not been 
issued, it was acknowledged that the question 
of how such payments would be handled could 
not be answered at present. 
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WHEN 

THE BACTERIAL U.R.I. 
SETTLES 
IN HER SINUSES 



- 





ACHROCIDIN 

Tetracycline HCI-Antihistamine-Analgesic Compound 


Each tablet contains: 

ACHROMYCIN® Tetracycline HCI. 125 mg 

Phenacetin . 120 mg 


Caffeine . 30 mg 

Salicylamide . 150 mg 

Chlorothen Citrate. 25 mg 


The patient can feel better while getting better. ACHROCIDIN brings the treatment together in a single prescription- 
prompt symptomatic relief together with early, potent control of the tetracycline-sensitive organisms frequently respon¬ 
sible for complications leading to prolonged disability in the susceptible patient. 


Effective in controlling complicating tetracycline-sensitive bac¬ 
terial infection and providing symptomatic relief in allergic 
diseases of the upper respiratory tract. 

Contraindication— History of hypersensitivity to tetracycline. 

Warning-lf renal impairment exists, even usual doses may lead 
to liver toxicity. Under such conditions, lower than usual doses 
are indicated and if therapy is prolonged, tetracycline serum 
level determination may be advisable. Hypersensitive individuals 
may develop a photodynamic reaction to natural or artificial sun¬ 
light during use. Individuals with a history of photosensitivity 
reactions should avoid direct exposure while under treatment and 
treatment should be discontinued at first evidence of skin 
discomfort. 

Precautions— Some individuals may experience drowsiness, ano¬ 


rexia, and slight gastric distress. If excessive drowsiness occurs, 
it may be necessary to increase the interval between doses. Per¬ 
sons on full dosage should not operate any vehicle. Use may 
result in overgrowth of nonsusceptible organisms. If infections 
appear during therapy, appropriate measures should be taken. If 
adverse reaction or idiosyncrasy occurs, discontinue medication 
and institute appropriate therapy. Infections caused by beta- 
hemolytic streptococci should be treated for at least 10 full days 
to help prevent rheumatic fever or acute glomerulonephritis. Use 
of tetracycline during tooth development (last trimester of preg¬ 
nancy, neonatal period and early childhood) may cause discolora¬ 
tion of the teeth (yellow-grey-brownish). This effect has been 
observed in usual short treatment courses. 

Average adult dosage: 2 tablets four times daily, given at least 
one hour before, or two hours after meals. 


LEDERLE LABORATORIES, A Division of American Cyanamid Company, Pearl River, New York 


608 - 6-3393 
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Dependability and Organized Responsibility 


Specializing in the 
fitting of shoes 
for proper foot function 
and comfort 

ACCURATE PRESCRIPTION WORK 

ZIMMERMANN’S 

COMFORTABLE SHOES 
227 W. Saratoga St. Baltimore, Md. 21201 

STORE HOURS 

Monday, Tuesday, Wednesday, Friday 
and Saturday... 9:30 A.M. to 5:15 P.M. 
Thursday . . . 9:30 A.M. to 8:30 P.M. 



Count The Days 

But don’t worry about the nearness of Christ¬ 
mas. With the advantage of our own shop, 
we maintain complete stocks of our beautiful 
jewelry right up to the last minute. 




CAPLAN 






231 N. Howard St., Baltimore (MU 5-8800) 
Tidewater Inn, Easton, Md. (TA 2-1553) 



Proudly Announces The Showing 

Of the New 250 S & 250 SE 



MERCEDES-BENZ 


Baltimore's only Authorized Dealer 
for Sales, Service and Parts 


R. & H. Motors, Inc. 

4810 Belair Rd. 424-9200 


Baltimore, Md. 21206 
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EXECUTIVE SECRETARY'S NEWSLETTER 


EMINDER 

ON 

BILLING 


:hild 

ABUSE 

LAW 


IEW 

SMALLPOX 

CER TIFICATES 


RESOLUTIONS 

FOR 

ANNUAL 

SESSION 


JEWS 

NOTES 


December, 1966 


The State Health Department advises that some 
physicians are not billing for medical care 
patients at the usual, customary and reasonable 
fees as recommended by the House of Delegates 
at the Ocean City meeting this year. 

The Commissioner has requested this be brought 
to the attention of all members so they may com¬ 
ply with the ruling of the House of Delegates. 
Payments will be made at the current schedule, 
but this additional information will assist the Health 
Department in its collecting of data for payments 
when sufficient funds are appropriated for imple¬ 
mentation of the usual, customary and reasonable 
concept. 

The attention of all physicians is brought to the 
Child Abuse Law, which requires their reporting 
of suspected child abuse cases to the local wel¬ 
fare department, within 24 hours of the treatment 
of the child. For cases seen at the hospital, 
the responsibility lies with the Hospital Adminis¬ 
tration . 

New Smallpox vaccination certificates go into use 
for vaccinations performed on and after January 
1, 1967. The new certificate requires the 

indication as to whether a freeze-dried or liquid 
vaccine was used, as well as the origin and 
batch number of the smallpox vaccine. 

Current certificates authenticated prior to January 
1, 1967, will continue in use until they expire. 

Resolutions for consideration at the Faculty's 
Annual Meeting should be received in the Faculty 
office by: 

WEDNESDAY , FEBRUARY 22, 1967 

The Reference Committee will meet to consider 
the resolutions received on Wednesday, March 
29, 1967, at 8:00 p.m., in the Faculty building, 

1211 Cathedral Street, Baltimore. 

S elvin Passen, M.D., Baltimore, has joined the 
offices of Drs. Guerin, Kime and Sherrer for 








the practice of Laboratory Medicine 


RARE 

BOOK 

OFFER 


Milton Markowitz, M.D., Baltimore, has been 
named President of the Heart Association of 
Maryland. 

Ulgan I. Sila, M.D., Baltimore, has an¬ 
nounced the opening of her office for the prac¬ 
tice of Pediatrics at 3100 St. Paul Street. 

Abraham Genecin, M.D., Baltimore, is the 
new President of the Maryland Society of 
Internal Medicine. Other officers include: 

John C. Harvey, M.D., President-elect; 

Barnett Berman, M.D., S ecretary-Treasurer. 

New Junior members of the American Society 
of Anesthesiology include: Harry Cohen, M.D., 

Martino M. Almogela, M.D., Simeon Boongaling 
Alvaran, M.D., Baltimore; and Fredric Stuart 
Taylor, M.D., Bethesda. 

A new Fellow of the American College of 
Anesthesiology is Y. Victor Kent, M.D., of 
Baltimore. 

New officers of the Maryland Orthopedic Society 
include: A. Gibson Packard, Jr., M.D., 

President; George N. Austin, M.D., President¬ 
elect; and Elroy Young, M.D., Secretary- 
Treasurer. 

Mr. Stanley S. Slotkin, Founder and Chairman ! 
of the Board of Abbey Rents, is making avail¬ 
able to physicians in Maryland pages from rare 
books held in his personal antiquarian library. 

The pages are from rare Medical and Biblical 
texts . 

Copies may be obtained through Abbey Rents 
office in Baltimore, either by telephone or in 
person. There is no obligation. 








IT MAY BE LATER 
THAN YOU THINK . . . 

DOCTOR 


BUT NOT TOO LATE 
TO ARRANGE 

ACCURATE AND COMPLETE BUSINESS AND FINANCIAL 
RECORDS TO PROPERLY SUPPORT YOUR TAX RETURNS 


CAN YOU AFFORD LESS 


? 


"PM SYSTEM" 
COMPLEMENTS 
AUTOMATED BILLING 

AND 

OFFERS YOU 

MAXIMUM CONTROL AND SAFETY 
FROM BALANCING RECORDS AND 
MINIMUM EFFORT ON YOUR PART 


DIAL 752-5920 

^Professional (Ylflanayement Go. 

708 Aurora Federal Building 
Baltimore, Md. 21201 

♦ 

NOT A CURE ALL—BUT 
THE BEST AIDE KNOWN 



ELECTROCARDIOGRAPH EK 4 

does triple duty! 

The Burdick EK 4 Electrocardiograph is com¬ 
pact, and portable—it weighs just 22 pounds. 
Amazingly versatile with its many standard 
accessory features and companion units. High¬ 
est standards of diagnostic accuracy, routine 
reliability, and high fidelity recordings of con¬ 
sistent precision and clarity. 

FM-1 PHOTOMOTOGRAPH 

Companion unit gives reliable 5-minute Achilles tendon 
reflex test, for determining thyroid dysfunction, using 
the electrocardiograph as the recording device. 

PC-100 HEART SOUND PREAMP 


Used with the EK 4, it records and times heart sounds 
in a simple procedure, resulting in a phonecardiogram 
displaying virtually all of the heart sound transients. 



SURGICAL INSTRUMENT CO.. INC. 


2501 Gwynns Falls Parkway at Warwick Ave. 
Phone: 669-9300 Baltimore, Md. 21216 
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against the usual gram-negative urinary pathogens 


Why use f ive...where one will do? 



In a recent 217-patient hospital study, 1 urinary tract infections were treated with a 
variety of widely prescribed antimicrobial agents including: a sulfonamide (40 pa¬ 
tients), chloramphenicol (20 patients), nitrofurantoin (33 patients), nalidixic acid (30 
patients), tetracycline (27 patients), colistimethate sodium (22 patients)... and 2 com¬ 
binations of 5 agents each (45 patients). The 2 combinations were selected to afford 
maximal theoretical antibacterial coverage against the usual urinary pathogens. They 
were (1) tetracycline, chloramphenicol, nitrofurantoin, ristocetin and polymyxin B; 
and (2)tetracycline,chloramphenicol^erythromycm, nitrofurantoin and colistimethate 
sodium. 

This clinical study shows that the two combinations of antibiotics were not superior 
to some of their single components. The authors point out that antibiotic antagonism 
often negates theoretical advantages of multiple therapy. Coly-Mycin Injectable 
(colistimethate sodium) was one of the single components that was shown to be 
equal to the combinations and eradicated bacteriuria in two-thirds of the patients. 

Theoretical choice of multiple antibacterial therapy has been shown to be no more 
effective than one well-chosen agent which also offers least patient exposure to 
possible side reactions, toxicities, allergic manifestations and higher drug costs. 

1. McCabe, W. R., and Jackson, G. G.: New England J. Med. 272:1037,1965. 



in gram-negative urinary tract infections often the single well-chosen agent 



ColyMycin* Injectable 

(colistimethate sodium) 


Indications: Especially indicated for the treatment of severe acute and resistant 
chronic urinary tract infections due to sensitive strains of gram-negative organisms. 
Also indicated in respiratory tract, surgical, wound and burn infections and in septi¬ 
cemia due to sensitive organisms. Particularly indicated when any of these infections 
are caused by sensitive strains of Pseudomonas aeruginosa. 

Adverse Reactions: Occasional reactions such as circumoral paresthesias, tingling 
of the extremities, pruritus, vertigo or dizziness may occur. Reduction of dosage may 
alleviate symptoms. Therapy need not be discontinued, but such patients should be 
observed with extra care. 


Warning: Patients should be cautioned not to drive vehicles or use hazardous ma¬ 
chinery while on therapy. 

Precautions: In cases of impaired or suspected renal impairment, use with greater 
caution and reduce dosage in proportion to extent of impairment. Transient eleva¬ 
tions of BUN have been reported. As a routine precaution, appropriate blood studies 
should, therefore, be made during prolonged therapy. 

As with all polypeptides, the possibility of muscular weakness, including apnea, due 
to inadvertent overdosage or normal dosage in the presence of impaired renal func¬ 
tion, should not be overlooked. In cases of apnea, medication should be promptly dis¬ 
continued and assisted respiration given until serum levels fall and normal breathing 
is restored. 

Other antibiotics, such as kanamycin, streptomycin, dihydrostreptomycin, polymyxin, 
and neomycin, may also have varying neurotoxic or nephrotoxic potential. They 
should be used with great caution concomitantly with Coly-Mycin Injectable (colis¬ 
timethate sodium). 

For deep intramuscular injection only. 

Dosage: By the I.M. route only, in 2 to 4 divided doses ranging from 1.5 to 5 mg./Kg./ 
day (0.7 mg. to 2.3 mg./lb./day). Average adult dose is 2.5 mg./Kg./day (1.1 mg./ 
Ib./day). In the presence of bacteremia, septicemia, or other serious infection, greater 
than average doses may be required; however, maximum daily doses should not 
exceed 5 mg./Kg. (2.3 mg./lb.) where renal function is normal. 

Not recommended against Proteus. 

Colistin is also available (as colistin sulfate) in: Coly-Mycin* Pediatric for Oral Sus¬ 
pension (not for systemic use), and Coly-Mycin® Otic with Neomycin and Hydro¬ 
cortisone. 


Full information is available on request. 


WARN ER-CMILCOTT 


Morris Plains, New Jersey 



01-GP-69-R2 





IDENTI-CODE' 

(formula identification code, Lilly) 

takes the guesswork 
out of product 
identification 


A special letter-number symbol will appear on each Lilly capsule 
or tablet. By checking this code against the Identi-Code Index , 
you will be able to identify each unit quickly and accurately: 

In cases of overdosage 

As a safeguard against error 

When medication was prescribed by another physician 

When the prescription label is lost 

During telephone conversations with patients 

A complete explanation of Identi-Code and its use is provided in 
the Identi-Code Index. If you have not yet received an index, your 
Lilly representative will be pleased to supply you with a copy. 


Representative Lilly Products Bearing Identi-Code 


Pulvule® 

Enseal® 
(enteric-release 
tablet, Lilly) 

Capsule-Shaped 

Tablet 

Elliptical 

Tablet 

Round Tablet 

C 

1 H06 7 

H06 J 

( St&A, 1 
l Aor J 


1 j 

V C 3 2 J 

( S&A, 

y uor jj 


ELI LILLY AND COMPANY, INDIANAPOLIS, INDIANA 46206 


601553 
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AM A President-elect Will Address 
Faculty at Annual Meeting in April 


Among the prominent, nationally known physi¬ 
cians who will address the Medical and Chirurgi- 
cal Faculty of the State of Maryland at its 169th 
Annual Meeting in April is Milford O. Rouse, 
M.D., President-elect of the American Medical 
Association. 

Dr. Rouse has been clinical professor of medi¬ 
cine at the University of Texas Southwestern 
Medical School since 1943, and is in private 
practice in Dallas. He was born in Jacksonville, 
Texas, and, as the son of Southern Baptist mis¬ 
sionaries, he spent part of his boyhood in Cuba 
and Brazil. His desire to become a physician dates 
back to the age of five, when he was stricken with 
meningitis and a Brazilian doctor saved his life. 

After receiving his BA and MA degrees from 
Baylor University, Dr. Rouse received his MD 
from its College of Medicine, and interned at Ft. 
Sam Houston Station Hospital. He has con¬ 
tributed more than a score of papers and medical 
articles to journals throughout the country. 

In 1958-1959, Dr. Rouse was president of the 
Southern Medical Association, and he has also 
served as president of the Texas Medical Associa¬ 
tion. He is a diplomate of the American Board of 
Internal Medicine and of the subspecialty Board 
of Gastroenterology, and is a fellow of the Amer¬ 
ican College of Physicians. 

Dr. Rouse was chosen President-elect of the 
AM A in June, 1966, and will take office as the 
Association’s 122nd President in June, 1967. Pre¬ 
vious to his election he served as speaker of the 



Milford 0. Rouse, MD 


House of Delegates of the AMA, beginning in 
1963, and prior to that he was vice-speaker of the 
House for four years. 

“Prophylaxis of Peptic Ulcer” will be the title 
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sion, post-fracture, post-op¬ 
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for you at one of our con¬ 
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of the lecture presented by Dr. Rouse on Thurs¬ 
day on April 20, 1967, at the Alcazar in Balti¬ 
more. 

Other Speakers 

Other eminent physicians scheduled to present 
papers at the Annual Meeting in April are Michael 
E. DeBakey, MD, professor of surgery, Baylor 
University College of Medicine; James F. Hol¬ 
land, MD, chief of medicine, Roswell Park Mem¬ 
orial Institute; Walter L. Henry, Jr. MD, profes¬ 


sor of medicine, Howard University; Edgar S. 
Gordon, MD, professor of medicine, University 
of Wisconsin Medical Center; John W. Walsh, 
MD, clinical professor of OB-GYN, Georgetown 
University School of Medicine; and Richard E. 
Palmer, MD, clinical professor of pathology, 
George Washington University School of Medi¬ 
cine. 

James B. Brooks, MD, of Baltimore, is chair¬ 
man of the Committee on Program and Arrange¬ 
ments for the Meeting. 
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ETHICS SEMINAR FOR 
INTERNS AND RESIDENTS 

A Summary 


The Mediation Committee of the Medical and 
Chirurgical Faculty of Maryland is to be congrat¬ 
ulated for having held this Seminar on Ethics for 
Interns and Residents. As J. S. Eastland, MD, 
said in moderating his panel, “As a baby is vul¬ 
nerable at birth, so is the young physician on 
entering practice.” The efforts of the medical 
society to reduce that vulnerability should be re¬ 
doubled for the benefit of the public and the 
profession. 

On Entering Practice 

During the morning program, which consisted 
of a formal presentation of papers, several at¬ 
tempts were made to define ethics. One descrip¬ 
tion of ethics not noted was that of Homer L. 
Pearson, MD, past chairman of the AMA’s Judi¬ 
cial Council. He said that medical ethics distilled 
the best of the past to serve the needs of the 
present and provide for the advances that must be 
expected in the future. The panelists in the morn¬ 
ing program seemed to base their discussions on 
just such a description. 

Lewis P. Gundry, MD, speaking from the 
viewpoint of an internist, discussed the impor¬ 
tance of hospital affiliations and the location of a 
physician’s office in relation to his practice and to 
the hospitals with which he is affiliated. He de¬ 
scribed the proper forms of announcements to be 
used by physicians on entering practice and then 
spoke of the very practical matter of handling 
referrals. He emphasized that it is but a matter of 


EDWIN J. HOLMAN, LLB 
Director , Department of Medical Ethics 
American Medical Association 

The Ethics Seminar summarized here by Mr. Hol¬ 
man was held on Saturday, October 15, under the 
sponsorship of the Mediation Committee of the 
Medical and Chirurgical Faculty of the State of 
Maryland. At the morning session a panel of five 
physicians, representing as many different fields 
of medicine and surgery, pointed out problems in 
ethics which new doctors could expect to face 
upon entering practice. A round-table discussion 
in the afternoon dealt with the continuing ques¬ 
tions of ethics which arise in the physician’s rela¬ 
tionship to the patient and to the community. 

courtesy to keep the physician who made the 
referral advised. He pointed out some of the 
difficulties that all physicians experience with 
referrals because patients may wish to change 
physicians for reasons best known to themselves. 
He discussed fees and emphasized that a physi¬ 
cian should use common sense in establishing fees 
for his patients. 

Dr. Gundry pointed out that physicians have to 
be tactful for the benefit of the individual patient 
and for the benefit of their colleagues in the 
medical profession. He suggested that physicians 
should review their practices regarding emergency 
care. He said that a physician is obligated to re- 
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spend to emergencies although, admittedly, the 
physician must use judgment in deciding what is 
an emergency. Occasionally, Dr. Gundry noted, a 
physician is called upon to see the patient of 
another physician during the latter’s absence. He 
•emphasized this is but a temporary arrangement 
and should be understood and treated as such. 

Louis J. Kolodner, MD, representing the spe¬ 
cialty of surgery, stressed the fact that ethics 
impose a self-discipline on the individual, a self- 
discipline that must be recognized and observed 
because of the idealism and nobility of the medi¬ 
cal profession. He pointed out that the young 
physician wishes to be ethical in every respect. 
Many pressures, however, most of them econom¬ 
ic, are exerted on all physicians and, as a result, 
the young man is subjected to many temptations. 

Dr. Kolodner discussed the advantages and 
disadvantages of group practice and the absolute 
undesirability of fee-splitting. With regard to the 
latter subject, he said that economic pressures of 
many sorts make fee-splitting an ever present 
problem which must be vigorously attacked by 
physicians. 

In connection with the increasing use of the 
•emergency room by individuals, Dr. Kolodner 
stressed the point that the emergency room physi¬ 
cian has an ethical and professional obligation to 
his colleagues to keep them adequately informed 
as to the nature of the emergency treatment and 
thus ensure the continuing care of a patient by 
his own physician. 

Dr. Kolodner referred to some of the hazards a 
physician faces in everyday practice, particularly 
in regard to minor surgery and “compensation” 
practice. He said that the performance of minor 
surgery in a physician’s office is probably not in 
the physician’s best interest because of the danger 
of medical-legal involvements. He suggested that 
the physician use the emergency room or the 
out-patient department of a hospital for minor 
surgery. In connection with “compensation” prac¬ 
tice, lie said that the individual physician must 
always conduct himself in a manner which will 
reflect credit on the good name of the medical 
profession. Dr. Kolodner pointed out that all phy¬ 
sicians have obligations not common to other men 
in connection with the organized activities of the 
medical profession. He urged all to participate 
actively in medical staff and medical society activ¬ 


ities which are designed to benefit the public and 
to improve the medical profession. 

Robert B. Goldstein, MD, also speaking on 
behalf of surgeons, emphasized certain key ethical 
concepts in medical practice, particularly those 
involving physician-physician relationships. He 
stated that it is most important to maintain close 
contact with a referring physician and to keep him 
advised of the course of treatment and the pa¬ 
tient’s condition. He stressed the importance of 
the specialist’s recommending further referral 
with the advice of the attending physician. The 
ethical physician will not hesitate to use consult¬ 
ants, Dr. Goldstein said, and as a matter of fact 
the good physician will use consultants who are 
more expert because this is for the patient’s ben¬ 
efit. He also pointed out that a physician’s attend¬ 
ance at scientific meetings was important for his 
patient’s benefit. 

John M. Dennis, MD, representing radiology, 
stated that inasmuch as the patient pays for serv¬ 
ices, he deserves what he pays for. As a matter 
of fact, the patient deserves the best. Commenting 
on the desire of non-specialists to engage in spe¬ 
cialized procedures on the assumption that they 
are helping their patients both scientifically and 
economically, Dr. Dennis pointed out that physi¬ 
cians who do this may be in error because they do 
not have the training the specialist has nor do they 
have his equipment. He knew of instances in 
which physicians had bought second-hand equip¬ 
ment for use in a specialty other than their own 
and this equipment, according to Dr. Dennis, was 
not always the best equipment, nor was it always 
properly calibrated or adjusted. Even in so-called 
routine procedures, he pointed out, the use of such 
equipment subjected both the physician and the 
patient to harm. Dr. Dennis also noted that the 
physician who engages in a specialty other than 
his own is frequently not prepared to cope with 
emergencies or extraordinary happenings, to his 
patient’s detriment. He believes that the specialist 
engaging exclusively in his own particular prac¬ 
tice best serves the patient and the attending 
physician. 

Watson S. Kime, MD, representing pathology, 
suggested that the young man entering practice, 
although he wants to be ethical, is not always 
aware of what is ethical and what is not. He said 
that it is the obligation of physicians in practice to 
make certain that the young man entering practice 
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is educated in the spirit and intent of medical 
ethics. He stated that the practicing physician 
should impart his knowledge of this field to his 
colleagues and to his employees in order to de¬ 
velop a deep understanding and appreciation of 
ethical principles among all who assist in patient 
care. 

Discussing laboratory procedures from a prac¬ 
tical point of view, Dr. Kime pointed out that the 
physician can (a) have laboratory work done in 
his own office, (b) send a specimen to a laborato¬ 
ry, or (c) send the patient to the laboratory. He 
suggested that when the physician attempts to do 
laboratory procedures in his own office, time and 
equipment and knowledge are essential. He ques¬ 
tioned whether the busy practitioner could afford 
the necessary equipment, devote the necessary 
time and develop the necessary knowledge to 
provide adequate service for the patient. He ad¬ 
mitted that properly trained technicians could be 
used by the non-pathologist if a physician 
maintained his own laboratory, but implied that, 
even so, there would be enumerable difficulties 
for the nonpathologist. 

In connection with laboratories themselves, Dr. 
Kime said that he had a basic rule, “If you send 
out, see it.” He urged that every physician who 
plans to use the facilities of any laboratory visit 
and inspect the laboratory, its facilities, its 
procedures, and its personnel. He stressed the 
fact that a physician relying on a labortory is 
entitled to know the quality of the services offered 
and, furthermore, that a physician is obligated 
to his patient to use or to recommend laboratories 
that are competent in all respects to perform the 
services requested. 

Finally, Dr. Kime cautioned physicians not to 
be taken in by some of the practices of some 
laboratories. He pointed out that some laborato¬ 
ries will provide office space for a physician who 
will permit the use of his name on the laboratory’s 
letterhead. Others offer a physician all the labora¬ 
tory work he needs for a small flat monthly sum, 
and still others offer physicians shares of corpora¬ 
tive stock. Dr. Kime said that these proposals can 
be presented in a most attractive way and that 
occasionally a physician, without thinking, accepts 
one of these proposals. They are obviously not in 
the best interest of the physician or the patient. 
Many of them, he cautioned, amount to fee¬ 
splitting and solicitation of patronage, and none of 


them redounds to the credit of the medical profes¬ 
sion. 

Ethical, Legal and Moral Responsibilities 

The afternoon session, in contrast to the formal 
morning session, featured a round table discus¬ 
sion. Panel members were William A. Pillsbury, 
MD, general practice secretary of the Medical and 
Chirurgical Faculty; Karl F. Mech, MD, surgeon 
and treasurer of the Faculty; W. Bradley King, 
MD, chief of pathology at Maryland General 
Hospital; and John King, legal counsel to the 
Faculty. William Y. Rial, MD, moderator, main¬ 
tained a steady discussion of various ethical impli¬ 
cations involved in actual medical practice. 

Among the questions discussed from varying 
points of view were: What protection should 
medicine give the agitated patient, that is, the pa¬ 
tient who may inflict harm on himself or another? 
What is the physician’s ethical responsibility to an 
agitated individual who is in police custody or 
when law enforcement authorities seek medical 
assistance for the benefit of such an individual or 
his family? In discussion of this line of questions, 
the responsibilities of the physician as an attend¬ 
ing physician, as a family physician, and as a 
member of the community, were explored. Mr. 
King pointed out that fear of litigation is not an 
acceptable excuse, from the ethical point of view, 
for failure to fulfill a professional obligation. 

The subject of confidences arising from the 
physician-patient relationship provoked a consid¬ 
erable amount of discussion. When, if ever, it was 
asked, may a physician disclose confidences ac¬ 
quired during the physician-patient relationship? 
Reference was made to situations in which the 
physician has knowledge of an individual’s per¬ 
sonality, or character, or physical disabilities, of 
such nature that disclosure to a third party might 
prevent harm to the community at large. Another 
facet of the subject was examined as a result of 
the question, What would you do if a pregnant 
unmarried minor sought your professional service 
and insisted that you not divulge the nature of her 
condition to her parents? A lively and spirited 
discussion of this question indicated no unanimity 
of thinking among the members of the medical 
profession. Indeed, no conclusions were reached 
either on the general subject of divulging a pa¬ 
tient’s confidences, or on any of its diverse as¬ 
pects. 
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Another topic at the afternoon session was the 
opinion said to prevail among the public that 
physicians protect one another. Legal counsel for 
the Faculty suggested that there is some basis for 
the public’s point of view and that the invocation 
of the doctrine of res ipsa loquitur stems from 
this practice. 

In addition there was a discussion of the differ¬ 
ence between privileged communications and 
confidential communications, and a discussion of 
the newly enacted Maryland statute which permits 
the application of the doctrine of privilege to 
psychiatric treatment conducted by a psychiatrist 
or a psychologist. The doctrine of privilege in 
Maryland does not extend to all physician-patient 
relationships. 

There was also discussion of medical examiner 
cases in Maryland and of laboratory procedures 
in general. It was urged that a physician use the 
golden rule in connection with requests for labo¬ 
ratory procedures. 




In general, the afternoon session touched upon 
the subjects of confidentiality, physician-patient 
relationships in general, physician-community 
relations, and physician-hospital relations. There 
was no mention of clinical investigation, the effect 
of automation, or the matter of relations between 
physicians and allied health professions and serv¬ 
ices. 

Permeating the discussion were recognition of 
“benefit to the patient” and the application of the 
golden rule. Time after time, in one way or 
another, it was said that the physician should do 
unto others as he would have them do unto him. 

What was not said at the Seminar was as 
important as what was said. The very fact that the 
conference was held indicates that medicine is 
trying to insure the observance of ethical princi¬ 
ples and concepts. Even though not enough is 
being done or ever will be done, medicine should 
be proud of what it is doing, of its efforts to avoid 
evil and do good. 
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Development of a New Carotid Artery 
Aneurysm in a Patient with a Previously 
Operated Ipsilateral Carotid Aneurysm 


In recent years the subject of cerebral arterial 
aneurysms has received much attention, and 
a great deal of information has been gathered 
pertaining to their natural history and operative 
treatment. It is generally accepted that multiple 
aneurysms occur in 15% of all patients in whom 
this diagnosis is established. To the best of our 
knowledge, however, the development of a new 
aneurysm on the same vessel at a point one cm 
from a previously operated lesion has never been 
reported in the literature and is the basis for this 
case report. 

Case Report 

This 34-year-old white male (J.E.A.), was first 
seen by one of us at the Oakland Naval Hospital 
in 1951 at the age of 19. The chief complaint at 
this time was severe right frontal headache. Past 
history revealed two previous bouts of subarach¬ 
noid hemorrhage, and physical examination re¬ 
vealed only a right third nerve palsy. Right car¬ 
otid angiography was performed, and an aneurysm 
arising from the internal carotid artery at the 
junction of the posterior communicating artery 
was clearly demonstrated. At operation, silver 
clips were placed across the neck of the lesion, 
and the carotid was visualized up to its point of 
bifurcation into the anterior and middle cerebral 
arteries. There was no indication of another lesion 
on this vessel at this time, either by angiography 
or by direct visualization. His postoperative 
course was uneventful and, with the exception of 


CHARLES M. HENDERSON, MD 
Instructor in Neurological Surgery 
University of Maryland School of Medicine 

JOHN E. ADAMS, MD 
Professor of Neurological Surgery 
University of California School of Medicine 

PAUL D. MEYER, MD 
Instructor in Neurological Surgery 
University of Maryland School of Medicitie 

A case of the development of a right carotid 
saccular aneurysm at a point one cm superior to a 
previous aneurysm is presented. Current theories 
of pathogenesis are presented and discussed. Once 
again, caution is urged regarding prognosis in pa¬ 
tients who are operated upon for an angiographi- 
cally single lesion. 

an incomplete third nerve palsy and a mild left 
hemiparesis, he remained asymptomatic until 
April. 1964. At that time, he again developed right 
sided headache unassociated with nausea, vomit¬ 
ing, syncope, or paresis. 

At the time of his admission to University 
Hospital in Baltimore, his general physical exami¬ 
nation was within normal limits. Neurological 
examination revealed the patient to be fully con¬ 
scious and oriented in all spheres. An incomplete 
third nerve palsy with associated diplopia was 
present on the right, and a mild hypesthesia and 
hypalgesia without motor deficit were demonstra¬ 
ble in the left arm and hand. The remainder of the 
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neurological examination was within normal lim¬ 
its. 

Lumbar puncture revealed crystal clear fluid 
under normal pressure. A right carotid angiogram 
(see Figure) demonstrated the presence of a 
saccular aneurysm arising from the internal car¬ 
otid artery at a point one cm superior to the site of 
the old lesion. On approach to the lesion through 
a right front-temporal craniotomy, it was noted 
that the anterior portion of the temporal lobe 
contained a large cyst which was probably due to 
hemorrhage into the area during a previous bout 
of bleeding. The infundibulum of the old aneu¬ 
rysm was identified and several clips could be seen 
across its neck. One cm superior to the old lesion, 
the new aneurysm was visualized and a Mayfield 
clip was placed across its fundus. The patient did 
well postoperatively witli the exception of a mild 
cellulitis in the lower border of the wound which 
responded to conservative antibiotic therapy. Re¬ 
peat bilateral carotid angiograms revealed good 
occlusion of both aneurysms and no further 
demonstrable lesions. When seen one year post¬ 
operatively, he was neurologically normal except 
for a persistent incomplete right third nerve 
palsy. 

Discussion 

The exact etiological factors in the development 
of saccular aneurysms still remain obscure, and 
relatively little new data has been forthcoming 
since the early works of Forbus 2 and Bremer. 1 
Forbus felt that these lesions were due to a defect 
in the tunica media at the point of branching or 
junction of arteries, coupled with degenerative 
changes in the internal elastic membrane from 
continuous intravascular pressure. This theory 
could adequately explain the first lesion, but 
could hardly apply to the second since it did not 
occur in an area of bifurcation or branching 
along the parent vessel. 

Bremer, and later Padget, 4 implicated persist¬ 
ent vessels of the embryonic capillary network as 
a possible factor in the pathogenesis of these 
lesions. These vessels, which may be blind ar¬ 
teries, vasa vasorum, or branches of meningeal 
vessels, have been shown to arise from main 
arteries, usually at right angles, and enter the 
muscularis as endothelial tubes surrounded by 
connective tissue or a thin muscular layer. If 
persistent, they may represent an area of struc¬ 


tural weakness in the wall of the parent vessel 
which could expand to form an aneurysm under 
the influence of altered intravascular pressure. 
This concept is certainly attractive when one at¬ 
tempts to explain the second lesion especially in 
view of its locations, but more so in view of the 
fact that the hemodynamics in the parent vessel 
might well have been altered by the first oper¬ 
ation. 

Unfortunately, neither this case nor the one of 
Graf and Hamby 3 aid in clarifying this problem, 
but both should make us more cautious regarding 
prognosis in patients who have been successfully 
operated upon for a single demonstrable lesion. 
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When combination antibiotic 
therapy is indicated... 


CONSIDER: an exceptionally high 
cure rate in susceptible infections 


ERYTHROCIN-SULFAS 

ERYTHROMYCIN ETHYL SUCCINATE—TRISULFAPYRIMIDINES 

In Chewable Tablets 
In Granules for Oral Suspension 


The rationale : When combined, Erythrocin and 
the trisulfapyrimidines (triple sulfas) are indicated 
in infections that are more susceptible to the 
combination than to either agent alone. Such 
conditions are usually found in urinary, lower 
respiratory tract and chronic ear conditions. 

The results: Clinical studies involving 142 
young patients showed an overall cure rate of 


96.5%. Side effects were experienced by only four 
of the patients. 


The acceptance: The majority of the 142 
patients studied expressed a definite liking for 
the products. There were only two refusals. An 
independent taste-test with 50 healthy children 
further substantiated the excellent acceptability 
of the orange-flavored forms. 





ERYTHROCIN-SULFAS 

Brief Summary 

Indications: Use Erythrocin-Sulfas in in¬ 
fections more susceptible to the combination 
than to either agent alone. These are usually 
found in urinary, lower respiratory tract, 
and chronic ear infections. 

Contraindications : Known sensitivity to 
erythromycin or sulfonamides. Because of 
the possibility of kernicterus with sulfona¬ 
mides, do not use in pregnancy at term, 
premature or new born infants. 

Warnings : As with other forms of sulfona¬ 
mide therapy, carefully evaluate patients 
with liver or kidney damage, urinary ob¬ 
struction, or blood dyscrasia. Deaths have 
been reported from hypersensitivity re¬ 
actions and blood dyscrasias following use of 
sulfonamides. Perform blood counts and 
liver and kidney function tests if used re¬ 
peatedly at close intervals or for long periods. 

Precautions: Use sulfonamides with cau¬ 
tion in patients with a history of allergy. 
Assure adequate fluid intake to prevent crys- 
talluria and institute alkali therapy if in¬ 
dicated. 

Adverse Reactions: Sulfonamide therapy 
may be associated with headache, nausea, 
vomiting, urticaria, diarrhea, hepatitis, pan¬ 
creatitis, blood dyscrasias, neuropathy, drug 
fever, skin rash, injection of the conjunctiva 
and sclera, petechiae, purpura, hematuria 
and crystalluria. 

Side effects due to erythromycin are in¬ 
frequent, but occasional abdominal discom¬ 
fort, nausea, or vomiting, urticaria and other 
skin rashes may occur. 

If a reaction or overgrowth of nonsuscep- 
tible organisms occurs, withdraw the drug. 

Supplied : The Granules for Oral Suspension 
come in bottles of 60 ml. and 150 ml. The 
Chewable tablets are in bottles of 50. Each 
5-ml. teaspoonful of reconstituted Granules 
or each Chewable tablet provides erythro¬ 
mycin ethyl succinate equivalent to 125 mg. 
of erythromycin activity and 167 
mg. each of sulfadiazine, sulfa- I 

merazine and sulfamethazine. 603303 (■■■■■# 
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MALIGNANT TUMORS OF THE 
PAROTID GLAND 


The majority of parotid tumors are benign 
mixed tumors, or Warthin’s tumors, which can be 
cured by parotidectomy with preservation of the 
seventh nerve. Approximately 25 % of parotid 
tumors are malignant, however. These present a 
wide variation in histologic pattern which is re¬ 
flected in a similar variation in their clinical behav¬ 
ior. Radical surgical excision of the parotid gland 
is associated with serious cosmetic and functional 
deformities secondary to excision of the facial 
nerve and portions of the mandible. It should 
therefore be undertaken only in the presence of 
firm indications associated with a reasonable 
chance of ultimate cure. 

In an effort to delineate further the role of 
surgical excision in the management of malignant 
parotid tumors, the experience at The Johns 
Hopkins Hospital has been reviewed. 1 This series 
consisted of 38 patients, 17 males and 21 females. 
The patients ranged in age from 17 to 84 years, 
but the disease was most commonly encountered 
in the fourth and fifth decades. Patients with 
benign parotid tumors usually gave a history of 
a painless mass in the tail of the parotid gland 
which had been present for several years. Al¬ 
though both benign and malignant tumors can be 
present for a number of years without change 
in.size, 40% of the patients with malignant tumors 
gave a history of a recent increase in the size 
of a previously quiescent mass. 

Untreated benign tumors are rarely associated 
with : any symptoms other than the presence of a 


R. ROBINSON BAKER, MD 
Advanced Clinical Fellotv, American Cancer Society 
Assistant Professor, Department of Surgery, 

The Johns Hopkins University School of Medicine 

The clinical management of 38 patients with 
malignant tumors of the parotid gland is described. 
These tumors occur with equal frequency in both 
males and females. Pain in the region of the parotid 
tumor, facial nerve palsies, and palpable cervical 
nodes are clinical signs of the more malignant 
parotid tumors. The histologic patterns of various 
parotid tumors are discussed. Treatment policies, 
based on the clinical course and histologic pattern 
of the various types of parotid tumors, are defined. 

mass. Benign parotid tumors usually present as a 
symmetrical, freely mobile, non-tender mass, 
which is characteristically present in the tail of 
the parotid gland. There are no associated physical 
findings. 

Pain in the region of the parotid gland and 
partial paralysis of the musculature of the 
face are almost always indications of malignancy 
(in this series, 21% of the patients gave a history 
of pain in the region of the parotid gland and 7% 
detected paralysis of the facial nerve). Fixation 
of the mass and ulceration of the overlying skin 
are additional indications of malignancy. Facial 
nerve palsy (see Figure) and palpable cervical 
nodes are almost pathognomonic of malignancy. 
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Pathology 

On the basis of histologic section, malignant 
parotid tumors can be divided into three general 
patterns: 

(1) Anaplastic carcinomas, squamous carcino- 
mas, high grade muco-epidermoid carcinomas and 
glandular adenocarcinomas —These tumors usually 
pursue a rapid clinical course associated with a 
high incidence of cervical lymph node metastasis 
and systemic metastasis. 

(2) Adenoid cystic carcinomas, acinic cell car¬ 
cinomas, and malignant mixed tumors —These tu¬ 
mors are characterized by a prolonged clinical 
course, with eventual death from local extension 
of the tumor; cervical lymph node metastases and 
distant metastases are usually only associated with 
extremely large primary tumors which have been 
present for a prolonged period of time. 

(3) Mid- and low-grade muco-epidermoid car¬ 
cinomas —These are relatively benign and remain 
confined to the parotid gland for long periods of 
time. Metastases to the cervical lymph nodes are 
extremely uncommon. 

Treatment 

All parotid tumors should be explored and an 
histologic diagnosis established, preferably by froz¬ 
en section. If the diagnosis cannot be established 
on frozen section, definitive therapy should await 
permanent histologic sections. 

Once a diagnosis of malignancy is established 
by histologic section, further therapy should be 
based on the clinical course and histologic pattern 
of the tumor. Radical surgical excision of the 
gland and facial nerve with an associated radical 
neck dissection is indicated in selected cases. An 
appreciable number of patients can be cured, how¬ 
ever, by an operation, which is associated with 
considerably less morbidity. 

The histologic diagnosis of high grade muco¬ 
epidermoid, anaplastic, and squamous carcinomas 
appears to be a firm indication for a radical 
parotidectomy with excision of the facial nerve, 
excision of a portion of the mandible if neces¬ 
sary and, in continuity, radical neck dissection. A 
37.5 % five-year survival was accomplished in this 
series of patients by such an operative procedure. 
This has also been the experience at the Mayo 
Clinic as reported by Freeman et al. 2 

Adenocarcinomas and malignant mixed tumors 
present more difficult decisions as to optimal 


management. As previously noted, these tumors— 
particularly the adenoid cystic lesions—usually 
exhibit aggressive local growth tendencies. 
Metastasis to the cervical lymph nodes and distant 
metastases are, as a rule, associated with large 
primary tumors which are inoperable on the basis 
of local extension. An operation should be de¬ 
signed to obtain a wide local margin around the 
tumor and should include any structures within 2 
-3 cm of it. In the series of cases in question, a 
parotidectomy with preservation of the facial 



Malignant parotid tumor with associated facial 
nerve palsy. 


nerve was performed in ten patients with relative¬ 
ly small tumors. A 60% five-year survival rate 
was obtained. A radical parotidectomy with ex¬ 
cision of the facial nerve and also partial mandib- 
ulectomy, was performed in six additional pa¬ 
tients with a 16% five-year survival rate. Ultimate 
survival appears to be primarily dependent upon 
the size of the tumor at the time of initial therapy. 
In the presence of a large primary tumor, an 
aggressive surgical approach seems indicated par¬ 
ticularly with the adenoid cystic carcinomas. A 
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conservative parotidectomy with preservation of 
at least portions of the facial nerve seems reason¬ 
able in the management of the smaller tumors. 

Mid- and low-grade muco-epidermoid carcino¬ 
mas are managed by a parotidectomy without 
sacrifice of the facial nerve. If the nerve or one of 
its branches is adherent to the tumor, that portion 
of the nerve should be excised with the tumor. A 
radical neck dissection is almost never indicated. 
A 100% five-year survival rate was obtained in 
nine patients in this series by such an operative 
procedure. Three patients with mid- or low-grade 
muco-epidermoid carcinomas were subjected to a 
radical parotidectomy with excision of the facial 
nerve and an associated radical neck dissection. 
Two of these patients survived and neither of 
these patients had evidence of cervical lymph node 
metastases on histologic section. The only death in 
the mid- and low-grade muco-epidermoid group 
occurred in a patient who was subjected to a 
radical parotidectomy and radical neck dissection, 
but succumbed to liver metastasis. 

If it is necessary to sacrifice the facial nerve, 
immediate reconstruction by nerve graft is indi¬ 
cated. 4 For this reason, the greater auricular 
nerve is preserved during the operative procedure 
in the event that a subsequent graft is necessary. 

The clinical management outlined above is de¬ 
signed to subject only those patients with certain 
types of malignant parotid tumors to extremely 
radical operative procedures. It has been shown in 
this series, and in others, 1,3 that excellent 
survival rates can be obtained with certain types 
of malignant parotid tumors by operative 
procedures which do not result in severe cosmetic 
and functional deformities associated with ex¬ 
cision of the facial nerve or a partial mandibulec- 
tomy. 
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A Key Site of Action of the 
Protoveratrine A in Salutensin 

“The main function of the 
carotid sinus is regulation of 
the blood pressure_ 

The veratrum component of 
Salutensin acts here (and in the 
myocardium), initiating 

. a reflex fall in blood pressure 
through a generalized vaso¬ 
dilation and fall in heart rate.” 2 


SCHWENK 




This is 
a logical 

Blood Pressure 
Regulator 


CAUSE 
ENHANCES 
E BODY’S OWN 
ECHANISMS 
FOR REDUCING 
tiLOOD PRESSURE 


In mild 

to moderate hypertension: 

Salutensin enhances the body’s own 
mechanisms for lowering blood 
pressure. The veratrum component 
of Salutensin acts on the carotid 
sinus and myocardial receptors, 
initiating . a reflex fall in blood 
pressure through a generalized 
vasodilation and fall in heart rate.” 2 
To achieve this reflex modification 
of hypertension, Salutensin 
utilizes protoveratrine A. 

In addition, to facilitate and 
maintain blood pressure reduction, 
Salutensin incorporates reserpine 
and a highly effective thiazide. 

In general, side effects have been 


reported infrequently but 
may include those listed in the 
therapeutic summary. 

Simple dosage—low-cost 
therapy: Many patients on 
Salutensin respond to 1 tablet b.i.d. 
Long-term economy is assured, 
since dosage can frequently 
be lowered after initial control is 
established. 

Available: Prescription-size 
bottles of 60 tablets. 

References: 1. Editorial: JAMA 
191 :592 (Feb. 15) 1965. 2. Meil- 
man, E., in Moyer, J.H.: Hyper¬ 
tension, Philadelphia, W B. 
Saunders Company, 1959, p. 395. 


BRISTOLTHERAPEUTIC SUMMARY 
For complete information consult Official 
Package Circular. 

Indications: Essential hypertension. 
Warnings: Small-bowel lesions (obstruc¬ 
tion, hemorrhage, perforation) have oc¬ 
curred during therapy with enteric-coated 
formulations containing potassium, with 
or without thiazides. Such potassium for¬ 
mulations should be used with Salutensin 
only when indicated and should be discon¬ 
tinued immediately if abdominal pain, dis¬ 
tention, nausea, vomiting or gastrointesti¬ 
nal bleeding occurs. 

Contraindications: Salutensin is contra¬ 
indicated in severe depression. 
Precautions: Azotemia, hypochloremia, 
hyponatremia, hypochloremic alkalosis and 
hypokalemia (especially with hepatic cir¬ 
rhosis and corticosteroid therapy) may oc¬ 
cur, particularly with pre-existing vomit¬ 
ing and diarrhea. Potassium loss, which 
may cause digitalis intoxication, responds 
to potassium-rich foods, potassium chlor¬ 
ide or, if necessary, stopping therapy. Se¬ 
rum ammonia elevation may precipitate 
coma in precomatose hepatic cirrhotics. 
Discontinue therapy two weeks before sur¬ 
gery or if myocardial irritability, progres¬ 
sive azotemia or severe depression occur. 
Exercise caution with patients with peptic 
ulcers or renal insufficiency (if severe, 
Salutensin is contraindicated). 

Side Effects: Hydroflumethiazide: Purpura 
plus or minus thrombocytopenia, hyper¬ 
uricemia, leukopenia, hyperglycemia, gly¬ 
cosuria, malaise, weakness, dizziness, fa¬ 
tigue, paresthesias, muscle cramps, skin 
rash, epigastric distress, vomiting, diar¬ 
rhea and constipation. Reserpine: Depres¬ 
sion, peptic ulceration, diarrhea. Parkin¬ 
sonism, nasal stuffiness, dryness of the 
mouth and, with overdosage, agitation, in¬ 
somnia and nightmares. Protoveratrine A: 
Nausea, vomiting, cardiac arrhythmia, pros¬ 
tration, excessive hypotension and brady¬ 
cardia. (Treat bradycardia with atropine 
and hypotension with vasopressors.) 

Usual Dose: 1 tablet b.i.d. 
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Division of Bristol-Myers Co. 
Syracuse, New York 
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Salutensin 


Each tablet contains: 
protoveratrine A, 0.2 mg.; 
hydroflumethiazide, 50 mg.; 
reserpine, 0.125 mg. 
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chronic 

illness 



B and C vitamins are part of therapy: An imbalance of water-soluble vit 
mins and chronic illness often go hand in hand. STRESSCAPS capsules, co: 
taming therapeutic quantities of vitamins B and C, are formulated to meet tl 
increased metabolic demands of patients with physiologic stress. In chronic i! 
ness, as with many stress conditions, STRESSCAPS vitamins are therapy. 



Stress Formula Vitamins Lederle 



Each capsule contains: 

Vitamin Bi (as Thiamine Mononitrate) 10 mg 


Vitamin B 2 (Riboflavin) 10 mg 

Vitamin B 6 (Pyridoxine HCI) 2 mg 

Vitamin B, 2 Crystalline 4 megm 

Vitamin C (Ascorbic Acid) 300 mg 

Niacinamide 100 mg 

Calcium Pantothenate 20 mg 


Recommended intake: Adults, 1 capsule 
daily, for the treatment of vitamin deficien¬ 
cies. Supplied in decorative “reminder” 
jars of 30 and 100; bottles of 500. 
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PRECEPTORSHIPS AND THE 
PRACTICE OF MEDICINE 


Concern for the shortage of general practition¬ 
ers in Maryland has resulted in the formation of a 
special Governor’s committee, some legislative 
hearings and, last year, even legislative action. In 
an attempt to remedy this shortage, the Gover¬ 
nor’s Commission to Study the Shortage of Gen¬ 
eral Practitioners in the State of Maryland, and a 
legislative committee this year, have discussed the 
use of medical student preceptorships as a means 
of interesting medical students in a career in 
general practice. Implicit in the recommendation 
for the establishment of a preceptorship program 
in a medical school, particularly the University of 
Maryland School of Medicine, are two assump¬ 
tions: (1) career choice of medical students can be 
influenced by the faculty or by elective and re¬ 
quired undergraduate programs; and (2) experi¬ 
ence in an elective or required preceptorship with 
a general practitioner will favorably influence 
career choice of medical students toward general 
practice. This paper will examine these assump¬ 
tions and suggests an approach which might inter¬ 
est medical students in a career in family practice. 

There is ample evidence that expressed career 
choice changes as the student proceeds through 
medical school and that far more medical students 
now express a career choice for specialty practice 
than did only a few years ago. On a number of 
occasions, the Association of American Medical 
Colleges has collected data on career choices from 
students at the time of graduation, or soon after 
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Although preceptorships in general practice have 
been sponsored by medical schools for a number 
of years, there is little evidence that they have 
favorably affected medical students’ interest in a 
career in general practice. Present influences on 
career choice are examined and a new program is 
suggested which might provide a more meaningful 
and rewarding experience for medical students, and 
relate directly to the future practice of medicine. 


graduation. The results of their studies indicate a 
rise in career choice for specialty practice from 
63% in 1950 to 78% in 1961, and a decrease in 
career choice for general or family practice from 
33% in 1950 to 18% in 1961. 1 

In the academic year 1962-1963, each student at 
our medical school was requested to provide in¬ 
formation about his career interest. The career 
choices of the 352 students are shown in the 
Table. It will be noted that a large percentage of 
students begin medical school with an expressed 
career choice for some specialty or for a com¬ 
bination involving a specialty, and that the per¬ 
centage increases over the four-year period. The 
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proportion of students choosing general practice, 
on the other hand, declines during the four years 
of medical school, and it is the specialty practice, 
research and teaching combination that absorbs 
the difference. 

A decision for specialty practice is frequently 
made after graduation from medical school. In a 
study of trends in medical practice among medical 
school graduates from 1915 to 1950, Weiskotten 
reported that about 35% of the physicians who 
ultimately practiced a specialty decided upon this 
specialty in medical college and an additional 35% 
during the internship period. 2 About 25% made 
the decision during military service, during 
residency, or after a period of practice. The 
most recent survey of career choice of interns 
during the year 1964-1965, pointed out that 13% 
of 5,200 interns indicated reasonably definite in¬ 
tention to enter the field of general practice. Six 
years earlier, a survey of 2,600 interns indicated 
that 21% intended to enter general practice. 3 

Coker and others working at the University of 
North Carolina have inquired into factors that 
influence physicians in their choice of particular 
specialties or types of practice, and have made a 
number of reports. 4, 5> 6 Information was obtained 
from over 2,600 medical students at eight schools 
in a national sample, and the reports of these 
investigations clearly indicate that faculty mem¬ 
bers exert an influence on career choice. 4 One 
report in this series concerned specialization and 


general practice. 5 Among other differences, it was 
found that those medical students choosing gener¬ 
al practice were more likely to be older, come 
from smaller towns, and have less financial 
resources. 

The authors suggested that scholarships and 
loan funds would increase the number of physi¬ 
cians going into general practice. (In 1965 the 
Maryland Legislature approved funds for schol¬ 
arships to medical students walling to commit 
themselves to a career in general practice in the 
State.) 

Faculty Influence 

The North Carolina studies of faculty influence 
on career choice of medical students clearly indi¬ 
cates such influence. Although these studies did 
not focus primarily on elective opportunities or 
summer fellowship work, it does seem likely that 
such experience contributes to this effect. Trainee- 
ships, fellowships, and other part-time work, sup¬ 
ported largely from training grants or other re¬ 
stricted funds, are available for medical students in 
almost all medical specialties. Being aw^are of the 
lack of such opportunities in preventive medicine 
at the University of Maryland School of Medi¬ 
cine, and aware of Coker’s report of the lack of 
influence of public health faculty members on 
career choice of medical students, 4 the Depart¬ 
ment of Preventive Medicine developed, some 
years ago, an undergraduate training program in 
epidemiology. This summer apprenticeship pro- 


Career Choices of Students at University of Maryland School of Medicine 

(1962-1963) 



All 

Students 

(N=352) 

Freshmen 
(N = 103) 

Sophomores 

(N=99) 

Juniors 

(N=78) 

Seniors 

(N=72) 

General Practice 

24.1% 

28.2% 

29.3% 

17.9% 

18.1% 

Specialty Practice 

Specialty Practice/Research 

34.7 

32.0 

38.4 

34.6 

33.3 

and Teaching 

34.7 

31.1 

26.3 

41.0 

44.4 

Research and Teaching 

2.8 

2.9 

4.0 

2.6 

1.4 

Other 

1.7 

1.9 

1.0 

2.6 

1.4 

No Response 

2.0 

3.9 

1.0 

1.3 

1.4 

TOTAL 

100.0% 

100.0% 

100.0% 

100.0% 

100.0% 
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gram has been active for the last five years and 
has developed to the point where we can accept 
less than half the students who apply. Since this 
program has been available only a short period of 
time, no statement can be made about ultimate 
career choice for students who have participated 
in it, but we feel sure that a number of these 
current and former Fellows will make a career 
choice for preventive medicine, particularly 
academic preventive medicine. 

Preceptorships 

Although there is some information about influ¬ 
ence of faculty and curricular programs on medi¬ 
cal student career interest, the situation is less 
clear with respect to the influence of preceptor- 
ships on career choice for general practice. Pre¬ 
ceptorships on either a required or an elective 
basis have been available at a number of medical 
schools for many years. A recent summary in the 
Journal of the American Medical Association 
indicated that 19 schools had established precep¬ 
torships in 1950. 7 By 1955, 25 schools offered 
preceptorships and almost 1,500 students partici¬ 
pated on either a required or elective basis. In the 
year 1963-1964, 36 of the 87 medical schools 
reported some kind of preceptorship program. 
The program was required in 10 of the schools 
and elective in the remaining 26, and 979 students 
participated in the 26 programs during that year. 
Despite the increased number of available precep¬ 
torships, the total participating students has de¬ 
creased over the 10-year period. 

The opinions of faculty members on the value 
of such preceptorships vary significantly. At the 
First Institute on Clinical Teaching, sponsored by 
the Association of American Medical Colleges, 
opinions were obtained from deans and depart¬ 
ment heads on the value of preceptorships. 8 A 
preceptorship program was regarded as either 
harmful or of little or no value by 39% of 81 
deans, and 37% of 391 department heads held a 
similar opinion. Sixty percent of the deans and 
53% of the department heads thought that the 
preceptorship had some or much value. As might 
be expected, the opinions of the faculty members 
varied depending on whether their school did or 
did not have Sufch a program. Forty-two percent 
of the participants at this conference who were 


from schools without a preceptorship program, 
felt that such a program was harmful (12%) or 
of little or no value, (30%) . 

The Fifth Teaching Institute of the Association 
of American Medical Colleges, concerned with 
the ecology of the medical student, also touched 
on family care programs and preceptorships. 9 
Excerpts from a number of letters published in 
the Institute report included comments that varied 
from “(the preceptorship program) is the most 
important single educational unit of their under¬ 
graduate years,” to “until it has been demonstrat¬ 
ed that extramural preceptorships can accomplish 
maintenance of high standards in teaching, I be¬ 
lieve that any school that uses them must be 
considered to be providing its students with second- 
rate teaching, and that extramural preceptor¬ 
ships presently in existence should be abolished or 
reorganized.” 

Although the influence of preceptorship pro¬ 
grams on career choice of medical students has 
not been completely evaluated, some information 
is available on the University of Wisconsin pre¬ 
ceptorship program initiated over 25 years ago. 7 
An evaluation of this program through the use of 
a questionnaire was completed in 1956 and indi¬ 
cated that the preceptorship program at Wisconsin 
had not influenced students to enter general prac¬ 
tice. 

Discussion 

There seems to be little value, then, in replicat¬ 
ing at our school, preceptorship programs tried at 
other schools. We might, however, consider the 
development of new programs or educational ex¬ 
periences which could influence the students’ 
career choice for the practice of medicine in the 
future. Medical student education today should be 
considered in the light of the future because the 
average medical student has two more years of 
school, a year of internship, and a few additional 
years of postgraduate training. Most of the stu¬ 
dents will then spend two years in the armed 
services before starting their practice. 

Predictions about the future practice of medi¬ 
cine. on which to base the development of a 
student program today, are clearly beset with 
difficulties. Many changes have occurred and are 
occurring in the complex social area of health care 
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in this country. In the last few years, hundreds of 
papers have been published in various medical 
journals concerned with changes and problems in 
health care. A number of these papers have fo¬ 
cused on the future of general practice and some 
have been concerned with problems of organiza¬ 
tion of medical care, financing medical care, facil¬ 
ities and manpower, continuing education of 
physicians, administration and coordination of 
health services, and so forth. Discussion and 
studies in any of these areas can result in judg¬ 
ments and programs affecting the practice of 
medicine today and in the future. Opinions and 
suggestions concerning many of these problem 
areas vary just as widely as the comments quoted 
above about preceptorships. The development now 
of a special training program geared to the future 
practice of medicine would, of necessity, result 
from judgments based on incomplete information. 

Probably the most important judgment con¬ 
cerns the personal physician: will he be needed 
and should we plan for his recruitment and train¬ 
ing? In my opinion there is now, and will continue 
to be in the future, a significant portion of the 
population which wants to have, and should be 
provided with, the services of a personal physi¬ 
cian, a physician who will provide continuity and 
coordination of medical care services for the pa¬ 
tient and other members of his family. This por¬ 
tion of the population can be defined on the basis 
of age, the presence of certain illnesses or their 
probability of development, and other characteris¬ 
tics. We therefore need to plan for the recruit¬ 
ment and training of the future family-physician 
specialist. 

We need to consider what programs or oppor¬ 
tunities should be developed for medical students 
in order to acquaint them with, and interest them 
in, such a career. Clearly, the students should have 
an opportunity to observe, participate in, and 
learn from, a program of modern family-practice, 
and they should have an experience which is 
intellectually stimulating, exciting, and rewarding. 
I believe such a program can be developed with 
the efForts of medical school faculty and others. 
This program could have two components: (1) a 
family-practice clinic or service as an integral part 
of the medical school center and (2) an ex¬ 
tramural program related to the practices of se¬ 


lected private practitioners. 

The family-practice clinic at the medical school 
would be developed to provide ambulatory medi¬ 
cal care to a few thousand families and it could be 
located either at or near the medical center. The 
families included in this program would be select¬ 
ed from patients who now seek their primary care 
from the outpatient department clinics and emer¬ 
gency room at the medical center—the financially 
indigent and the medically indigent. The changes 
in the Maryland Medical Care Program for these 
patients and the availability of special funds from 
the Childrens Bureau of the Public Health Serv¬ 
ice would facilitate the development of this spe¬ 
cial clinic. The program of health care made 
available would be the best family medicine that 
can be developed and would include continuity 
and coordination of care, health education, clini¬ 
cal preventive medicine and other services. It 
would be a place where the student could see 
practiced what many teachers recommend in terms 
of good medical care. It would be a more ideal 
setting for learning ambulatory medical care than 
the busy outpatient department specialty clinics 
where most medical students are now assigned. 
These clinics usually treat patients for episodes of 
illness with little evidence, to the student, of 
continuity and coordination of care. 

I am confident that faculty members, with the 
assistance of other practitioners, can develop such 
a clinic, and that this experience for medical stu¬ 
dents would be stimulating, interesting, and re¬ 
warding. This clinic would also provide an oppor¬ 
tunity to gather data from a specific number of 
families on prevalence of diseases, association of 
diseases in certain groups, the effects of different 
approaches and techniques in health care, and 
administration of health services to groups of 
patients; it would be, in other words, a clinic 
for research studies in medical care. Hopefully, 
the practicing physicians assisting the medical 
school in the development of this clinic would 
be those whose own private practices would later 
serve as bases for the extramural program. There 
are many advantages to this approach. The prac¬ 
ticing physician’s knowledge and experience from 
practice would be useful in determining the scope 
of services to be provided these patients, the 
staffing of the clinic, and the use of auxiliary 
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personnel. We would learn jointly about the use 
of multiphasic screening tests and other tech¬ 
niques of health care, as well as experimental 
procedures in the provision of medical care serv¬ 
ices. The practicing physicians would become 
more familiar with current teaching programs at 
the school, particularly as they affect this family- 
medicine clinic. They would also learn about 
teaching techniques and realistic learning objec¬ 
tives for the students’ experience in this clinic 
and thereby become more effective teachers. 

The practicing physicians would also partici¬ 
pate with us in the development of a record¬ 
keeping system for the family-practice clinic, a 
system that could be adapted to the physician’s 
own practice for medical care research studies in 
community practice. The development of commu¬ 
nity family-practice opportunities for the medical 
students would take place after the family-prac¬ 
tice clinic at the medical center had provided 
ample opportunity for the identification of ap¬ 
propriate objectives of service, teaching and re¬ 
search which could be transposed to the physicians’ 
private practice. 

These plans would certainly result in changes in 
the physician’s practice, not only because of the 
development of learning opportunities for stu¬ 
dents in community medicine, but also because of 
changes resulting from experience in the family- 
practice service at the medical center. Changes, in 
the physician’s practice, particularly record¬ 
keeping, would let the practice serve as a commu¬ 
nity laboratory for comparative studies in medical 
care. To a certain extent the anticipated changes 
in the physician’s private practice which would 
make it a more ideal setting for an educational 
experience in community medical care, will result 
in additional expenses. Since these changes also 
would be of benefit in the broad research area of 
medical care, it seems likely that most, if not all, 
additional expenses could be funded with monies 
obtained for research and demonstration pur¬ 
poses. 

This extramural counterpart of the family- 
practice clinic would give the student an opportu¬ 
nity to be exposed to a community practice within 
an environment of active inquiry into medical 
problems and, in so doing, would certainly en¬ 
hance the educational value of the program. The 


extramural phase of the program would also in¬ 
clude private patients of a different social class 
from those identified with the University Hospital 
practice clinic and thus would be more representa¬ 
tive of the “average” or future practice of the 
medical students. 

The family-practice clinic could also be used as 
a residency training area for the future personal 
physician and for other future specialists. This 
post-graduate training activity would complement 
and enhance the undergraduate program. It could 
also assist in recruiting physicians for this special¬ 
ty, provided adequate training stipends were avail¬ 
able. Grant funds presently support graduate 
training in a number of clinical specialties and 
sub-specialties. These funds are made available to 
increase the number of clinicians, clinical investi¬ 
gators, and teachers in specific specialties, partic¬ 
ularly those where there is recognized and nation¬ 
al need for more trained individuals. The stipends 
available for some of these fellowships are quite 
handsome in comparison with residency stipends 
of other clinical programs and serve as an incen¬ 
tive for training in a particular specialty. For a 
number of years the University Hospital has had 
an approved training program in Physical Medi¬ 
cine and Rehabilitation which is supported by 
funds from the Vocational Rehabilitation Ad¬ 
ministration. The fellowship stipend of the “resi¬ 
dents” supported by this grant has varied from 
$6,500 to $8,900 a year. Residents in General 
Preventive Medicine or Fellows in areas of public 
health and epidemiology have a fellowship stipend 
beginning at $6,000, plus a dependency allow¬ 
ance. The most recent data on appointments to 
approved residency programs indicate that only 
58% of available positions in general preventive 
medicine are now filled, and that only 46% of 
residencies in physical medicine are now filled. 10 
This proportion of filled appointments is similar 
to that of approved general practice residencies, 
only 49% of which are filled. Many individuals 
involved in residency training in both preventive 
medicine and physical medicine feel that a post¬ 
graduate program with the stipend levels avail¬ 
able, particularly when associated with an effec¬ 
tive and meaningful undergraduate program in 
these same areas, will do much to improve the 
shortage of trained individuals in these areas, 
and, within a short period of time, to increase 
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ly is one man’s gastrie ulcer 
[other man’s duodenal? 



,: Geographic variation in the incidence of peptic 
^ ulcer is a familiar fact. But the proclivity of certain 


kinds of ulcer for certain geographic areas is a 
recently recognized phenomenon. 1,2 

For example, in one particular Norwegian fishing 
village there is a tendency for patients to develop 
a gastric ulcer; anywhere else in Norway, ulcers are 
usually duodenal. Peruvians high in the Andes 
have more gastric ulcers than their compatriots in 
the lowlands. Why? Nobody knows. 

Social variations, too. Even in the same 
>giphic areas there are interesting variations. An Englishman’s ulcer depends 
h social standing—professional men suffer with duodenal ulcers, while 
r ngmen have more of the gastric variety. In southern India the pattern is 
feied. Here, duodenal ulcers are common among laborers and agricultural 
«!r ;rs and rare among the upper classes. 

j[|'estigators are exploring every possible theoretical avenue in their search 
^ e cause of peptic ulcer. Of all the factors implicated in ulcerogenesis, 

*; ne that is generally acknowledged to be of primary importance is hyper- 
i;ion of gastric acid. 3 ' 8 Or, as one author states it: “The medical management 
potic ulcer pharmacologically is, in the final analysis, concerned largely 
the effective inhibition of peptic activity.” 3 

] binul (glycopyrrolate) provides potent, rapid, specific antisecretory action 
med by gastric analyses and x-ray evidence of clinical effectiveness. 3,7,9-12 
es pain with “impressive” promptness. 8 Quickly alleviates acute discomfort, 
ectively counteracts gnawing pain, preprandial midepigastric pain, 
ing and other ulcer symptoms. 7 Suppression of nocturnal pain is “out- 
Maximally effective doses may be given with minimal side 
tions, and the incidence of unwanted anticholinergic effects is negligible. 3,7 ' 14 


matter what the ulcer theory... the fact is that 

tohinul 

|lyeopyrrolate) 

remotes the essential ulcer-healing environment 
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(brief summary follows) 
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I Solti mil 

(glycopyrrolate) 

promoter tlie 
essential ulcer-healing; 
environment 

Indications: In addition to its primary indica¬ 
tions for duodenal and gastric ulcer, Robinul (gly- 
copyrrolate) is indicated for other GI conditions 
that may benefit from anticholinergic therapy, 
Robinul-PH Forte (glycopyrrolate 2 mg. with 
phenobarbital) is indicated when these situations 
are complicated by mild anxiety and tension. 
Contraindications: Glaucoma, urinary bladder 
neck obstruction, pyloric obstruction, stenosis with 
significant gastric retention, prostatic hypertrophy, 
duodenal obstruction, cardiospasm (megaesopha¬ 
gus), and achalasia of the esophagus, and in the 
case of Robinul-PH Forte, sensitivity to pheno¬ 
barbital. 

Precautions: Administer with caution in the pres¬ 
ence of incipient glaucoma. 

Adverse Reactions: Dryness of the mouth, 
blurred vision, urinary difficulties, and constipa¬ 
tion are rarely troublesome and may generally be 
controlled by reduction of dosage. Other side ef¬ 
fects associated with the use of anticholinergic 
drugs include tachycardia, palpitation, dilatation 
of the pupil, increased ocular tension, weakness, 
nausea, vomiting, headache, dizziness, drowsiness, 
and rash. 

Dosage: Dosage should be adjusted according to 
individual patient response. Average and maxi¬ 
mum recommended dose is 1 tablet 3 times a day: 
in the a.m., early p.m., and at bedtime. See prod¬ 
uct literature for full prescribing information. 
Supply: Robinul (glycopyrrolate 1 mg.); Robinul 
Forte (glycopyrrolate 2 mg.); Robinul-PH (glyco¬ 
pyrrolate 1 mg.) with phenobarbital 16.2 mg. 
(Warning: May be habit-forming); Robinul-PH 
Forte (glycopyrrolate 2 mg.) with phenobarbital 
16.2 mg. (Warning: May be habit-forming.) In 
bottles of 100 and 500 scored tablets. 

References: 1. Jones, F. A., and Gummer, J. W. P.: 
Clinical gastroenterology, Springfield, Ill., Charles C 
Thomas, 1960, pp. .'522-3. 2. Bockus, H. L.: Gastroenter¬ 
ology, 2nd ed., vol. I, Philadelphia, Saunders, 1963, p, 
468. 3. Sun, D. C. H.: Ann NY Acad Sci 99:153 (Feb. 
28) 1962. 4. Moore, V. A.: Postgrad Med 38:216 (Sept.) 
1965. 5. Dragstedt, L. R., Woodward, E. R., Storer, 
E. H., Oberhelman, II. A., Jr., and Smith, C. A.: Ann 
Surg 132:626 (Oct.) 1950. 6. Posey, E. L., Jr., Smith, P., 
Turner, C., and Aldridge, J.: Amer J Dig Dis 10:399 
(May) 1965. 7. Lamphier, T. A., Siegel, L., and Goldberg, 
R. I.: Amer J Gastroent 37:551 (May) 1962. 8. Kasich, 
A. M., and Fein, H. D.: Ibid 39:61 (Jan.) 1963. 9. Ep- 
stein, J. H.: Ibid 37:295 (Mar.) 1962. 10. Moeller, 
H. C.: Ann NY Acad Sci 99:158 (Feb. 28) 1962. 

11. Slanger, A.: J New Drugs 2:215 (Jul.-Aug.) 1962. 

12. Barman, M. L., and Larson, R. K.: Amer J Med 
Sci 246:325 (Sept.) 1963. 13. Shutkin, M. W.: Amer J 
Gastroent 38:682 (Dec.) 1962. 14. Fleshier, B.: J New 
Drugs2:211 (Jul.-Aug.) 1962. A. H. ROBINS CO., INC. 

Richmond, Virginia 


the proportion of residencies filled with well 
qualified trainees and Fellows. I feel that similar 
statements could be made about the future per¬ 
sonal physician and his training. 

Conclusions 

This paper has reviewed briefly the changes in 
career choice of medical students, and the influ¬ 
ence of faculty members and preceptorships on 
that choice. Clearly the number of students select¬ 
ing a career in general practice has decreased 
over the years and preceptorships, as presently 
constituted, appear to be decreasing in popularity. 
Evidence has not yet been provided that they 
influence a career choice for general practice. 

This paper outlines a proposal, for consider¬ 
ation and discussion, for the development of a 
family-practice clinic and related extramural pri¬ 
vate practice resources. The purpose of such a 
program is to provide students with opportunities 
for learning in the area of family and community 
medicine. This proposal is not complete and many 
more details need to be worked out. I am confi¬ 
dent, however, that there are practicing physicians 
who would be willing to work with the faculty in 
the development and implementation of such a 
program and who w T ould be willing to use their 
own private practices in this endeavor. 
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UP TO 10-12 HOURS’ CLEAR BREATHING ON ONE TABLET 

Dimetapp* Extentabs 

(Dimetane® [brompheniramine maleatel, 12 mg.; phenylephrine HCI, 15 mg.; phenylpropanolamine HCI, 15 mg.) 


ji sinusitis, colds, or U.R.I., 
pimetapp lets congested patients 
reathe easy again. Each Extentab 
rings welcome relief all day orall night, 
sually without drowsiness or over- 
timulation. Its key to success? The 
'imetapp formula —Dimetane (brom- 
heniramine maleate), a potent anti- 
! istamine reported in one study to have 
fllicited side effects as few as the placebo, * 
earned with decongestants phenyl- 
phrine and phenylpropanolamine — 
n a dependable 10- to 12-hour form. 

ohiller, I. W., and Lowell, F. C.: New England 
! Med. 261:478, 1959. 


Contraindications: Patients hypersen¬ 
sitive to antihistamines. Not recom¬ 
mended for use during pregnancy. 

Precautions: Until the patient’s 
response has been determined, he 
should be cautioned against engaging 
in operations requiring alertness. 
Administer with care to patients with 
cardiac or peripheral vascular 
diseases or hypertension. 

Side Effects: Hypersensitivity 
reactions including skin rashes, 
urticaria, hypotension and thrombo¬ 
cytopenia have been reported on 


rare occasions. Drowsiness, lassitude, 
nausea, giddiness, dryness of the 
mouth, mydriasis, increased irritability, 
or excitement may be encountered. 

Dosage: 1 Extentab morning 
and evening, or as needed. 

Supplied: Bottles of 100 and 500. 

Also available: Dimetapp® Elixir for 
conventional t.i.d. or q.i.d. dosage. 

See package insert for further details. 

A. H. ROBINS CO., INC. 
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The full ] A grain of phenobarb in the formula 

takes the nervous edge off the pain 
...helps bring out the best in codeine 


Phenaphen 

with Codeine 

Each capsule contains: 

Phenobarbital {'A gr.). 16.2 mg. 

(Warning: may be habit forming) 

Aspirin ( 2 V 2 gr.).162.0 mg. 

Phenacetin (3 gr.).194.0 mg. 

Hyoscyamine sulfate.0.031 mg. 

Codeine phosphate.% gr. (No. 2), 

V2 gr. (No. 3), 1 gr. (No. 4) 
(Warning: may be habit forming) 


® the only leading compound 
analgesic that calms 
instead of caffeinates 


Contraindications: Hypersensitivity to any ingredient. 
Precautions: As with all phenacetin-containing products, avoid 
excessive or prolonged use. 

Side Effects: Side effects are uncommon —nausea, constipation, 
and drowsiness have been reported. _ .. 
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brings 
peace to the 
hyperactive 
colon 



CANTIL 

(mepenzolate bromide) 


helps restore normal motility and tone 


"In 40 of 44 cases of irritable or spastic 
colon, Cantil [mepenzolate bromide] or 
Cantil with Phenobarbital reduced or 
abolished abdominal pain, diarrhea and 
distention and promoted restoration 
of normal bowel function ... Cantil 
[mepenzolate bromide] proved to be 
singularly free of anticholinergic side- 
effects . . . Urinary retention, noted in 
two cases was eliminated in one by re¬ 
ducing dosage.”' 



LAKESIDE 


IN BRIEF : One or two tablets three times a day and one or 
two at bedtime usually provide prompt relief. Cantil with Phe¬ 
nobarbital may be prescribed if sedation is required. 

Dryness of the mouth or blurring of vision may occur but it is 
usually mild and transitory. Urinary retention is rare. Caution 
should be observed in prostatic hypertrophy—withhold in glau¬ 
coma. Cantil with Phenobarbital is contraindicated in patients 
sensitive to phenobarbital. 

Supplied: CANTIL (mepenzolate bromide)—25 mg. per scored 
tablet. Bottles of 100 and 250. CANTIL with PHENOBARBITAL 
—containing in each scored tablet 16 mg. phenobarbital (warn¬ 
ing: may be habit forming) and 25 mg. mepenzolate bromide. 
Bottles of 100 and 250. 

1. Riese, J. A.: Amer. J. Gastroent. 28:541 (Nov.) 1957 


LAKESIDE LABORATORIES, INC. Milwaukee, Wisconsin 53201 

PRODUCTS 
FOR PATIENTS 
YOU SEE 
EVERY DAY 


December, 1966 


55 







Frankly, most antihyper¬ 
tensives are pretty good if 
you give an adequate dose. 
I’m looking for one with a 
simple regimen so that mix- 
ups in doses and therefore 
the chance of side effects 
are minimized. 


RegrotorT 

chlorthalidone 50 mg. reserpine 0.25 mg. 

1 tablet daily 
brings pressure down 

Advantage: Both components of Regroton 
are long-acting. 

Average dosage: One tablet daily with 
breakfast. 

Contraindications: History of mental 
depression, hypersensitivity, and most • 

cases of severe renal or hepatic diseases. 
Warning: Discontinue 2 weeks before 
general anesthesia, 1 week before electro¬ 
shock therapy, and if depression or 
peptic ulcer occurs. With administration 
of enteric-coated potassium supplements, 
the possibility of small bowel lesions 
should be kept in mind. 

Precautions: Reduce dosage of con¬ 
comitant antihypertensive agents by one- 
half. Discontinue if the BUN rises or 
liver dysfunction is aggravated. Electro¬ 
lyte imbalance and potassium depletion 
may occur; take particular care in 
cirrhosis or severe ischemic heart disease, 
and in patients receiving corticosteroids, 

ACTH, or digitalis. Salt restriction is not 
recommended. Use with caution in 
patients with ulcerative colitis, gall¬ 
stones, or bronchial asthma. 

Side effects: Nausea, vomiting, diarrhea, 
muscle cramps, headaches and dizziness. 
Potential side effects include angina pecto¬ 
ris, anxiety, depression, drowsiness, 
hyperglycemia, hyperuricemia, lassitude, 
leukopenia, nasal stuffiness, nightmare, 
purpura, urticaria, and weakness. 

For full details, see the complete prescrib¬ 
ing information. 

Availability: Bottles of 100 and 1000 tablets. 



Geigy 


DACTILASE® 

Each tablet contains: 

Dactil® (piperidolate hydrochloride), 50 mg.; 
Standardized cellulolytic* enzyme, 2 mg.; 
Standardized amylolytic enzyme, 15 mg.; 
Standardized proteolytic enzyme, 10 mg.; 
Pancreatin 3X** (source of lipolytic activity), 

100 mg.; Taurocholic acid, 15 mg. 

•Need in human nutrition not established. 

**As acid resistant granules equivalent in activity to 300 mg. Pancreatin N.F.. 



In chronic or acute indigestion, fluttery, 
gassy stomachs obtain prompt, gratifying 
relief through the antispasmodic, surface 
anesthetic and enzymatic activity of 
Dactilase. Dactilase decreases hypermotility 
and pain and reduces the production of 
gas. Dactilase does not induce stasis, but 
helps restore normal tone. It has little or no 
effect on enzyme secretions, but adds 
enzymes, thus contributing to the digestive 
efficiency of the patient. 

Side Effects and Contraindications: 

Dactilase is almost entirely free of side 
effects. However, it should be withheld 
in glaucoma and in jaundice due to 
complete biliary obstruction. 

Administration and Dosage: One tablet 
with, or immediately following, each meal. 
Tablets should be swallowed whole. 

Supplied: Bottles of 60 and 250. 

LAKESIDE LABORATORIES, INC., Milwaukee, Wisconsin 5320L 
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CHANGING PATTERNS OF 
PSYCHIATRIC CARE 
IN MARYLAND 


In most states the care of the mentally ill was 
the legal responsibility of the county or local 
municipality until the last decade of the 19th 
century. They generally met this requirement by 
confining their mentally ill in local jails and 
almshouses. The concept of state responsibility 
met with widespread scorn and derision from 
those who considered this a problem primarily of 
local concern. The concept of federal financial 
support for state mental health programs was 
incorporated in a bill adopted by Congress in 
1854. In a message accompanying his veto, Pres¬ 
ident Pierce stated that the alleviation of social 
problems was not a proper concern of the federal 
government. Federal support for mental health 
programs remained minimal until the passage of 
the National Mental Health Act in 1946. 

In Maryland, the Allegany County-operated 
Sylvan Retreat in Cumberland, which dates back 
to this period, is still in use as a facility for the 
mentally ill. In its basement one can see the dreary 
dungeons in which “unruly patients” were kept. It 
requires little imagination to picture how these 
patients were maintained and the effects of this 
confinement. 

One of the leading exponents of improved care 
for the mentally ill through the establishment and 
improvement of state-operated hospitals was Dor- 
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Most of the improvements in the care of Mary¬ 
land’s mentally ill have occurred since the ex¬ 
posure of “Maryland’s Shame” in a series of articles, 
under that title, published in 1949. Although 
statistics per se appear to justify feelings of satis¬ 
faction and complacency with regard to accom¬ 
plishments in this field during the past 17 years, a 
closer look reveals many serious deficiencies. Mean¬ 
while, responsibility for care of the mentally ill, 
once conceived as that of local municipalities, is 
evolving, in part, from the state to the federal 
government. Past improvements, present problems 
and anticipated developments in the future are 
enumerated here. 


othea Dix. She came to Maryland in 1852 and 
addressed a joint session of the Legislature. Her 
carefully documented presentation led to the es¬ 
tablishment of the Spring Grove State Hospital at 
its present Catonsville site. It had previously been 
called The Maryland Hospital and was located on 
the present grounds of the Johns Hopkins Hospi¬ 
tal. Care of Maryland’s mentally ill continued to 
be primarily a county responsibility, however, 
until the establishment of the State Commission 
of Lunacy in 1886. The present system of State 
hospitals dates from this point in time. The Com- 
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mission, from its inception, had supervisory pow¬ 
ers over all public, corporate and private institu¬ 
tions in which insane persons were kept. 1 As part 
of its responsibility, the Commission developed a 
centralized patient-reporting system for all of 
these facilities which, 75 years later, was one of 
the factors related to the establishment of the 
Maryland Psychiatric Case Register. 

This Commission (and the Board of Mental 
Hygiene which succeeded it) published annual 
reports from its inception until the establishment 
of the Department of Mental Hygiene in 1950. 
The reports indicate a program gradually improv¬ 
ing because of the application of new psychiatric 
treatment concepts and modalities. This picture 
was fortified by a number of local grand jury 
reports which, although usually brief and superfi¬ 
cial, were almost unanimously favorable. For ex¬ 
ample, it was reported after Worl War II that as 
many as 70% of admitted patients could ultimate¬ 
ly be released as improved or cured. Based on 
2,000 admissions annually, this figure would indi¬ 
cate that 600 or more patients per year became 
chronic while hospitalized. 

In 1948 charges of serious deficiencies in the 
State mental hospital program came to the atten¬ 
tion of the Baltimore Evening Sun. It assigned a 
reporter named Howard M. Norton to ascertain 
the facts. His report was published in a series of 
articles from January 9-19, 1949, under the head¬ 
line “The Worst Story Ever Told By The Sunpa- 
pers.” It became subsequently known as “Mary¬ 
land’s Shame.” 

The articles showed that only a small propor¬ 
tion of the patient population received available 
psychiatric services. Many patients were hospital¬ 
ized for several years before being seen by a 
psychiatrist. Most received only custodial serv¬ 
ices, usually in overcrowded buildings of unsafe 
construction. Each of the hospitals was seriously 
understaffed and therefore sought to control dis¬ 
turbed patients by placing them in a variety of 
mechanical restraints. This practice had been dis¬ 
continued as unnecessary and harmful to the pa¬ 
tient in some English hospitals as far back as 
1839. 2 Physical mistreatment of patients by the 
staff and by other patients was common. Mr. 
Norton charged that the hospitals were breeding 
chronic insanity faster than they cured it and were 
declining steadily toward the level of the 19th 


Century insane asylum where “the inmates raved 
and screamed their lives away out of sight and 
hearing of society.” He pointed out that the many 
favorable reports published earlier were based on 
cursory examination by disinterested and unin¬ 
formed citizens. 

Maryland’s Shame had its counterpart in many 
other states. It rq)resented the end product of 20 
or more years of accumulated neglect. Beginning 
with the depression in 1929, operating funds of 
mental hospitals were reduced to a minimum sub¬ 
sistence level. In the early days of the New Deal, 
$12 million in federal funds were available through 
the Public Works Administration, on a 50-50 
matching basis, for mental hospital construction. 
Four-fifths of this money went to three states. 
Maryland, in company with most other states, did 
not participate because of its unwillingness or 
inability to provide the required matching funds. 
During World War II widespread personnel 
shortages caused further deterioration. The em¬ 
ployment of conscientious objectors was not suf¬ 
ficient to halt this decline. Finally, slowly rising 
State support in the postwar period failed to keep 
pace with the increasing patient population. 

Seventeen years have passed since Maryland’s 
Shame roused officials and a concerned public to 
action. A great many changes have occurred dur¬ 
ing this time, some of them measurable. Among 
the most important of these are the following: 

1. In 1949 statistics were limited to basic in¬ 
formation on the flow of patients into, and out of, 
State-operated hospitals. Since 1961 the Maryland 
Psychiatric Case Register has been providing 
unique research data based on the longitudinally 
linked record of services received by 60,000 
Maryland residents in more than 130 public and 
private inpatient and outpatient facilities. 

2. Between 1949 and 1959 the State’s expendi¬ 
tures for the operation of its mental hospitals 
tripled. They have doubled in the last seven years. 
The average expenditure per patient per day is 
now nearly five times as large as in 1949. 

3. Until 1949 Maryland spent an average of 
$350,000 per year for capital construction in its 
mental hospitals. In the last 16 years, it has 
annually spent in excess of $2,500,000. The avail¬ 
ability of additional facilities, together with a 
decline in the size of the patient population sin:e 
1955, reduced overcrowding in State hospitals 
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from an estimated 50% in 1949 to 15% in 1965. 

4. The number of professional and non¬ 
professional employees and their ratio to patients 
have greatly increased in the State hospitals. In 
1949, there were 12 registered nurses, or one per 
750 patients; now there are 140, or one for every 
60 patients. The ratio of psychiatrists to patients 
has tripled in the last 10 years alone. For many 
patients, the attendant is the most frequent and 
important contact with the hospital staff. The 
ratio of attendants to patients has doubled since 
1955. Similar changes have occurred in other 
categories. 

5. The average patient population, which had 
increased steadily until it reached its peak in 
1955, has now decreased almost to the level of 
1949—even though admissions quadrupled from 
2,000 to more than 8,000 between 1949 and 1965. 

6. In 1949 it was reported that up to 70% of 
newly admitted patients could ultimately be re¬ 
leased as improved or cured. Latest register data 
indicate that in excess of 90% of all admissions 
are released within two years. Among an increas¬ 
ing number of specific age and diagnostic cohorts, 
almost all are released within one year. For exam¬ 
ple, among psychotic patients aged 35-44, 54% 
were released within 3 months, 85% within 12 
months, and 91% within 18 months. Among pa¬ 
tients in this age group with psychoneurotic and 
personality disorders, 93% were released within 
one year. 

7. Voluntary admissions, virtually non-existent 
in 1949, now account for 40% of all patients 
entering State hospitals. The court-committed, who 
a few years ago represented one-fifth of all ad¬ 
missions, now account for less than one out of 
every nine. 

8. In 1949 the State mental hospital was the 
major treatment facility. Although statistics are 
not available for 1949 on the number under care 
in private or general hospitals, in outpatient facili¬ 
ties and in private practice, it is believed to have 
been a small proportion of the total patient load. 
By comparison, latest available Register data (for 
1964) indicate that State mental hospitals now 
account for less than one-third of all admissions. 
The remainder include 51% to private hospitals, 
7% to general hospitals, and 2% each to universi¬ 
ty-connected hospitals and to the VA hospital at 
Perry Point. The other 5% went to outpatient 


facilities. The year 1964 was actually the first in 
which a majority of reported psychiatric admis¬ 
sions were to community facilities. Patients seen 
in private psychiatric practice are not now report¬ 
ed to the Register and their number is therefore 
not known. 

9. The State hospital’s isolation from the com¬ 
munity, a prominent feature in the days of Mary¬ 
land’s Shame, is increasingly becoming a fact of 
the past. The State has established or expanded its 
specialized programs in such areas as child psy¬ 
chiatry, forensic psychiatry, alcoholism, drug ad¬ 
diction and geriatrics. Programs in private hospi¬ 
tals, general hospitals and outpatient facilities, 
although in existence for many years, have in¬ 
creased in number, scope and variety. At the same 
time, new program concepts, such as day care 
centers, sheltered workshops and half-way 
houses, are becoming a reality. Comprehensive 
Community Mental Health Centers will soon be in 
existence in the Baltimore area and in other sec¬ 
tions of Maryland. This plethora of facilities and 
services is changing the State hospital into one of 
the links in a chain designed to provide the men¬ 
tally ill with a continuum of care. In addition to 
this, and related to it, there is growing recognition 
that we cannot be content with the treatment of 
the individual acutely ill patient: Our responsibili¬ 
ty extends to intervention in the social situation in 
order to improve and promote mental health. If 
we ignore this, we will be eternally trying to go 
down an escalator which inexorably is going up. 

10. Maryland, for the first time, has a compre¬ 
hensive plan for meeting the future mental health 
needs of its population. 

These basic facts are, I am sure, well-known. 
They readily lend themselves to a feeling of 
accomplishment and self-satisfaction. Lest we 
lapse into this state of euphoria, however, let us 
consider them in somewhat more detail: 

1. Maryland’s rising expenditures have barely 
kept pace with the general increase reported from 
all sections of the nation. Many of the more 
progressive states, such as Kansas, spend substan¬ 
tially more per patient per day than Maryland. 
Proportionally, expenditures at the Perry Point 
VA Hospital have continued to be twice as large 
as comparable figures for State-operated hospi¬ 
tals. Due to inflation, the 600 the state now spends 
to feed a patient per day is actually less than the 
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460 spent in 1949. The expenditure for research 
and statistics by the state in 1966 accounts for less 
than one % of the Department’s operating budget. 
Both continue to be financed primarily with feder¬ 
al funds. 

2. It should be recognized that average figures 
can be very deceptive since they ofifer no indica¬ 
tion as to the variation within the group. Where 
major variations exist, changes in the average may 
reflect internal changes in the group’s composi¬ 
tion. The Mental Hygiene Department’s budget 
ofifers an example of this. One factor responsible 
for its increasing expenditures has been the four¬ 
fold increase in admissions and the six-fold in¬ 
crease in releases. This has produced a gradual 
rise in the number of beds occupied by short-term 
patients and a concomitant decline in the beds 
occupied by the chronically ill. In 1949 two-thirds 
of all beds were occupied by patients hospitalized 
continuously for five years or more; this propor¬ 
tion is now approximately one-half. In 1949 those 
hospitalized continuously for less than one year 
occupied less than 15% of hospital beds; they 
now occupy one-fourth. While accurate cost 
figures are not available, it is estimated that the 
cost per patient per day for the chronic versus the 
acutely ill is in the ratio of one to three or four. 
Another factor which also tends to distort longi¬ 
tudinal trends is the fact that the cost of the 
Department’s pre- and post-hospital services and 
the operation of its reimbursements program, al¬ 
though not related to inpatient care, are now 
nevertheless included in hospital budget statistics. 

3. The reduction in overcrowding from 50% to 
15% between 1949 and 1965 has been accom¬ 
plished mainly through an expenditure in excess 
of $40 million for hospital construction. Many of 
these newer buildings, however, exhibit the same 
features as older buildings—open wards with 
sleeping areas for 20 or more patients, together 
with bathroom facilities offering a minimum of 
personal privacy. It should be clear that this is not 
considered conducive to patient recovery and is at 
variance with the concept of a patient as an 
individual having certain basic, personal rights. 

4. Statistics on employee-patient ratios do not 
necessarily present an accurate picture since they 
do not indicate the employee’s function in the 
hospital structure. For example, 10 of the Depart¬ 
ment’s 119 psychiatrists serve in its headquarters. 


An additional 23 in the hospitals have a primarily 
administrative responsibility such as superintend¬ 
ent, clinical director and director of education. 
Further, eight are primarily engaged in outpatient 
services. One-third are therefore not engaged in 
hospital patient treatment and only the remaining 
78 should he counted in a psychiatrist-to-patient 
ratio. Thus, while the original figure of 119 is 
equivalent to one psychiatrist for every 70 pa¬ 
tients, this ratio should be adjusted to one per 
105. Further, this varies considerably between 
hospitals. At Springfield, Maryland’s largest facil¬ 
ity, it is one to nearly 200. A psychiatrist cannot, 
of course, adequately treat this large number of 
patients. The extensive use of tranquilizers since 
1954 has now made the raving and screaming 
inmate described by Howard Norton in 1949 an 
uncommon sight. Nevertheless, employee short¬ 
ages, although often obscured by available data, 
continue to make the custodial long-term patient 
receiving minimal treatment services a very com¬ 
mon sight. 

5. The large scale use of general hospitals for 
the treatment of mental illnesses has been men¬ 
tioned by an earlier speaker. This is not the case 
in Maryland. Outside of the Psychiatric Institute 
here at University Hospital and the Phipps Psy¬ 
chiatric Institute at Johns Hopkins, psychiatric 
beds are still virtually nonexistent in Baltimore 
area general hospitals. In the rest of Maryland, 
only the Peninsula Hospital at Salisbury and the 
Prince George’s Hospital at Cheverly now have 
such functioning units. The former does not, as 
yet, report to the Register. The latter reported 774 
admissions in 1964. By comparison, most of the 
major Washington general hospitals have psychi¬ 
atric departments. Although reporting from these 
facilities to the Register is not complete, available 
data indicate that they treated a minimum of 750 
Maryland residents in 1964. 

6. The number of patients treated in the private 
psychiatric hospitals has increased, due to short¬ 
ened periods of hospitalization and greater turno¬ 
ver. These facilities now provide fewer beds, 
however, since a number, such as the Cedarcroft 
Sanitarium at Silver Spring, have ceased to exist. 
Register data indicate that their patient load is 
heavily concentrated among the white middle and 
upper middle class in the middle years of life 
admitted for the short term treatment of psy- 
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choneurotic and personality disorders. The alco¬ 
holic, the young, the old, the chronically ill are the 
exception. Even though segregation is not deliber¬ 
ately practised, the cost of treatment here effec¬ 
tively bars the Negro and other members of the 
lower economic classes from admission. Nine of 
Maryland’s 11 privately operated psychiatric hos¬ 
pitals reported no non-white admissions to the 
Register during 1964. The remaining two had a 
total of 13. These accounted for less than 1% of 
the 1,422 admissions to these 11 facilities. By 
comparison, 27.4% of the 7,681 admissions to the 
six state operated psychiatric hospitals were non¬ 
white. 

7. Register data indicate that outpatient facili¬ 
ties now care for the majority of all psychiatric 
admissions. These 80 community facilities in 1964 
reported 12,868 admissions of 11,726 Maryland 
residents (the difference between these two 
figures reflects multiple admissions to the same or 
to different facilities). The majority of all outpa¬ 
tient admissions were under 25 years of age and 
85% were less than 45 years of age. Only one 
percent were 65 years of age or older. Maryland 
now has outpatient facilities in Baltimore and in 
all except one of its 23 counties. Many of these 
are open for only a short period of time, usually 
on weekdays between 9:00 am and 5 :00 pm. They 
are in fixed locations and thus may be inaccessible 
to those who do not have means of transportation. 
The absence of evening or weekend clinic hours 
excludes many individuals who are employed and 
unable to take time off during regular working 
hours. Register data previously reported have 
shown that a majority of patients released from 
State hospitals on convalescent leave do not re¬ 
ceive outpatient services. 3 Further, a paper re¬ 
cently presented by the Register staff showed 
that four out of five alcoholics admitted to three 
major state hospitals were not under any psy¬ 
chiatric care 18 months after admission and only 
three percent were receiving some type of out¬ 
patient service in a reporting facility. 4 Among 
psychotic patients, 76% had been released 18 
months after admission. Of these, only 15% 
were under clinic care at that point. In the case 
of former hospital patients with psychoneurotic 
and personality disorders, 9% of the 89% who 
had been released were under outpatient care. 

8. The rise in the number of alcoholic patients 
treated has been the most important factor in the 


rapid increase reported in admissions to the six 
State hospitals. In 1949 there were less than 300, 
or one out of every seven admissions. In 1965 
there were more than 2,500 or more than one of 
every three. In 1949 alcoholics occupied 3% of 
the hospital beds; they now account for 6%. This 
increase may be attributed in part to changes in 
commitment laws and to the greater acceptance by 
the community, and by the alcoholic himself, of 
the State hospital as a treatment facility. Another 
factor related to this increase, however, is that 
alternatives to the State hospital continue to be 
virtually non-existent for the alcoholic. Register 
data indicate that alcoholics are rarely accepted 
for treatment in the private hospitals or in the 
psychiatric units of general hospitals. In compari¬ 
son to the 2,500 who entered state hospitals, 126 
alcoholics were admitted to private hospitals and 
370 to general hospitals. 

In Baltimore City there are only two clinics 
specifically for alcoholics (Psychiatric Institute 
and the Eastern Health District). Latest Register 
data show that they treated 427 patients at some 
time during a one year period. Only 5 of the 23 
counties have clinics specifically for alcoholics. 
They reported a total of 285 patients under care 
during the latest one-year period. The State hospi¬ 
tals thus admitted twice as many patients for 
alcoholism as did all of these other facilities 
combined. For many alcoholics, a short hospital¬ 
ization followed by extended community care is 
believed to be the best treatment method. That this 
is only infrequently employed has been shown 
earlier here. The number of alcoholics in Mary¬ 
land’s total population is not accurately known 
since an acceptable method for determining this 
figure has not yet been established, but it is esti¬ 
mated by the Department to be at least 70,000. 
This would indicate that only a small minority, 
probably in the neighborhood of 5%, are receiving 
any type of psychiatric services during any one 
year. 

9. Register data indicate that 3,264 patients 
under the ages of 15 were admitted to psychiatric 
services in 1964. More than 90% of these went to 
outpatient facilities, with most of the remainder 
going to one of the State-operated hospitals. Data 
on children treated in outpatient facilities, particu¬ 
larly in the rural county-operated clinics, do not 
represent an accurate reflection of services 
provided since many of these patients are ad- 
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non-sedating* rapid-acting 
ANTIDEPRESSANT 


helps restore normal patterns of sleep and activity 


Norpramin (desipramine hydrochloride) 
often reverses the signs and symptoms 
of depression including sleep disturb¬ 
ances feeling of sadness, guilt, anxiety, 
worthlessness and bodily complaints 
without physical basis. In 2-5 days most 
patients become more hopeful, active and 
iess weighed down by their problems. 


Norpramin (desipramine hydrochloride) 
has only slight sedative qualities, never¬ 
theless sleep disturbances and restless¬ 
ness are relieved as depression is lifted. 
If anxiety or tension develop or persist a 
tranquilizer may be added or dosage 
reduced. Side effects are usually mild, 
occurring in about 1 of 4 patients. 


Indications: In moderate to severe depression—neurotic or psychotic. Dosage: Optimal results are 
obtained at a dosage of two 25 mg. tablets t.i.d. (150 mg./day). Contraindications and Precautions: Glau¬ 
coma, urethral or ureteral spasm, recent myocardial infarction, severe coronary heart disease and epilepsy. 
Should not be given within two weeks of an MAO inhibitor. Safety in human pregnancy has not been 
established. Adverse Effects: Usually mild, may include: dry mouth, constipation, dizziness, palpitation, 
delayed urination, "bad taste", sensory illusion, tinnitus, agitation and stimulation, sweating, drowsiness, 
headache, orthostatic hypotension, flushing, nausea, cramps, weakness, blurred vision and mydriasis, 
rash, allergy, transient eosinophilia, granulopenia, altered liver function, ataxia and extrapyramidal signs. 
Supplied: Norpramin (desipramine hydrochloride) tablets of 25 mg., in bottles of 50, 500 and 1000. 

PRODUCTS FOR PATIENTS YOU SEE EVERY DAY UK LAKESIDE LABORATORIES, INC., Milwaukee, Wisconsin 53201, 
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mitted for evaluation and diagnosis rather than 
treatment. Where treatment is provided, it is usu¬ 
ally as part of a general mental health clinic 
program. The number of clinics for children has 
remained small. The State hospital continues to he 
the major inpatient treatment facility for children 
since private psychiatric hospitals and general 
hospitals do not usually accept them. In 1964 
there were 141 State hospital admissions under 15 
vears of age compared with 31 to private hospitals 
and 29 to general hospitals. Although there are 
some specialized facilities, such as Linwood in 
Ellicott City, these can handle only a small pro¬ 
portion of the children requiring such care. 

In the State hospital system the Institute for 
Children is the major center up to the age of 12. 
Until a recent change in policy, however, many 
children were admitted to the other State hospi¬ 
tals. A number of special units for the treatment 
of adolescents have been developed on the 
grounds of these facilities, but these, too, are 
small in number and inadequate to meet the need. 
Therefore the majority of adolescents continue to 
he treated in wards with other patients, a policy 
which is not believed to be conducive to the 
recovery either of the adolescent or of the adult. 

One major difficulty here, as in other areas, is 
that Maryland suffers a chronic shortage of pro¬ 
fessional personnel. For example, data available 
from the American Psychiatric Association indi¬ 
cate that there are only six Board Certified Child 
Psychiatrists in Maryland, of whom three are in 
the Baltimore area. Maryland’s population in¬ 
cludes 725,000 residents between the ages of 5 
and 14. The limitations indicated here reflect a 
continuous, growing problem with no immediate 
prospect for major relief. In 1966 it is Maryland’s 
cause for shame. 

10. The State hospitals also continue to he the 
major treatment facilities for the older person 
requiring services for mental conditions. Their 
reported 917 admissions of patients 65 years of 
age or older compare with 227 to private hospi¬ 
tals, 150 to general hospitals and 267 to outpatient 
facilities. Thus, nearly 60% of admissions in this 
age group were to the State hospitals. This group 
now occupies 2,500 beds. Most receive only mini¬ 
mal services. There has been a slight decrease in 
their number, due mainly to a mortality rate which 
exceeds 25% per year. Deaths in this group con¬ 
tinue to exceed the number released. 


This paper has concerned itself with changing 
patterns in psychiatric care in Maryland. It has 
been shown here that major improvements in 
services for the mentally ill have occurred, partic¬ 
ularly in the 17 years since publication of ‘‘Mary¬ 
land’s Shame,” hut that deficiencies continue to 
exist in many areas. Some examples of these have 
been cited. It should be recognized that, for the 
child, the senior citizen, the alcoholic and many 
other groups, required specialized services contin¬ 
ue to he available only on a minimal basis. For 
many of these it would he incorrect to speak of 
psychiatric care since this remains virtually non¬ 
existent. It would therefore appear that the title 
of this paper should athe have been “Changing 
Patterns of Mental Health Services in Mary¬ 
land.” 

The development of comprehensive mental 
health centers as a key part of a total program for 
meeting Maryland’s mental health needs, offers a 
brighter future for psychiatric care. It should he 
noted in conclusion that the original concept of 
this plan, and most of its cost, came from the 
Federal Government. This is one indication of 
rapidly expanding national participation and in¬ 
volvement in state and local mental health pro¬ 
grams. It is one of the major steps forward in the 
gradual evolution from the concept of the mental¬ 
ly ill as the sole concern of the county or local 
municipality. 
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In colicky infants Pediatric Piptal with 
Phenobarbital slows down spasm, diminishes 
pain and crying and improves feeding pat¬ 
terns. It permits sleep and rest for patient and 
family. The less than hypnotic amount of 
phenobarbital in the recommended dose 
affords a mild, calming action and enhances 
the antispasmodic action of Piptal (pipenzo- 
late bromide). The latter drug, as reported in 
the medical literature, has a favorable ratio of 
effectiveness to side-effects which is unusual 
in anticholinergics and thus is particularly 
appropriate to pediatric use. 


PEDIATRIC PIPTAL® 

WITH 

PHENOBARBITAL 

each cc. contains 6 mg. phenobarbital (warning: may 
be habit forming); 4 mg. Piptal® (pipenzolate bromide), 
and 20% alcohol. 


Pleasant-tasting Pediatric Piptal with 
Phenobarbital is miscible in milk, formulas 
and fruit juices, and may also be given by 
dropper directly on the infant’s tongue. Dos¬ 
age is 0.5 cc. 15 minutes before feeding; in 
severe cases, 1.0 cc. four times daily. High 
doses may occasionally cause constipation 
with tenesmus and, rarely, flushing without 
fever. It is contraindicated in bowel obstruc¬ 
tion or sensitivity to phenobarbital or anti¬ 
cholinergics. Available in 30 cc. dropper 
bottles, droppers calibrated to deliver 0.5 cc. 
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Eczema of many years... 
controlled in two weeks 



Before treatment After treatment — 

with ARISTOCORT Topical 
Ointment 0.1% for two weeks 


ARISTOCORT® Triamcinolone Acetonide Top- 
icals have proved exceptionally effective in the 
control of various forms of eczema: allergic, 
atopic, nummular, psoriatic, and mycotic. 

In most cases responsive to topical 
ARISTOCORT, the 0.1% concentration is suffi¬ 
ciently potent. The0.5% concentration provides 
enhanced topical activity for patients requiring 
additional potency for proper relief. 

Administration and Dosage: Apply sparingly to the 
affected area 3 or 4 times daily. Some cases of psoriasis 
may be more effectively treated if the 0.1% Cream or 
Ointment is applied under an occlusive dressing. 

Contraindications: Tuberculosis of the skin, herpes 
simplex, chicken pox and vaccinia. 

Precautions and Side Effects: Do not use in the eyes 
or in the ear (if drum is perforated). A few individuals 
react unfavorably under certain conditions. If side 

Aristocort \opicai 

Triamcinolone Acetonide 


effects are encountered, the drug should be discon¬ 
tinued and appropriate measures taken. Use on infected 
areas should be attended with caution and observation, 
bearing in mind the potential spreading of infection 
and the advisability of discontinuing therapy and/or 
initiating antibacterial measures. Generalized derma¬ 
tological conditions may require systemic corticoster¬ 
oid therapy. Steroid therapy, although responsible for 
remissions of dermatoses, especially of allergic origin 
cannot be expected to prevent recurrence. The use over 
extensive body areas, with or without occlusive non- 
permeable dressings, may result in systemic absorption. 
Appropriate precautions should be taken. When occlu¬ 
sive nonpermeable dressings are used, miliaria, follic¬ 
ulitis and pyodermas will sometimes develop. Localized 
atrophy and striae have been reported with the use of 
steroids by the occlusive technique. When occlusive 
nonpermeable dressings are used, the physician should 
be aware of the hazards of suffocation and flamma¬ 
bility. The safety of use on pregnant patients has not 
been firmly established.Thus,do not use in large amounts 
or for long periods of time on pregnant patients. 

Available in 5 Gm. and 15 Gm. tubes and Vz lb. jars. 


Ointment 0.1% and Cream 0.1%, 0.5% 

Also available in foam form. 
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SQUIBB NOTES ON THERAPY 


“Tranquilizer’ is not a good word ” 1 


T HIS classification is psychologi¬ 
cally too seductive, pharmaco¬ 
logically too unspecific, and in 
erms of results not infrequently 
jntrue." 2 

A/hat is a tranquilizer? According 
o the 24th Edition of Dorland's 
dedical Dictionary 3 a tranquilizer 
s "an agent which acts on the 
emotional state, quieting or calm- 
ng the patient without affecting 
parity of consciousness." 

Defining a drug by its effects, how¬ 
ever, can be misleading. The same 
effects by which the dictionary 
defines a tranquilizer have some- 
:imes been seen after administra¬ 
tion of a sedative — or, for that 
matter, a placebo. 

Ambiguous though the term may 
be, it appears to be here to stay. 
The 1966 edition of the Physicians' 
Desk Reference 4 lists 42 tranquil¬ 
izers indicated for treatment of 
anxiety and apprehensive states. 

j'Tranquilizers' have differences in 
action, differences in effect 

I Although all tranquilizers are in¬ 
tended to calm anxious patients 
there are differences in their 
actions — and in their effects. They 
have been divided into three cate¬ 
gories — the rauwolfia group, the 
'minor' tranquilizers, and the phe¬ 
nothiazines. 5 

Although the tranquilizing effect 
of rauwolfia has been known for 
centuries, its use as an antipsy¬ 
chotic agent in current practice 
has diminished. 5 

A 'minor' tranquilizer is often pre¬ 
scribed to achieve more than one 
effect. Thus, besides being tran¬ 
quilizers some of these com¬ 
pounds may be muscle relaxants, 
antihistaminics with some calming 
action, anticholinergic sedatives, 
or antispasmodics. 5 
The phenothiazines are considered 
'major' tranquilizers because they 
alter psychotic behavior. 1 This clas¬ 
sification may have done them 
more harm than good because it 
implies that the phenothiazines 
should be reserved for the more 


severely disturbed. This is not nec¬ 
essarily true. 

The phenothiazines — and the 
problem of sedation 

One of the problems of prescrib¬ 
ing phenothiazines for ambulatory 
patients has been the fear that ex¬ 
cessive sedation will impair the 
patient's ability to function. This, 
however, is less of a problem with 
some of the phenothiazines. 
"Clinically they may be differenti¬ 
ated primarily in terms of their 
potency and the extent of their 
sedative effect, which appear to be 
inversely proportional. That is, the 
least potent, the one which is used 
in highest dosage,chlorpromazine, 
is the most sedative, while the re¬ 
verse holds true for fluphenazine." 6 
In a recent report on various stud¬ 
ies conducted over several years 
evaluating 360 patients treated for 
anxiety and stress with seven phe¬ 
nothiazines, this inverse relation¬ 
ship of potency to sedation was 
confirmed. 7 Also under considera¬ 
tion was the degree to which the 
particular phenothiazines neutral¬ 
ized anxiety (the angolytic index). 
Interestingly enough there was, 
again, an inverse relationship. The 
most sedative of the phenothia¬ 
zines appeared to be the least 
active in neutralizing anxiety. Flu- 


Contraindications: Do not use with high doses of 
hypnotics or in patients with subcortical brain 
damage. Use with caution in patients with a his¬ 
tory of convulsive disorders. Severe reactions may 
occur in patients with idiosyncrasy to other cen¬ 
trally-acting drugs, and severe hypotension may 
occur in patients with special medical disorders, 
e.g. mitral insufficiency and pheochromocytoma. 
Precautions: Effects of atropine, anesthetics and 
C.N.S. depressants may be potentiated. Hypoten¬ 
sion may occur in patients undergoing surgery. Do 
not use epinephrine for treatment of the hypo¬ 
tensive reactions which may appear in patients on 
phenothiazine therapy. 

Side Effects: Extrapyramidal reactions, allergic skin 
reactions, the possibility of anaphylaxis, drowsi¬ 
ness, visual blurring, dizziness, insomnia, nausea, 
anorexia, salivation, edema, perspiration, dry 


phenazine, one of the least seda¬ 
tive, on the other hand, was found 
to be most effective in relieving 
anxiety. 7 


RELATIVE SEDATIVE AND 
ANGOLYTIC INDICES OF 
PRINCIPAL PHENOTHIAZINES* 

BASED ON 

SEDATIVE ANGOLYTIC STANDARD 


DRUG 

INDEX 

INDEX 

DOSE OF 

Chlorpromazine 

100 

15 

25 mgs. 

Triflupromazine 

100 

15 

25 mgs. 

Thioridazine 

90 

17 

25 mgs. 

Perphenazine 

15 

25 

4 mgs. 

Carphenazine 

25 

25 

25 mgs. 

Trifluoperazine 

3.3 

95 

2.0 mgs. 

Fluphenazine 

3.5 

100 

2.5 mgs. 


‘adapted from Sainz 7 


Prolixin is therapeutically effective 
without excessive sedation 

When used as a 'tranquilizer' in 
general medical practice, in many 
patients Prolixin (Squibb Fluphe- 
nazine Hydrochloride) suppresses 
anxiety, but not normal activity. 
These two features are of particu¬ 
lar importance to patients who 
must be able to live and work with¬ 
out their normal daily activities 
being restricted. 

Because of its longer duration of 
action, Prolixin, in doses of as little 
asone to three milligrams in adults, 
generally taken once a day, is ef¬ 
fective in maintaining many pa¬ 
tients free of their symptoms of 
anxiety and tension. 


mouth, abnormal lactation, polyuria, hypotension, 
and jaundice and biliary stasis may occur. Routine 
blood counts are recommended to determine pos¬ 
sible blood dyscrasias; if symptoms of upper res¬ 
piratory infection occur, discontinue drug and 
institute appropriate therapy. 

Available: 1 mg. tablets. Bottles of 50 and 500. 

For full prescribing information, see package insert. 

References: 1. Simpson, G.M.: Postgrad. Med. 
39:557, 1966. 2. Freyhan, F.A.: Am. J. Psychiat. 
775:577,1959. 3. Dorland's Illustrated Medical Dic¬ 
tionary, ed. 24, Philadelphia, W. B. Saunders Co., 
1965, p. 1603. 4. Physicians' Desk Reference, 1966, 
Oradell, N.J., 1965, p. 310. 5. Cohen, S.: Northwest 
Med.: 65:197, 1966. 6. Detre, T., and Jarecki, H.: 
Connecticut Med. 25:553, 1961. 7. Sainz, A.: Psy- 
chosomatics 5:167, 1964. 
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LOMOTIL 


Each tablet and each 5 cc. of liquid contains: 

diphenoxylate hydrochloride. 2.5 mg. 

(Warning: May be habit forming) 
atropine sulfate.0.025 mg. 


tablets/liquid 


tackles the problem 
of diarrhea directly 


E' ectiveness —Physiologic evidence indicates that Lomotil acts 
directly on the smooth muscle of the bowel to lower motility and 
control diarrhea. This action is unsurpassed in promptness and 
efficiency. 

Convenience —Lomotil is available as small, easily carried, vir¬ 
tually tasteless tablets and as a pleasant, fruit-flavored liquid. 
Versatility —The therapeutic efficiency, safety and convenience 
of Lomotil may be used to advantage alone or adjunctively in diar¬ 
rhea associated with: 


• Functional hypermotility • Acute infections • Malabsorption syn¬ 
drome • Drug therapy • Gastroenteritis and colitis • Irritable bowel 

• Regional enteritis • Ileostomy • Ulcerative colitis • Food poisoning 


For correct therapeutic effect 
Rx correct therapeutic dosage 

Dosage: The recommended initial daily 
dosages, given in diyided doses until diar¬ 
rhea is controlled, are: 


Children: Total Daily Dosage 


3-6 mo. . 

. 1/2 tsp*. t.i.d. (3 mg.) H „ y 

0 0 (1 0 


6-12 mo. 

. V 2 tsp. q.i.d. (4 mg.) • « • « 

o 

1-2 yr. . . 

. V 2 tsp. 5 times daily (5 mg.) w i i y 

V 

2-5 yr. . . 

. 1 tsp. t.i.d. (6 mg.) i 1 , 


5-8 yr. . . 

.1 tsp. q.i.d. (8 mg.) 1 « ! 1 

1 

8-12 yr. . 

. 1 tsp. 5 times daily (10 mg.) i li • i 

Adults: 

2 tsp. 5 times daily (20 mg.)|^ 

nil 


(or 2 tablets q.i.d.) 00 &Q OG 

CJ o 

♦ Based or 

i 4 cc. per teaspoonful. 



Precautions: Lomotil, brand of diphen¬ 
oxylate hydrochloride with atropine sul¬ 
fate, is a Federally exempt narcotic 
preparation of very low addictive poten¬ 
tial. Lomotil should be kept out of reach 
of children since accidental overdosage 
may cause severe respiratory depression. 
Recommended dosages should not be ex¬ 
ceeded. Lomotil should be used with cau¬ 
tion in patients with impaired liver 
function and in patients taking addicting 
drugs or barbiturates. The subtherapeutic 
amount of atropine is added to discourage 
deliberate overdosage. 

Side Effects: Side effects are relatively un¬ 
common but among those reported are 
gastrointestinal irritation, sedation, dizzi¬ 
ness, cutaneous manifestations, restless¬ 
ness, insomnia, numbness of extremities, 
headache, blurring of vision, swelling of 
the gums, euphoria, depression and gen¬ 
eral malaise. 


Maintenance dosage may be as low as 
one-fourth the initial daily dosage. 
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REGIONAL WEATHER FORECAST 

Severe Snow Storms, Strong Winds and Bitter Cold Followed by 
Cough, Stuffed and Runny Noses and Aches and Pains. 



Tussagesic breaks up coughs, quickly clears stuffed 
and runny noses and relieves aches and pains. Pro¬ 
vide coverage of the tough cold for up to 24 hours 
with just a single timed-release tablet dosed morning, 
midafternoon and at bedtime. 

each 

Tussagesic 

timed-release tablet contains: 


Triaminic® . 50 mg< 

(phenylpropanolamine hydrochloride 25 mg., 
pheniramine maleate 12.5 mg., pyrilamine 
maleate 12.5 mg.) 

Dextromethorphan hydrobromide . 30 mg. 

Terpin hydrate.180 mg. 

Acetaminophen . 325 m g. 


Dosage: Adults —1 tablet, swallowed whole to preserve timed- 
release feature, in morning, midafternoon and at bedtime. Side 
effects: Occasional drowsiness, blurred vision, cardiac palpita¬ 
tions, flushing, dizziness, nervousness or gastrointestinal up¬ 
sets. Precautions: The patient should be advised not to drive a 
car or operate dangerous machinery if drowsiness occurs. Use 
with caution in patients with hypertension, heart disease, dia¬ 
betes or thyrotoxicosis. 
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ACHALASIA: PRESENT CONCEPTS 
AND THE PRESENTATION 
OF THREE CASES 


Achalasia is a neuromuscular disorder charac¬ 
terized by failure of the terminal esophagus to 
relax during deglutition due to absent or ineffectu¬ 
al peristalsis throughout the body of the esoph¬ 
agus. 1, 2 It is frequently called cardiospasm, but 
present evidence favoring a motor defect in the 
body of the esophagus makes this occasionally 
used term obsolescent. 

The first description of achalasia was that of 
Thomas Willis of Oxford. In 1672 he first treated 
the condition with a bougie consisting of a piece 
of whale bone on the end of which was tied a 
sponge. 3 Since his early report, recognition of the 
disorder as an entity has increased with the ad¬ 
vent of newer diagnostic methodology. Its exact 
incidence is unknown, but it should not be thought 
of as rare in occurrence. Achalasia is nevertheless 
uncommon enough to present the practicing physi¬ 
cian with many uncertainties with respect to its 
diagnosis and management. The purpose of this 
report is to review the present understanding of 
this disorder and the expected therapeutic result 
of treatment with the presentation of three cases. 

Three Cases 

Case No. 1 

L. P., a 42-year-old white male, was admitted to 
the hospital because of progressive dysphagia and 
regurgitation of three months’ duration. He had 
first experienced difficulty in swallowing solid 
food, which he indicated would stick in his chest 
at the level of the xiphisternum. He had relieved 


FAUSTO Q. AQUINO, JR., MD 
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St. Joseph Hospital 

ARTHUR E. COCCO, MD 
Director of Outpatient Department 
St. Joseph Hospital 
Instructor in Medicine 

The Johns Hopkins University School of Medicine 

Three cases of achalasia of the esophagus are 
presented. The present understanding of this en¬ 
tity and newer techniques in the methodology of 
diagnosis are reviewed. Surgical management and 
pneumatic dilatation are compared. It is suggested 
that esophagomyotomy be reserved for the small 
number of failures encountered after pneumatic 
dilatation, in the very young or where neoplasm 
can not be excluded. 

the dysphagia at an early stage by forcing the 
food past this point with liquid. From the time he 
first noted symptoms to the date of admission, he 
had lost 37 pounds. 

Later in the course of the disease, he had 
vomited recognizable food after meals and, on 
some occasions, food he had ingested two or more 
days previously. When asked specifically, he 
stated that he had also noted secretions on his 
pillow in the morning which he had attributed to 
“slobbering” during his sleep. His physical exami¬ 
nation was pertinent in that he showed obvious 
weight loss, and when an attempt was made to 
establish his “swallowing time,” an esophageal 
squirt was not demonstrable. 
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His hematogram was normal. No blood was 
demonstrable in the stool. Routine blood chemis¬ 
tries were normal. The upper gastro-intestinal 
roentgenogram revealed marked dilatation of the 
body of the esophagus, with a smooth tapering 
constriction at the esophagogastric junction (Fig 
la). Esophageal motility studies revealed no pro¬ 
gressive peristaltic contractions. Mecholyl (5 mg 
injected subcutaneously) initiated a marked eleva¬ 
tion of the resting baseline intra-esophageal pres¬ 
sure with the simultaneous development of “spas¬ 
tic,” non-progressive bursts of esophageal motor 
activity. Esophagoscopy demonstrated a markedly 
dilated esophagus, the distal end of which was 
closed, but could be traversed by manipulation of 
the esophagoscope. Endoscopic inspection of the 
cardio-esophageal junction was normal. 

The patient was taken to the radiology depart- 



Fig la 


Barium swallow picture, Case No. 1, 
before pneumatic dilatation 



Fig lb 

Barium swallow picture, Case No. 1, 
after pneumatic dilatation 


ment, and under fluoroscopic guidance, the Tuck¬ 
er-Hurst pneumatic dilator was placed at the 
esophagogastric junction. The bag was inflated to 
15 pounds of pressure, which caused straightening 
of the concave distortion of the pneumatic bag 
present at the esophagogastric junction. The 
immediate post-dilatation period was uneventful, 
his dysphagia disappeared within twenty-four 
hours and (as of the date of preparation of the 
manuscript) he has remained asymptomatic for 
the ensuing nine months. Post-dilatation x-ray 
(Fig lb) shows less dilatation after a barium 
swallow. 

Case No. 2 

A. W., a 47-year-old Negro female, was ad¬ 
mitted to the hospital for vomiting and difficulty 
of swallowing. Symptoms dated back to three 
years prior to admission when she first noted 
sharp epigastric pain soon after each meal. It was 
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Fig 2a 

Barium swallow picture, Case No. 2, 
before pneumatic dilatation 


relieved by drinking liquid. Her difficulty prog¬ 
ressed until pain occurred during the ingestion of 
solid food or liquid. It was relieved only by 
vomiting. Throughout the course of her illness she 
had a marked weight loss, but commented that her 
desire for food remained good. The patient 
learned by experience that if she ate slowly, 
chewed carefully and swallowed several times 
with each mouthful of food, she would have less 
discomfort. In addition, she noticed frothy mate¬ 
rials and undigested food on her pillow upon 
awaking from sleep. 

Physical examination and routine laboratory 
studies were entirely within normal limits. The 


upper gastrointestinal x-rays shewed a markedly 
dilated esophagus, with an obstruction at the 
esophagogastric junction (Fig 2a). 

The roentgenologist commented that no per¬ 
istaltic activity was demonstrable in the body of 
the esophagus during fluoroscopy. 

The esophageal motility test demonstrated a 
failure of the high pressure zone to relax with 
deglutition and showed that each swallow initiated 
a burst of simultaneous, nonprogressive contrac¬ 
tions. The mecholyl test was markedly positive. 
The patient was esophagoscoped and no evidence 
of an obstructive lesion at the cardio-esophageal 



Fig 2b 


Barium swallow picture, Case No. 2, 
after pneumatic dilatation 
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junction was found. 

The patient underwent pneumatic dilatation 
with the Tucker-Hurst dilator fluoroscopically 
placed and in gradually increased pressure until 
straightening of the cardio-esophageal junction 
was observed at 15 pounds of pressure. She 
experienced dramatic relief from her symptoms 
soon afterwards, and has gained 28 pounds in a 
period of six months. The post-dilatation barium 
swallow showed a less dilated esophagus (Fig 
2b). 

Case No. 3 

A. N., a 78-year-old white female, was admitted 
to the hospital for fever, cough and chest pain on 
the right side of ten days’ duration. Subsequent 
“work-up” revealed a right lower lobe pneumoni¬ 
tis. During her hospital course, it was noted by the 
nurses that the patient took extremely long periods 
to eat and had frequent paroxysms of cough 
during meals. When the patient was questioned 
specifically for symptoms related to swallowing, 
she denied difficulty of swallowing but reported 
increased “choking” during meals. Subsequent 
x-rays revealed marked dilation of her esophagus, 
with obstruction at the cardio-esophageal junction 
(Fig 3a). Marked “curling” of the esophagus was 
evident, as well as prominent “vallicular sign.” 

Esophagoscopy revealed dilation of the body of 
the esophagus, but the cardio-esophageal junction 
appeared normal. The patient was dilated with the 
pneumatic dilator in the usual manner. Subse¬ 
quently she has been free of respiratory symp¬ 
toms. The patient was not aware of swallowing 
difficulties before dilatation, but stated that eating 
and swallowing “felt so much easier” after the 
procedure. She has gained 27 pounds during the 
past fifteen months. The post-dilatation x-ray is 
shown in figure 3b. 

Clinical Manifestations 

The most prominent symptom presented by 
patients with achalasia is that of dysphagia. This, 
however, may be overshadowed on occasion by 
respiratory difficulty, overwhelming weight loss 
and cachexia. While dysphagia was prominent in 
Cases 1 and 2, the patient in Case 3 was not really 
cognizant of it until after she had undergone 
dilatation of her esophagus. This lack of aware¬ 
ness, not uncommonly encountered, is best ex¬ 
plained by adaptive changes in the patient’s eating 
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habits which may ensue, ie, a preference for 
soft foods, slow eating, monotonous chewing, and 
liquid- or air-swallowing to force a bolus into the 
stomach. 

As the obstruction becomes more severe, vomit¬ 
ing is seen to become a more prominent feature. 
This vomiting is characteristically peculiar in that 
it is not associated with nausea and the vomitus 
often contains recognizable food stuffs ingested 
during meals in either the immediate or the recent 
past. Since the material vomited has never been 
allowed to mix with gastric secretion, it does not 
contain hydrochloric acid 4 and it is not associated 
with pyrosis, or the usual burning acid taste. As 
retention within the megaesophagus increases, the 
patient finds he cannot lie flat because of “spilling 
over” of the constantly full esophagus. The latter 
accounts for soiling of the pillow observed in 
Cases 1 and 2, and nocturnal paroxysmal cough 
seen in Case 3. 



Fig 3a 

Barium swallow picture, Case No. 3, 
before pneumatic dilatation 
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The physical findings in patients with achalasia 
are not specific. The outstanding features include 
weight loss, associated signs of malnutrition and, 
usually, the inability of the examiner to elicit a 
swallowing time. In those patients in which aspi¬ 
ration is prominent, one will observe signs and 
symptoms referable to the associated respiratory 
involvement. 

Roentgenologic Changes 

The routine chest film in achalasia may show 
widening of the mediastinal shadow produced by 
the megaesophagus. 5, 6 - This finding is occasional¬ 
ly mistaken for an aortic aneurysm 5 or medias¬ 
tinal tumor. 6 The barium swallow of patients with 
achalasia is remarkable during the fluoroscopic 
examination in that an absence of progressive 
peristalsis is the rule. The barium will be seen to 
traverse the body of the esophagus, then to be 
delayed at the esophagogastric junction. This ab- 



Fig 3b 

Barium swallow picture, Case No. 3, 
after pneumatic dilatation 


normality accounts for the ability of the malady to 
support a barium column, a prominent feature 
important in its roentgenologic recognition. It is 
therefore mandatory that these patients be studied 
in the upright position. 2 Roentgenologically, 
achalasia raises the differential diagnosis of 
benign vs malignant obstructive esophageal dis¬ 
ease. Characteristically, the obstructive lesion in 
achalasia is one of a tapering “bird beak” appear¬ 
ance of the distal esophagus terminating at the 
gastric cardia, while that of neoplasm is an 
abrupt, shelf-like deformity. Achalasia may be 
associated with neoplasm, however, and therefore 
carcinoma must be considered in all instances. 7 
Associated roentgenologic features of achalasia 
frequently include the absence of a gastric shad¬ 
ow, signs of aspiration, and occasionally the “val- 
licular sign.” 

Endoscopy 

Esophagoscopy is helpful and necessary in the 
diagnosis and management of all cases of 
achalasia because of the ever looming possibility 
of other obstructive processes. Upon entering the 
esophagus, the endoscopist frequently encounters 
a dilated, cavernous structure, usually filled with 
retained secretions. As he proceeds with his ex¬ 
amination, he is impressed with the relatively 
normal appearance of the esophageal mucosa. In 
the distal esophagus, it is usually observed that the 
dilated body of the esophagus tapers in a regular 
fashion to a closed esophagogastric junction. With 
careful manipulation, the endoscopist is able to 
enter the cardia of the stomach, and to look for 
features other than normal mucosal configuration. 
Should doubt arise as to the nature of the obstruc¬ 
tive lesion, biopsy is necessary. 

Pathophysiology 

The microscopic features of this condition are 
associated with either a decrease or a complete 
absence of ganglionic cells from the myenteric 
nerve plexus. 8, 9 Whether these findings are on a 
congenital or degenerative basis has been the sub¬ 
ject of much debate and is beyond the scope of 
this report. Pertinent to the understanding of the 
pathophysiological changes, however, is that this 
deficit is associated with the interruption of au¬ 
tonomic motor pathways allowing motor activity 
to occur in an erratic manner and accounts for the 
diagnostic response to mecholyl, a synthetic 
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parasympathomimetic drug. The latter response is 
in accord with Cannon’s law, which stated that “a 
tissue deprived of its autonomic nerve supply is 
excessively sensitive to the chemical transmitter of 
the nerve impulse, and is held to be pharmocologi- 
cal evidence of partial or complete agangliono- 
sis.” 10 

Esophageal Motility 

With the advent and refinement of manometric 
esophageal studies, much progress in the diagnosis 
of achalasia has come into being. Code et al, 11 in 
a study of one hundred patients with achalasia, 
showed that the essential abnormality was the 
absence of progressive peristalsis in the body of 
the esophagus, and a failure of relaxation at the 
cardioesophageal junction. In other words, deglu¬ 
tition was followed by normal criopharyngeal 


function; erratic, spastic, non-propulsive or no 
motor activity in the body of the esophagus; and a 
failure of relaxation or even contraction at the 
cardioesophageal junction. 12 A diagrammatic 
manometric record of a four-channel simultane¬ 
ous recording obtained with water-filled catheters, 
five cm apart, is shown in Figure 4. In addition, 
the characteristic manometric response in 
achalasia to the subcutaneous injection of 
mecholyl in accord with the “law of Cannon” 
results in an elevation in the baseline pressure 
and the initiation of spastic activity (shown for 
comparison in Figure 4). 13 

Management 

It is unfortunate that most reports of this 
condition are written either by physicians who 
tend to overstress dilatation and decry operative 
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treatment or by surgeons who report series treated 
by operation only and condemn the uncertain 
results of dilatation. The advantages of the ex¬ 
panding bag dilatation are that it can be carried 
out under local anesthesia with little discomfort to 
the patient and with great financial saving. When¬ 
ever the same result can be achieved by simple 
method with little risk and low morbidity, then 
such is, needless to say, to be advocated over the 
more complex method. This, however, may not 
always be possible, especially when the disease is 
encountered in the very young or in instances 
when malignancy is strongly suspected. 

The results of expanding bag dilation vs sur¬ 
gical procedures are not statistically different, as 
indicated by Schindler, 14 who claimed 95% good 
result with a series of 84 patients by medical 
management, or Olsen et al, 15 who reported 
100% excellent and immediate results in 57 pa¬ 
tients treated surgically. The follow-up period of 
these patients, which extends from six months to 
six years, with a mean of two years, gave a 94% 
excellent result. These findings can be compared 
with the report by Payne, Ellis and Olsen, 16 who 
in 1960 claimed an excellent or good result in 
approximately 80% of patients treated with eso- 
phagomyotomy. It is significant that Steicher, 
Heller (originator of Heller’s procedure) and 
Ravitch wrote in 1960 that “through the years 
most authors have agreed and still agree that 
approximately 70% to 80% of all patients with 
achalasia can be cured by one or several dilata¬ 
tions.” 17 

Long term follow-up showing the efficacy of 
pneumatic dilatation is reflected in the report of 
Kurlander et al, 1 who reported that in 84% of 62 
patients, a continuous asymptomatic state existed 
for 30 years after dilatation. Surgical procedures 
such as the esophagomyotomy (Heller’s pro¬ 
cedure) should, therefore, be reserved for the 


small number of failures encountered after pneu¬ 
matic dilatations have been attempted. 
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550 N. Broadway, Baltimore, Md. 
21205 

Mella, Barbara Alvina, M.D., 151 
Mystic Street, Arlington, Mass. 

Merrill, Arthur Jesse, Jr., M.D., 
Yale-New Haven Hospital, New 
Haven, Conn. 06512 

Milroy, William Charles, M.D., 
137-20 228th Street, Laurelton, N. 
Y. 11413 

Moloney, Vincent Regis, M.D., 908 
S. Main Street, Bel Air, Md. 
21014 

Mondzac, Allen Mendel, M.D., 2225 
Rogene Drive-Apt. 201, Balti¬ 
more, Md. 21209 

Morgan, William Watson, Jr., M.D., 
Johns Hopkins Hospital, Balti¬ 
more, Md. 21205 

Morris, Arthur Marvin, M.D., 611 
Park Avenue, Baltimore, Md. 
21201 

Moses, Robb Edwin, M.D., 550 N. 
Broadway, Baltimore, Md. 21205 

Murray, James Andrew, M.D., 
Homewood Road, Route 2, An¬ 
napolis, Md. 

Music, Stanley Irving, M.D., 2057 
Beechwood Avenue, Baltimore, 
Md. 21207 

Needle, Mark Alan, M.D., P.O. Box 
33, Edgewood, Md. 21040 

Nicholson, Don Howard, M.D., 153 
Haverford Drive, Nashville, 
Tenn. 37205 

Neuberger, Frank W., M.D., 716 
Hillsboro Drive, Silver Spring, 
Md. 

Oertel, James Edward, M.D., 7777 
Maple Avenue, Takoma Park, 
Md. 20012 

Page, David Lee, M.D., Vanderbilt 
University Hospital, Nashville, 
Tenn. 37203 

Pahnke, Walter Norman, M.D., 124 
Huron Avenue, Cambridge, Mass. 
02138 

Painter, William Edward, M.D., 
6228 Laurelton Avenue, Balti¬ 
more, Md. 21214 

Parlee, Donald Ewart, M.D., Kim¬ 
brough Army Hospital, Radiologi¬ 
cal Dept., Ft. George Meade, Md. 
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Patlovich, Joseph, M.D., 110 Melvin 
Avenue, Annapolis, Md. 

Perez-Vitier, Evelio Ruben, M.D., 
1124 Melrose, Waco, Texas 76701 

Peters, Clarence James, M.D., 5117 
Maple Springs Blvd., Dallas, Tex. 
75235 

Phillip, Errol Anthony, M.D., 1614 
Robt.-T-Longway Blvd., Flint, 
Mich. 48502 

Phillips, James Laughton, M.D., 
548-B North Bond Street, Balti¬ 
more, Md. 21205 

Pine, James Charles, M.D., 1400 S. 
Joyce Street-#A212, Arlington, 
Va. 22202 

Pittman, Robert Raikes, M.D., 609 
Olesmont Road, Catonsville, Md. 
21228 

Poe, Richard Orla, M.D., 720 Har¬ 
rington Road, Rockville, Md. 
20852 

Porzio, Raymond Joseph, M.D., 2237 
Hindle Lane, Bowie, Md. 

Price, Charles Downey, M.D., 
302-1700 Meridene Drive, Balti¬ 
more, Md. 21212 

Price, Thomas Harrison, M.D., 
Barnes Hospital, Barnes Hospital 
Plaza, St. Louis, Mo. 63110 

Pumphrey, Robert Earl, M.D., 5808 
Devonshire Drive, Washington, 

D. C. 20016 

Quinlan, James Arthur, Jr., M.D., 
1727 Aberdeen Road, Baltimore, 
Md. 21234 

Raine, Dudley Allen, Jr., M.D., 5940 

E. Pratt Street, Baltimore, Md. 
21224 

Raskin, Marjorie Jane, M.D., 4970 
Battery Lane, Bethesda, Md. 
20014 

Ratcheson, Robert Allan, M.D., 550 
N. Broadway, Baltimore, Md. 
21205 

Ravella, David Lawrence, Jr., M.D., 
5810 Conway Road, Bethesda, Md. 
20034 

Reed, Richard Henry, M.D., 2203 
Tucker Lane, Baltimore, Md. 
21207 

Richmon, Joel Samuel, M.D., 6148 
E. Pratt Street, Baltimore, Md. 
21224 

Robinson, Esther Hyatt, M.D., 6005 
Euclid Street, Cheverly, Md. 
20785 


Romero, Emilio Jose, M.D., 5901 
Edmond Avenue-Apt. 114, Waco, 
Tex. 76710 

Rosenweig, Norton Stanley, M.D., 
460 Barnard Avenue, Cedarhurst, 
N.Y. 

Rowe, David Stewart, M.D., Cleve¬ 
land Metropolitan General Hospi¬ 
tal, Cleveland, Ohio 44109 

Rowe, Jane Eve Smyth, M.D., 3395 
Scranton Road, Cleveland, Ohio 
44109 

Roycroft, Elizabeth Weick, M.D., 
7771 Riverdale Road-Apt. 302, 
Lanham, Md. 20801 

Rubaok, Irwin Howard, M.D., De- 
Witt Army Hospital, Ft. Belvoir, 
Va. 22060 

Sack, Lawrence Carleton, M.D., 
9309 Longbranch Parkway, Silver 
Spring, Md. 

Safer, Daniel Jacob, M.D., Research 
Laboratory, Edgewood Arsenal, 
Md. 21010 

Scandlyn, Naomi Green, M.D., 5709 
Cromwell Drive, Washington, 
D.C. 20016 

Schechter, Gary Lee, M.D., 10900 
Huntcliff Drive-Apt. 2, Owings 
Mills, Md. 

Schulman, Edward Yale, M.D., 500 
W. University Parkway, Balti¬ 
more, Md. 21210 

Schwartzberg, Allan Zelig, M.D., 
7603 Granada Drive, Bethesda, 
Md. 

Sewall, Kate, M.D., Village of Cross 
Keys, 5100 Falls Road, Baltimore, 
Md. 21210 

Seyer, Jurgen H., M.D., 1718 W. 
Flournoy, Chicago, Illinois 60612 

Shively, Harold Hastings, Jr., M.D., 
9618 Brunett Court, Silver 
Spring, Md. 20901 

Sidell, Frederick Russell, M.D., 
Medical Research Laboratory, 
Edgewood Arsenal, Md. 

Silver, Ann-Louise, M.D., 6036 E. 
Pratt Street, Baltimore, Md. 
21224 

Silver, Stuart Beal, M.D., 6036 E. 
Pratt Street, Baltimore, Md. 
21224 

Silverman, Alexander Sidney, M.D., 
6054 E. Pratt Street, Baltimore, 
Md. 21224 

Singer, Melvin, M.D., 10500 

Rockville Pike, Rockville, Md. 
20852 


Skoglund, Rodney Dan, M.D., 221 
Ridgefield Court, Nashville, Tenn. 
37205 

Sliwinski, Stanley Francis, Jr. r 

M. D., 540 Landsdale Place, Pitts¬ 
burgh, Pa. 15228 

Smithwick, Walter, III, M.D., 550 

N. Broadway, Apt. 1100, Balti¬ 
more, Md. 21205 

Steinbauer, David Jerome, M.D., 
4426 Eldone Road, Baltimore, Md. 
21229 

Steren, Moises Nahun, M.D., 6046 
E. Pratt Street, Baltimore, Md. 
21224 

Stier, Jeffrey Stephan, M.D., 229 
Juniper Circle, N., Lawrence, N. 
Y. 11559 

Stolzenberg, Jerry, M.D., 4425 Rena 
Road, Forestville, Md. 20023 

Stone, William Michael, M.D., 8801 
Falkstone Lane, Alexandria, Va. 
22309 

Swan, Robert William, M.D., 550 N. 
Broadway-Apt. 901, Baltimore, 
Md. 21205 

Swanson, David Dean, M.D., 12205 
Academy Way, Rockville, Md. 
20852 

Tabor, Harry D., M.D., 6624-C. 
Sanzo Road, Baltimore, Md. 21208 

Taheri, Amanollah, M.D., Spring 
Grove State Hospital, Baltimore, 
Md. 21228 

Talano, James Vincent, M.D., 2408 
Bright Seat Road, Landover, Md. 

Tauraso, Nicola Michael, M.D., 4412 
Westbrook Lane, Kensington, Md. 
20795 

Turk, Arthur, M.D., 14002 Cove 
Lane, Rockville, Md. 

Vacanti, Charles Joseph, M.D., 1612 
Bradley Avenue, Rockville, Md. 
20851 

Vander Salm, Thomas James, M.D., 
Massachusetts General Hospital, 
Boston, Mass. 

Verkauf, Barry Stephen, M.D., 550 
N. Broadway, Apt. 507, Balti¬ 
more, Md. 21205 

Vesell, Elliot Saul, M.D., 120 Center 
Drive, Bethesda, Md. 20014 

Vila, Raul, M.D., 710 Riverview, 
DesMoines, Iowa 50316 

Weglarz, Stanley S., M.D., U.S. 
Naval Hospital, Bethesda, Md. 
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213 St. Paul Place • Baltimore, Maryland 21202 
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Wegner, Glen Eugene, M.D., 1826 
E. Monument Street, Baltimore, 
Md. 21205 

Weissman, Bruce Warren, M.D., 
550 N. Broadway, Baltimore Md. 
21205 

Welsh, Kenneth Sidney, M.D., Box 
4132, East End Station, Balti¬ 
more, Md. 21205 

Wenger, Donald S., M.D., 8901 
Burning Tree Road, Bethesda, Md. 
20034 

Wenzel, Richard Putnam, M.D., 
University Hospital, Baltimore, 
Md. 21201 


Wesenberg, Richard Lee, M.D., 8741 
Littlewood Road, Baltimore, Md. 

Wilkens, Charles Henry, M.D., 666 
Houston Avenue, Takoma Park, 
Md. 

Wilkinson, Charles Patton, M.D., 
1901 Jefferson Street, Baltimore, 
Md. 21205 

Williams, John Joseph, M.D., 113 
Manor Parkway, Rochester, N. Y. 
14620 

Wilson, James Phillip, M.D., 2414 
Pierce Avenue, Nashville, Term. 

Wilson, Wendyll Stanley, M.D., 507 
N. Washington Street, Baltimore, 
Md. 21205 


Wolfe, Ava June, M.D., 5525 Lin¬ 
coln, Bethesda, Md. 

Wray, Taylor Malone, M.D., 4613 
Granny White Pike, Nashville, 
Tenn. 37220 

Wright, Larry Jan, M.D., 10133 
Crestwood Road, Kensington, Md. 

Wurmser, Leon, M.D., Sinai Hos¬ 
pital, Psychiatric Dept., Baltimore, 
Md. 21215 

Young, Robert R., M.D., 303-J. 
Bristol Drive, York, Pa. 17405 

Zagoloff, Anna, M.D., 305 E. 24th 
Street-Apt. 5R., New York, N. Y. 
10010 


Names and addresses a} above physicians received too late to appear in the Directory of Registered Physicians. 
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Chapter 12.—Some Problems of the Future 


“The future confronts us with multiple uncertainties. 
The only assured facts are that circumstances and their 
issue have changed and that the what and the ways of 
time past are no longer entirely adequate, effective or 
rewarding.” 1 


Perhaps the outstanding purpose of the Balti¬ 
more City Hospitals throughout its 200 years has 
been to meet community health and welfare needs 
not being met by other public and private organi¬ 
zations within the city. Initially, it was the deposi¬ 
tory for vagrants, prisoners awaiting trial, the 
elderly and infirm, foundlings, and the insane. As 
Baltimore developed, many of these functions 
were taken over by other organizations, mainly 
State supported institutions. It is logical to assume 
that the Baltimore City Hospitals will continue to 
respond to those needs of the community which 
cannot otherwise be met. 

The hospital lias been particularly fortunate in 
being able to develop an administrative organiza¬ 
tion which is sensitive to the needs of (1) the 
community and the medical profession, for the 
provision of medical care, (2) the medical schools, 
for teaching, and (3) the Department of Public 
Welfare, for care of the indigent, and, at the same 
time, to be sufficiently independent and free to 
meet existing and potential problems in its own 
way. This freedom is formalized in several basic 
and documented rules by which the future de¬ 
velopment of the hospital will be guided: 


1. Visiting and staff physicians must have Uni¬ 
versity Medical School appointments 

The purpose of this rule is to assure the care of 
Baltimore City Hospitals, patients, and the 
teaching of house staff and students, by the fore¬ 
most physicians of Baltimore. Although medical 
school staffs had been involved in the care of 
patients throughout the hospital’s existence (since 
1790), this required that all members of the visit¬ 
ing staff have appointments at the medical 
schools. Originated by Alan M. Chesney, MD, the 
rule was documented at a meeting of the Medical 
Advisory Board on April 7, 1934: “. . . provision 
(is to) be made for the appointment of a Junior 
Visiting Staff, the members of which will be 
responsible to their respective chiefs of services 
for the care of the patients who are assigned to 
them. The members of this staff should be re¬ 
cruited from the faculties of the two schools of 
medicine in as nearly equal proportions as the 
circumstances will permit.” 

2. Appointments of chiefs of service are to be 
the Joint Responsibility of the two Medical 
Schools and the Baltimore City Hospitals. 

This agreement was worked out in 1961 after a 
good deal of acrimony between and among the 
Board of Estimates of the City of Baltimore, the 
Staff Conference Committee of the Baltimore 
City Hospitals, and the Medical Schools. It is a 
unique agreement between a Municipal Hospital 
and Medical Schools. It recognizes, on the one 
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hand, the hospital’s right and responsibility to 
participate in the selection of Chiefs of Service 
(to fulfill patient care responsibilities) and, on the 
other, the right of the Medical Schools to have 
priority on certain services for student teaching 
(to assure continuity and planning of teaching). 

Baltimore City Hospitals—Medical Schools 
Agreement, Dec 5, 1961 

“In recent years there has been a country-wide 
trend towards close arrangements between City or 
County Hospitals and Medical Schools in the 
same community. This has proved to be produc¬ 
tive of higher standards of medical care to the 
mutual advantage of the medical schools, the hos¬ 
pitals, and the community. 

“The Department of Public Welfare of Balti¬ 
more City, and the staff of the Baltimore City 
Hospitals, are firmly convinced that their primary 
aim of providing the best possible medical care to 
their patients will be best served by strong medi¬ 
cal school ties. The quality—and number—of the 
house officers and staff physicians who can be 
recruited to care for patients at the Baltimore City 
Hospitals will depend, to a considerable extent, 
upon association with the medical schools. The 
advantages to the city of close medical school 
associations stem essentially from the increased 
opportunity for staffing Baltimore City Hospitals 
with the most capable physicians at all levels,— 
with the obvious resultant benefits. 

“The Baltimore City Hospitals is not, and is 
not likely to become, of a size such as to make it 
feasible, or advisable, to divide each of the serv¬ 
ices between the two medical schools in Balti¬ 
more. 

“Baltimore City Hospitals reaffirms its intent 
to provide teaching opportunities to medical stu¬ 
dents from both the University of Maryland 
School of Medicine and the Johns Hopkins Uni¬ 
versity School of Medicine. Equal opportunities 
for students from both schools will be offered on 
all services, within the limits of the needs of the 
two schools and the potentialities of the respective 
services. 

“Along with these undergraduate teaching re¬ 
sponsibilities and duties which are the proper 
concern of the two medical schools, the Baltimore 
City Hospitals has comparable responsibilities and 
duties in the post-graduate training and teaching 
of its house officers. For this training and 


“We go about our work, I hope and I 
believe, as quietly, as sturdily, and as sensi¬ 
tively as we know how, giving our diuretics, 
our antibiotics, our tranquilizers; without 
shrinking, without apologizing, and without 
insisting on sifting out definitively the moral 
and ethical aspects of the patient’s illness 
beforehand, when our job is to care for him.’’ 8 



John O. Neustadt, MD 
(1916-1964) 


Tank company commander, college dean 
and teacher, journalist, physician. BA, MA, 
St. John’s College, Annapolis (1939 and 
1942); Captain in Armor, AUS (1942-1946); 
MD, Johns Hopkins University School of 
Medicine (1952); assistant resident in medi¬ 
cine, Baltimore City Hospitals (1953-1954); 
first full-time chief of psychiatry, Baltimore 
City Hospitals (1961-1963). 


teaching, neither medical school can assume full 
responsibility. The over-all teaching program at 
the Baltimore City Hospitals has evolved in such 
a way that the needs of students and house 
officers have been met by close integration within 


88 


Maryland State Medical Journal 





the services. In addition, joint teaching and clini¬ 
cal sessions are held by several services. This 
inter-service cooperation has made it possible to 
develop mixed internship and residency programs 
designed to provide family practitioners for the 
community as well as specialists. 

“All members of the professional staff of the 
Baltimore City Hospitals will continue to be re¬ 
quired to hold faculty appointment in one of the 
two medical schools. 

“Members of the house staff of the Baltimore 
City Hospitals will be eligible for consideration 
for appointment as Fellows in the University of 
Maryland School of Medicine and the Johns 
Hopkins University School of Medicine. 

“The agreement which follows is designed to 
provide proper teaching facilities for the medical 
students of the two medical schools and to insure 
the continued availability of the Baltimore City 
Hospitals as an institution for the hospital care of 
the sick of the community and for the training of 
physicians in the practice of medicine: 

AGREEMENT 

“To assure continuity, direction and supervision of 
student teaching programs, each medical school will 
have priority on designated services. Such teaching- 
priority will not be interpreted as excluding students 
from the other school from participating in the teach¬ 
ing activities of the service. 

Student Teaching Priority 
Assignments 

University of Maryland Johns H opkins U niversity 

Anesthesiology Medicine 

Obstetrics & Gynecology Pathology 

Radiology Pediatrics 

Psychiatry 

“The Johns Hopkins University School of Medi¬ 
cine will continue to have teaching priority on the 
surgical service during the tenure of the present 
Chief of Service. The University of Maryland School 
of Medicine will then have the option of assuming 
teaching priority on this service. Integration of 
functions among the services is of paramount im¬ 
portance. Inter-service coordination necessitates con¬ 
sideration of the effect of a change in any priority 
assignment on priorities on all services. 

“Vacancies in the position of Chief of Service will 
be filled in accordance with the following procedure: 

(1) A Chief of Service will be nominated by a 
committee on which there will be equal representa¬ 
tion from the University of Maryland School of 
Medicine, the Johns Hopkins University School of 
Medicine, and the Baltimore City Hospitals. 

(2) The committee member from the University 
of Maryland School of Medicine and the Johns Hop¬ 
kins University School of Medicine will be designated 


by the respective schools. The committee member 
from the Baltimore City Hospitals will be a Chief 
of Service and will be appointed by the Chairman of 
the Medical Advisory Board. Each of these commit¬ 
tee members shall have the right to vote. 

(3) The representative of the medical school with 
priority will be chairman of the committee. The 
Director of Baltimore City Hospitals will serve as 
secretary of the committee but will not have the 
right to vote. 

(4) Nominations will be unanimous. Each member 
of the committee with the right to vote shall have 
the power to veto. Nominations so made will be 
subject to the approval of the governing bodies of 
the faculties of the two medical schools to ensure 
the faculty status of the nominee at one or both 
medical schools and transmitted subsequently to the 
Medical Advisory Board of the Baltimore City 
Hospitals for its action. 

(5) Upon approval of the Medical Advisory 
Board of the Baltimore City Hospitals, the nomina¬ 
tion will be transmitted to the Advisory Board of the 
Department of Public Welfare for its action. 

“Arrangements for salary supplementation by the 
medical schools in each instance will be negotiated 
between the candidate chosen and the medical schools 
in accordance with the stipulations of the Board of 
Estimates. 

“This statement of policy shall continue in force 
until terminated or modified by mutual agreement, 
or it may be terminated at the election of any of the 
parties at the expiration of twelve months from the 
date of service of a written notice by one of the 
parties, stating a desire to terminate same.” 

3. The Hospital has Separate Status 

Tn November, 1965, by vote of the people of 
Baltimore, the Baltimore City Hospitals was sepa¬ 
rated from its long association with the Baltimore 
City Department of Welfare and given separate 
status as the Department of Hospitals. The Hos¬ 
pital had prospered under the Department of 
Welfare and the separation was based more on the 
increasing size and importance of the Hospital 
than on any difficulty under the Department of 
Welfare. 

Department of Hospitals 

49. DEPARTMENT OF HOSPITALS—Organ¬ 
ization and Powers: 

(a) There shall be a Department of Hospitals, 
the head of which shall be the City Hospitals Com¬ 
mission whose membership shall include six appointed 
citizens who shall be informed as to the problems of 
hospital operation and the methods of hospital care, 
but who shall not be members of the medical or 
dental professions. They shall be appointed by the 
Mayor in the manner prescribed in Section 6 of 
Article IV and shall hold office as therein provided, 
except that they shall be appointed for terms of six 
years, two of them to expire at the end of every 
two years; provided that the first members shall be 
appointed to terms, two of which shall expire at 
the end of the first calendar year following the 
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calendar year in which the appointments are made, 
two of which shall expire at the end of the third 
calendar year following the calendar year in which 
the appointments are made, and two of which shall 
expire at the end of the fifth calendar year following 
the calendar year in which the appointments are made. 
In addition to those appointed, the Director of Wel¬ 
fare shall be a member of the Commission ex officio. 
The members of the Commission shall serve without 
compensation. The Mayor shall designate one appoint¬ 
ed member of the Commission as its Chairman and 
may, from time to time, withdraw such designation 
and designate some other appointed member as Chair¬ 
man of the Commission. 

(b) The City Hospitals Commission shall be re¬ 
sponsible for the organization and policy of the City 
Hospitals and shall make and put into effect such 
plans and procedures as in its judgment may be 
necessary or advisable to carry out the responsibilities 
of the City Hospitals, including the hospitalization 
and treatment of ill or injured persons, the carrying 
on of medical and health research, and the education 
of health personnel. 

(c) The Department of Hospitals shall have a 
Director who shall be appointed by the Mayor in 
the manner prescribed by Section 6 of Article IV 
and shall hold office as therein provided, except that 
his term of office shall be for six years and his 
appointment shall be made upon the advice and prior 
approval of the City Hospitals Commission; pro¬ 
vided, that, in the first instance, the person holding 
the position of Director of City Hospitals in the 
Department of Welfare shall become the Director 
of Hospitals on the applicable effective date as deter¬ 
mined under Article IX and shall serve in accord¬ 
ance with the provisions of the Charter relating to 
the Classified Civil Service. The Director shall be 
responsible for the proper conduct and operation of 
the Department and shall appoint such assistants, 
aides and employees as may be provided in the Ordi¬ 
nance of Estimates; provided, however, that the 
assistant directors, department heads, chiefs of serv¬ 
ices, and heads of any institution managed by the 
Department must first be approved by the City Hos¬ 
pitals Commission. 

Questions for the Future 

History teaches us that the formulae of the past 
are not adequate for the future; not only do the 
methods of meeting problems change, but the 
questions requiring answers are different. Follow¬ 
ing are some questions about the future which can 
be expected to arise in relation to the Baltimore 
City Hospitals. These questions have to do with 
potential financial and personnel resources avail¬ 
able to hospitals of the future, with attitudes 
toward, and goals of, medical care, and with the 
methods of carrying out these goals. 2 

1. Who will decide patient needs? 

At the present time, the purely medical needs of 
patients for diagnosis and treatment of acute 


“It is imperative that the training of our 
young doctors should, by high example, in¬ 
clude exposure to the fact that compassion 
and intellectualism can be combined without 
loss of scientific excellence. It is also im¬ 
perative that our system for the provision 
of medical care be so organized that the 
atrocities of medical neglect no longer occur. 
In this day of the somewhat tarnished image 
of the American physician, the modern depu¬ 
ties must speak out to end the unnecessary 
suffering of many of the chronically ill and 
aging and their anguished families. Is this a 
vain hope?” 9 



Mason Faulconer Lord, MD 

(1926-1965) 

Patron of the arts, community leader, philan¬ 
thropist and physician. BA, Princeton Univer¬ 
sity (1950); MD, Johns Hopkins University 
School of Medicine (1954); intern (1954- 
1955), assistant resident (1955-1957), resi¬ 
dent (1958-1959), Baltimore City Hospitals; 
first full-time chief, chronic and community 
medicine, Baltimore City Hospitals (1963- 
1965). 
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Now, now, Mrs. Forsythe, we’ve never lost a cold patient yet. 



When she’s experiencing acute discomfort from cold 
symptoms, it’s small wonder the patient becomes dis¬ 
tressed about her condition. 

She will breathe easier when you prescribe Novahistine LP. 
Novahistine LP is a long-acting decongestant that helps 
restore normal mucus secretion and ciliary activity- 
physiologic mechanisms which prevent infection of the 
respiratory tract. A dose of two tablets taken in the morn¬ 
ing and repeated in the evening will usually keep air 
passages clear for 24 hours. 

Use cautiously in individuals with severe hypertension, 
diabetes mellitus, hyperthyroidism or urinary retention. 


Caution patients who operate machinery or motor vehicles 
that drowsiness may result. 

Each Novahistine LP tablet contains: phenylephrine hydro¬ 
chloride, 25 mg., and chlorpheniramine maleate, 4 mg. 

PITMAN-MOORE Division of The Dow Chemical Company, Indianapolis 

Novmr ir 

For relief of nasal congestion. 



















































Wide-range bactericidal action 
for genitourinary infections 


new OMNIPEN 

(AMP ICILLIN) WYETH 


A penicillin that exhibits effectiveness within the gram¬ 
positive spectrum of penicillin G* and the gram-negative 
spectrum of chloramphenicol and the tetracyclines.* 

Active at foci of infections—kidney, ureter, bladder or 
urethra. 

Effective against many gram-negative and gram-positive path¬ 
ogens—thus may be valuable not only in genitourinary but 
also in common respiratory and gastrointestinal infections. 

Normally produces high and persistent levels in blood and 
high concentrations in bile and urine. 

Significant inherent stability. 

*Exclusive of penicillinase-producing bacteria. 


Indications: Urinary tract infections, especially those caused 
by E. coli, Proteus mirabilis, and Streptococcus faecalis and 
viridans ; respiratory infections caused by H. influenzae , 
pneumococci, streptococci, and nonpenicillinase-producing 
staphylococci; and gastrointestinal infections caused by 
Shigella and Salmonella , including Sal. typhosa. 



Contraindications: Hypersensitivity to penicillin; infec¬ 
tions due to penicillinase-producing staphylococci and other 
penicillinase-producing bacteria. 

Precautions: If allergic reaction occurs, discontinue ampi- 
cillin and administer epinephrine, corticosteroids, antihis¬ 
tamines and/or pressor amines as indicated. Transient moderate 


elevation of SCOT values of undetermined significance was 
noted in a few infants. Liver and kidney function as well as 
hematopoietic tests are advisable during therapy, particularly 
in infants. As with other antibiotics, precautions should be 
taken against gastrointestinal superinfection. Safety for use in 
pregnancy has not been established. 

Adverse Reactions : Occasional mild side 
effects as urticaria, skin rash, pruritus, 
diarrhea, nausea and vomiting. There have 
been no reports of blood dyscrasias, liver 
or kidney damage. Anaphylaxis has been 
reported. 

Composition: Capsules, 250 mg. 

American Hospital Formulary 
Service Category No. 8:12.16. 

Wyeth Laboratories Philadelphia, I 





■ Despite introduction of synthetic substitutes, efficacy of ‘Empirin’ 
Compound with Codeine remains unchallenged. 

‘Empiric® Compound with Codeine Phosphate gr. Vi No. 3 

Each tablet contains: Codeine Phosphate gr. V 2 (Warning—May be habit 
forming), Phenacetin gr. 2Vi, Aspirin gr. 3Vi, Caffeine gr. V 2 . 

Keeps the Promise of Pain Relief 

BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N.Y. 




disease (including the specialties) are being met 
at a high level. As newer expensive diagnostic 
methods are developed, as new specialties arise, 
costs will increase. Recently developed artificial 
hearts, artificial kidneys and cardiac pacemakers 
are forerunners of difficult, and therefore expen¬ 
sive, discoveries of the future. Is each patient to 
receive the best possible treatment, or are criteria 
to be set up (for example, in the case of possible 
use of the artificial kidney) as to who is eligible 
for certain treatments ? Who will make these deci¬ 
sions ? 

In the care of patients with chronic diseases, 
there are social, housekeeping and hotel functions 
which are not purely medical, but bear on the 
medical care of the patient. Who will decide what 
amenities the hospital shall offer ? 

Under Medicare, many of these decisions may 
rest on the Hospital Utilization Committee, but 
ultimately perhaps on the Federal Government. 

2. What is the Community or Federal Govern¬ 
ment willing to pay for Good Medical Care? 

Medical costs will continue to rise, particularly 
for care of patients with chronic diseases. This 
area is where medical care is farthest behind in 
nursing homes, rehabilitation, diversional activi¬ 
ties, mental diseases and alcoholism. The more 
severe the disability, the more costly and pro¬ 
longed the treatment—with smaller returns in 
terms of returning patients to productive capac¬ 
ities. 

Closely related to this question is, “What can the 
community or government afford to pay toward 
medical care?” Apparently it can pay whatever it 
is willing to pay if the “affluent society” contin¬ 
ues. 

It is a mistake, however, to put the problem of 
available resources purely in economic terms. 
Money alone does not insure good medical care. 
Human resources, in terms of people who are 
willing to spend their lives in all phases of hospi¬ 
tal work, must be attracted and satisfaction in the 
work must be supplied. The quality of care given 
depends upon the quality of hospital personnel in 
the lowest to the highest jobs. 

3. What will be the effect of the increasing 
trends toward specialization, bureaucracy and 
third party payments on medical care? 

Each of these movements arose in response to a 
problem. Specialization in the hospital and medi¬ 


cal school arose because one man could not be 
proficient in all fields and because there were 
enough patients collected in the hospital to allow 
the specialist to make a living dealing with select¬ 
ed patients. With specialization, concern with the 
disease rather than the patient resulted. 

Bureaucracy arose in an attempt to deal effi¬ 
ciently and rationally with large numbers of people 
by a common prescribed method. 3,1 

Third party payments arose out of the increas¬ 
ing effectiveness of medical diagnosis and treat¬ 
ment, a rise in expectations as to what health care 
could accomplish, the poor distribution of medical 
care, and the rise in cost of medical care. 

Each of these trends solved essential problems, 
but brought with it new difficulties. Together, all 
three have conspired to treat the patient as a thing 
rather than a person, to isolate the patient from 
essential emotion support, and to change the prac¬ 
tice of medicine from a vocation to a profession, 
with probable deleterious effects on the quality of 
those entering medicine. 

Postscript and Acknowledgements 

Hospital histories are written for various pur¬ 
poses : some in praise of famous men; some as 
apologias; some as preludes to financial drives; 
some in celebration of an anniversary; some to 
trace the development of scientific medicine. 

This history of the Baltimore City Hospitals 
has had a completely different purpose. It has 
been an attempt to understand the scientific, so¬ 
cial, cultural, philosophical and governmental 
forces which have influenced the evolution of an 
institution from an almshouse to a hospital. A 
hospital today can fulfill its purpose only when 
the community is sympathetic to its aims and is 
willing to make sacrifices to assure good medical 
care. Social forces shaping hospital care are rap¬ 
idly growing. It is important for the physician to 
understand these forces, if he is to channel his 
professional activities most effectively toward bet¬ 
ter medical care. 

'f' ^ 'I 1 ^ 

The author would like to express his gratitude 
to Louis M. E. Krause, MD, for making available 
his collection of material on the Baltimore City 
Hospitals; to the late Drs. Alan M. Chesney and 
Maurice C. Pincoffs for their warm encourage- 
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ment; and to the Chiefs of Services at the Balti¬ 
more City Hospitals, Miss Lena Van Horn and 
Miss Myrtle Dooley, who read the manuscript and 
made helpful suggestions. 
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SQUIBB NOTES ON THERAPY 



Breast-feeding 
and the 

“modern mother” 


Despite a mild resurgence of interest in the impor¬ 
tance of breast-feeding a few years ago, many 
women today do not choose to nurse their young. 
This is for a variety of reasons —social, economic, 
cultural and sometimes medical. In such cases the 
physician’s task is to find the most suitable means 
of preventing lactation and easing the pain of breast 
engorgement. 


The means of therapy 

The value jf hormone therapy for this indication is 
of course well established. Both androgen and 
estrogen are known to inhibit the production and 
secretion of the lactogenic hormone by the anterior 
pituitary. As estrogen levels decline sharply at par¬ 
turition, lactogenesis is established. When androgen 
and estrogen are administered to the patient before 
the release of the lactogenic hormone lactation and 
breast engorgement are usually prevented. 

The time of therapy 

The time of administration of this combined medi¬ 
cation is crucial; it must be given early enough to 
suppress the pituitary prolactin and last long 
enough to permit physiologic readjustment during 
the puerperium. Excellent results are most often 
seen when therapy is administered before the onset 
of the second stage of labor. 


However, factors other than effectiveness must 
also be considered. The agent selected should not 
interfere in any way with parturition, subsequent 
uterine involution and the restoration of normal 
ovarian cyclic function. Furthermore, it should not 
cause rebound breast engorgement or other mani¬ 
festations of hormonal imbalance. 

A balanced formulation 

Providing single-dose therapy for the prevention of 
lactation and breast engorgement, Deladumone OB 
is a potent androgen-estrogen combination with a 
prolonged action. The optimal balance of andro¬ 
genic and estrogenic hormones achieved in this 
preparation minimizes the disadvantages inherent 
in single hormone therapy, such as rebound breast 
engorgement. Involution of the uterus and resump¬ 
tion of menstrual cycles are not affected. 

As reported in a recent published study (Roser, 
D. M.: Obstet. & Gynec. 27:73, 1966), Deladu¬ 
mone OB provided good suppression of breast en¬ 
gorgement in 95.3% and suppression of lactation 
in 81.1% of 86 obstetrical patients. These results 
are in general agreement with those of many earlier 
investigations; in several studies this injectable an¬ 
drogen-estrogen combination proved to be superior 
to oral medication. 

Dosage: 

As a single injection of 2 cc. before the onset of the 
second stage of labor. 

Contraindications: 

Established or suspected mammary cancer or geni¬ 
tal malignancy. 

Precautions and Side Effects: 

Certain patients may be unusually responsive to 
either estrogenic or androgenic therapy. In such 
individuals virilization, uterine bleeding or masto- 
dynia may occur. 

Supply: 

Deladumone OB, providing 180 mg. testosterone 
enanthate and 8 mg. estradiol valerate per cc., is 
available in 2 cc. Unimatic® disposable syringes and 
in 2 cc. vials. Both preparations are dissolved in 
sesame oil, with 2% benzyl alcohol as a preservative. 
Before use, consult product literature for full pre¬ 
scribing information. 
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COMPONENT MEDICAL SOCIETIES 


^VnNE ARUNDEL COUNTY 

The Anne Arundel County Medical Society 
held its regular October meeting at the Coach¬ 
man’s Inn on Ritchie Highway on October 19. 
A good representation of the Society member¬ 
ship was present. Following the usual cocktail 
hour and dinner, the meeting was called to order 
by the president, Logan Holtgrewe, MD. W. J. 
Peebles, MD, Commissioner of Health for the 
State, was the speaker of the evening. He talked 
about the State Medical Aid Program, its prob¬ 
lems, and possible future developments. Dr. D. T. 
Boyd, assistant commissioner of health for Com¬ 
munity Health Services also made a few com¬ 
ments. A number of questions were raised from 
the floor and were discussed. 

In keeping with the by-laws, three new mem¬ 
bers, Drs. Charles Hargrove, Horace Cholmon- 
deley, and Robert O. Biern were elected to the 
Society as associate members. 

A system of radio paging and communications 
through an answering service was briefly men¬ 
tioned. It was suggested that interested individ¬ 
uals could contact Samuel Borssuck, MD, or the 
Annapolis Message Center for further details 
which would be available as soon as they were 
more clearly defined and worked out. It was sug¬ 
gested that this could help towards the ever grow¬ 
ing problem of reaching physicians outside their 
usual office hours. 

The annual election of officers will be held at 
the next regularly scheduled meeting and the nom¬ 
inating committee, consisting of Dr. Borssuck as 
chairman and four past presidents of the Society, 
were instructed to bring nominations to the So¬ 
ciety in accordance with the by-laws. 

Samuel Borssuck, MD 
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■ Washington county 

The Washington County Medical Society met 
at the Venice Motel on Thursday, September 
22, 1966, with members of the Washington 
County Bar Association and of the Washington 
County Ministerial Association as invited guests. 

Edward Davens, MD, Deputy Commissioner 
of Health for the State of Maryland, was the 
speaker. His topic was “Maryland’s Medical 
Assistance Program,” the program administered 
under the provisions of Title XIX of Public 
Law 89-97, better known as the Medicare Act. 

The second part of the program was devoted 
to a panel discussion on the interrelationship 
of law, medicine, and religion. Two lawyers 
and two clergymen participated on the panel, 
and William Beckner, MD, chairman of the 
Medico-Religious Committee of the Medical So¬ 
ciety, served as moderator. James W. Banks, 
MD, chairman of the Medico-Legal Committee 
of the Medical Society, served as co-chairman 
with Dr. Beckner in planning the joint meeting. 

Two members of the Medical Society were 
honored as past presidents of the Medical and 
Chirurgical Faculty of the State of Maryland. 
Bender B. Kneisley, MD, who served as presi¬ 
dent in 1954, and Robert vL. Campbell, MD, 
who served as president in 1965, were each pre¬ 
sented with a properly engraved plaque com¬ 
memorating the year of service. 

5fC 5{C 5^ % 

John W. Clark, MD, DDS, Hagerstown plas¬ 
tic and reconstructive surgeon, attended the In¬ 
ternational Meeting of the Latin American So¬ 
ciety of Plastic Surgery in Lima, Peru, October 
10 through 22. Dr. Clark presented two papers 
in Spanish, using illustrations and displays to 
supplement his lectures. His topics were “Re¬ 
pair of Facial Bone Fractures” and “Forehead 
Flaps.” 

Dr. Clark has been in private practice for 
the past five years in Hagerstown; he is mar¬ 
ried and has four children. Mrs. Clark and his 
two older children accompanied him on the trip. 

Dr. Clark is a diplomate of the American 
Board of Plastic and Reconstructive Surgery, 


and a fellow of the American College of Sur¬ 
geons and of the American Association of Maxillo¬ 
facial Surgeons. He is secretary of the Wash¬ 
ington County Medical Society. 

Two local physicians played prominent roles 
in the 20th annual meeting of the Heart Asso¬ 
ciation of Maryland held in Gaithersburg in 
October. 

John C. Stauffer, MD, a representative of 
the Washington County Heart Association, was 
installed as vice-president of the State associa¬ 
tion. 

Richard A. Young, MD, received the Heart 
Association’s silver service recognition award 
for outstanding service over the years to both 
the Washington County and Maryland groups. 

Charlotte R. Warden 
Executive Secretary 

w 

Wicomico county 

Walter J. Levinsky, MD, associate professor 
of Medicine at Temple University in Phila¬ 
delphia, was guest speaker at the October meet¬ 
ing of the Wicomico County Medical Society 
in Salisbury. Dr. Levinsky’s topic was “Psycho- 
Therapeutic Agents: Do’s and Don’ts.” 

At the business session of the October meet¬ 
ing, an amendment to the by-laws was approved 
which granted Executive Committee member¬ 
ship to all Society members who hold office or 
are members of the Council at the State level. 

Further business included a report on the 
public speaking seminar presented in Salisbury 
in late September by Smith Kline & French 
Laboratories. 

Mrs. Kit Hargreaves 
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Mode of Action of Antimicrobials 


An antimicrobial agent is useful if it can inter¬ 
fere with metabolic reactions of the microorgan¬ 
ism that do not exist in the host cells or, if they 
do, are not accessible by the drug. This phenom¬ 
enon is known as selective toxicity. There are 
three possible sites for the effect of antimicrobi¬ 
als, although it is possible for an antimicrobial 
agent to act on more than one of them. These sites 
are: 

1. The cell wall 

2. The cytoplasmic membrane 

3. The cytoplasmic metabolic processes 

1. Interference with the Formation of Cell Wall 

One of the fundamental ways that bacteria 
differ from animal cells is that each possesses a 
rigid cell wall which surrounds its cytoplasmic 
membrane. This cell wall is not to be confused 
with an additional covering, the capsule, present 
in certain bacteria. 

It is possible to remove the bacterial cell wall. 
What is left of the bacterial cell is then known as 
a protoplast. The protoplasts (or L forms) differ 
functionally from normal bacterial cells in that 
they have lost their resistance against osmotic 
lysis, a function ordinarily provided by the rigid 
cell wall. If one provides a delicately balanced 
osmotic medium for the protoplasts, they will 
continue to survive and multiply. 

Penicillin interferes with the formation of 
bacterial cell walls. It consequently produces a 


MOHSEN ZIAl, MD 
Associate Professor of Pediatrics 
The Johns Hopkins University School of Medicine 

lethal effect upon bacteria by making them suscep¬ 
tible to osmotic lysis. This action is exerted on the 
gram negative as well as the gram positive bac¬ 
teria, although to a lesser degree. If bacteria are 
kept from multiplying, penicillin will have no effect 
on them. Resistance to penicillin is due to the 
production of penicillinase, which destroys peni¬ 
cillin, although certain mutants are found that are 
not penicillinase producers, but are nevertheless 
resistant to the action of this drug. 

Novobiocin and bacitracin also act at this 
site, ie, on the cell wall. 

2. Damage to the Cytoplasmic Membrane 

The cytoplasmic membrane has an extremely 
important role in the life of the bacterial cell. It 
acts as a barrier which regulates the movement of 
various substances to and from the surrounding 
medium, thus controlling the permeability of the 
cell. It makes it possible for the bacterial cell to 
maintain far greater concentrations of certain 
metabolites, such as sugars and amino acids, with¬ 
in itself: this phenomenon produces a very high 
osmotic pressure. Important metabolic lesions can 
be produced on the bacteria by any damage to the 
cytoplasmic membrane. Examples of this mode of 
action are polymyxin, colistin, and streptomycin. 
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3. Interference with Cytoplasmic Metabolic 
Processes 

Several cytoplasmic metabolic processes of bac¬ 
teria can be deranged by antimicrobials. Some of 
these are only of academic interest and provide a 
method for studying normal cell physiology. Oth¬ 
ers are of practical importance in the treatment of 
infectious diseases. These are as follows: 

a. Inhibition of Protein Synthesis 

Chloramphenicol is the most extensively studied 
member of this group, although other antibiotics, 
eg, tetracyclines, erythromycin and streptomycin, 
also act in this general manner. Their exact mode 
of action is, however, different. Chloramphenicol 
is thought to work at the ribosomal phase of pro¬ 
tein synthesis, ie, preventing the normal attach¬ 
ment of genetic messenger RNA to ribosomes. 

b. Metabolic Analogues 

Sulfonamides were the first group of sub¬ 
stances to be used as effective antibacterial drugs. 
These compounds are structurally similar to para- 
aminobenzoic acid (PABA), which is essential as 
a building block in the synthesis of folic acid by 
certain bacteria. This structural similarity pro¬ 
duces confusion. Using the sulfonamides instead 
of PABA therefore prevents the multiplication of 
these pathogens. This mechanism of drug action is 
known as competitive inhibition. If the amount of 
PABA is increased, or the drug decreased, the 
quantitative effect will no longer be adequate. Such 
is the case in abscess cavities where tissue de¬ 
struction leads to excess availability of PABA. 

The mode of action of para-amino salicylic acid 
(PAS) is also through this mechanism. (See 
Figure). 

Antimicrobial Therapy of Non-bacterial Infections 

1. Viruses and Rickettsia 

One would expect no selective antimicrobial 
drug action against viruses and Rickettsia as these 
are obligate intercellular parasites. In clinical prac¬ 
tice, however, this is not the case. 

Rickettsial infections respond to tetracyclines 
and chloramphenicol, thus indicating that these 
drugs can penetrate into the host cells and selec¬ 
tively destroy the pathogen. Similar observations 
can be made with regard to certain virus infec¬ 
tions such as trachoma, lymphogranuloma venere¬ 
um and primary styptical pneumonia. 


2. Protozoa 

The mode of action of drugs against this group 
of pathogens is varied. Antitrypanosomal agents, 
for example, act through interference with nucleic 
acid synthesis in these organisms. In case of some 
other pathogens, such as E. histolytica, the drugs 
may act primarily on the host, making the envi¬ 
ronment that he provides for the parasite less 
favorable. 

3. Fungi 

Antifungal drugs generally act on the cytoplas¬ 
mic membrane. 
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Summary 

It is apparent from the foregoing discussion 
that antibiotics differ altogether from certain oth¬ 
er compounds such as antiseptics in their method 
of destroying the disease-producing organisms. A 
comprehension of the mechanisms involved in the 
interplay between the drug and parasite is impor¬ 
tant in taking an intelligent approach to chemo¬ 
therapy of infections. 
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Exercise Tests in Heart Disease 


“Thus use of exercise in clinical practice is the 
most neglected sector of medical therapy.” 1 

Exercise tests have a number of potential uses 
in clinical medicine. If there were a simple, repro¬ 
ducible and reliable test it could be used in the 
office or at the bedside to estimate cardiac per¬ 
formance. Unfortunately, however, there is no 
such test. 

Existing exercise tests may be used in difficult 
cases to obtain an objective measurement of per¬ 
formance, particularly in evaluation for oper¬ 
ation. They may also be used to estimate energy 
expenditure in certain jobs to determine whether 
the latter can be safely performed by patients with 
heart diseases. 2, 3 

Newman 4 has outlined an exercise program for 
bed patients following acute myocardial infarc¬ 
tion. These exercises could be used to measure 
exercise tolerance during the acute stage of heart 
disease, but most exercise tests are performed 
after recovery from myocardial infarction or 
when cardiac compensation is established. 

If a simple exercise tolerance test (such as 
walking up a flight of stairs) is administered 
carefully and used with the history and physical 
examination, it is estimated that, in 65% of the 
more difficult cases referred to a Work Evalua¬ 
tion Unit, the physician can give an accurate 
evaluation of what the patient can perform 
safely. 5 
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STEP TESTS 

Angina pectoris and shortness of breath are two 
symptoms warning that cardiac reserve is being 
overtaxed. The following are some of the stand¬ 
ardized step tests which are useful in estimating 
exercise tolerance and which may be applied to 
patients with heart disease: 

1. The Schneider Test 

In the early 1920’s, Schneider 6,7 described 
an exercise test useful to estimate “physical 
fitness” in army recruits. The test consisted of 
taking control pulse rates with the subject re¬ 
cumbent, standing and reclining. The subject 
then exercised by stepping up five 10)4 inch 
steps in 15 seconds. Following the exercise, the 
time required for the pulse to return to normal 
was recorded. A large number of presumably 
normal inductees were tested by this procedure 
and standards were derived. Unfortunately, a 
number of factors other than exercise tolerance 
affected the pulse rate, the test took too long to 
perform, and it was not standardized on cardiac 
patients. 

2. Master’s Two-Step Test 

Initially developed as an exercise tolerance 
test 8 or test of myocardial function, 9 the Mas- 
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ter Two-Step Test is now widely used as a 
standard stress test to elicit electrocardiograph¬ 
ic changes associated with insufficiency of coro¬ 
nary blood supply. 10 The original amount of 
stress was standardized on normal people of 
varying weights and ages, to conform with a 
standard return of pulse rate and blood pres¬ 
sure to the resting level within two minutes of 
the end of exercise. Ford and Hellerstein 11 
have shown that the test requires an oxygen 
consumption of about 6.8 times resting oxygen 
consumption. This is not a steady state type 
of exercise, and resembles most of the tasks 
performed in ordinary housekeeping or on the 
job. The amount of work is equal to that of 
stair climbing and is greater than the peak 
requirement of most non-laboring work. The 
Master's Two-Step Test was shown 11 to im¬ 
pose equal energy demands on patients of dif¬ 
ferent ages and weights and to be safe for 
patients with stable heart disease if done under 
careful supervision. The authors conclude that 


the physiologic and electrocardiographic re¬ 
sponse to the Master’s Test can provide a sound 
basis for counseling in regard to activities both 
at work and in ordinary daily activities. This 
is the best standardized exercise test for pa¬ 
tients with heart disease and is adequate for 
evaluation of exercise tolerance. 

3. Harvard Fatigue Laboratory Step Test 12 

This test has not been extensively used on 
patients with heart disease, probably because 
it is too vigorous. The scoring has been stand¬ 
ardized on normal young volunteers. It at¬ 
tempts to measure “physical fitness.” It is de¬ 
pendent on pulse rate taken one minute after 
a standardized step exercise. Its advantage is 
that a number can be obtained which relates 
pulse response to normal values. 

4. Baldwin, Cournand and Richard’s Step Test 

This test 13 has been well standardized on 
normals and extensively used in patients with 
respiratory diseases. It is easy enough to be 
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Table 1 

Comparison of Information Collected in Various Tests of Exercise Tolerance 

B = Measurement made at rest 

E = Measurement made during exercise 

R — Measurement made during recovery period 
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performed by patients who are short of breath, 
since it requires only 30 steps up and down 
a 20 cm step in one minute. Oxygen consump¬ 
tion, ventilation and pulse rate are measured 
at rest, during the exercise, and for each min¬ 
ute of the five-minute recovery period. In addi¬ 
tion, the arterial blood saturation is determined 
immediately after exercise, and the degree of 
dyspnea and ventilation during recovery are 
related to the maximal breathing capacity. The 
test measures ventilation and respiratory insuf¬ 
ficiency, but could be modified for use in pa¬ 
tients with heart diseases. 

5. Los Angeles Work Classification Unit Exer¬ 
cise Tolerance Test 14 

This test lasts for ten minutes, with 20 steps 
per minute up an eight-to-nine-inch step. Pulse 
rate, blood pressure, electrocardiography, signs 
and symptoms are recorded during exercise 
and/or for three minutes after exercise. 

The energy required for the test is four to 
five times basal level and is carried on for a 
longer period than the other tests. 

6. Physical Fitness Index (Step-test method) 

Bruce 15 has described a step test at 20 times 
per minute for 10 minutes in which the aver¬ 
age respiratory rate per minute of exercise and 
the cumulative heart rate for the first three 
minutes of recovery are measured. Physical 

T , E (k 1 ) ' S 

fitness Index (step-test) V 

(r 1 ) (c) 20 

where E is time of exercise (10 minutes), k 1 is 
10,000, r 1 is average respiratory rate during 
exercise, c is cumulative heart rate during first 
three minutes of recovery. S is the number of 
steps per minute. This test has the advan¬ 
tage of requiring no complicated equipment 
and of giving a number which may be com¬ 
pared to normal values. 

Step tests are simple, are safe if performed 
under supervison by a physician, and give the 
information needed to prescribe amount of exer¬ 
cise. All except the Plarvard Fatigue Laboratory 
Step Test require interpretation of the findings 
and the symptoms by a physician. The Harvard 
test has not been widely applied to patients with 
heart disease, but has the possible advantage of 
allowing quantitative comparisons with normals 
and other patients. Whether so complex an activi¬ 
ty as exercise tolerance in a patient with heart 


disease can be quantitated in a significant man¬ 
ner remains to be seen. 

Since most ordinary daily work consists of 
intermittent non-steady state exercise with peaks 
of energy expenditure, non-steady state exercises 
may be more valuable for predicting safe exertion 
than the steady state tests. 


TREADMILL TESTS 

Although treadmills are somewhat more expen¬ 
sive and unwieldy than steps, they are preferable 
for precise work. Skill and training factors are 
not as important on the treadmill and the patient 
does not have to keep time in stepping. Following 
are two treadmill tests: 


1. The Physical Fitness Index (Treadmill 
Method) 


Over a number of years Bruce 16 has been 
attempting to standardize a test for physical 
fitness which may be applied to patients with 
heart disease. The test requires 10 minutes of 
walking on a treadmill at a 10 °/o grade at 1.7 
mph. Signs and symptoms, electrocardiogram, 
pulse, blood pressure and oxygen consumption 
are determined during exercise and during three 
minutes of recovery. The Physical Fitness In- 

, (E) (r) (100) , Jf , 

dex =- - -- where L is the duration of 


exercise (usually 10 minutes), r is average 
difference between inspired and expired oxygen 
percent during exercise (FIOo — FEO2) and C 
is the cumulative heart rate for the first three 
minutes of recovery. A normal PFI is from 13 
to 26. 

Class III and IV cardiac patients generally 
cannot complete the full 10 minutes. Class II 
patients can generally complete the exercise, but 
may have some dyspnea of moderate intensity. 
Class I patients usually show slight, if any, 
symptoms. Electrocardiographic changes are 
frequent in Classes III and IV. The actual time 
the patient can walk on the treadmill is the most 
important measurement. Completion of the test 
without severe dyspnea requires energy equiva¬ 
lent to ordinary laboring work in industry. 


2. Estimation of maximal oxygen consumption 

If it were possible to determine easily, the 
measurement that would be most helpful in 
estimating work potential would be maximal 
oxygen consumption in a steady state. This 
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measurement is directly related to maximal 
energy expenditure and maximal cardiovascular 
function in normals 17 ’ 18 as well as in patients 
with heart disease. 19 Methods have been per¬ 
fected for this determination in normal men 
on treadmills, 20 but it has been difficult to per¬ 
form this test in patients with heart disease be¬ 
cause maximal exertion is considered dangerous. 
Since a number of variables besides oxygen 
consumption increase during exercise, it might be 
possible to take several levels of mild exertion and 
predict maximal oxygen consumption in patients 
with heart disease. This prediction has been at¬ 
tempted in a limited number of healthy young 
men, 20 but the results have not been completely 
reported. 

Wyndham and Ward 21 have attempted to esti¬ 
mate maximal oxygen intake in patients with 


heart disease by measuring pulse rate and oxygen 
consumption a low work levels, and extrapolating 
to a pulse rate of about 200 per minute, with the 
assumption that oxygen consumption is maximal 
at this heart rate. 

Another approach would be to predict maximal 
minute ventilation from the maximal breathing 
capacity performed at rest. Dripps and Comroe 22 , 
have reported a mean expiratory minute volume at 
peak oxygen consumption of 66% of mean maxi¬ 
mal breathing capacity in normal men from 21 to 26 
years of age. Slonim, Gillespie and Harold 20 give 
a value of 83% of mean maximal breathing ca- ] 
pacity as the point of peak oxygen consumption 
for their normal subjects. Whether these figures 
are applicable to patients with heart disease is not 
yet known. 


Functional Classification 

Approximate Allowable 
Maximal Calories/Minute 
Expenditure in Non-Steady 
State Exertion 

Activities of Intermittent Nature in Order 
of Descending Exertion 

1 

No Restriction of 
Ordinary Activities 

4-6.6 

Carrying up to 50 pounds, heavy carpentry, 
sawing soft wood, walking 3.75 mph, danc¬ 
ing, bedmaking, golfing, swimming (20 yds 
per min), wheel barrow (115 pounds at 2.5 
mph), hanging wash, bowling, showering, 
mopping (standing), plastering, playing 
drums, vacuuming rug (4 ft/sec) 

II 

Slight Restriction of 
Ordinary Activities 

2.7 to 4 

Making beds (not stripping linens), clean¬ 
ing windows, scrubbing floors, walking 2.5 
mph, using bed commode, dressing, washing, 
shaving, industrial finishing and lathe turn¬ 
ing, volley ball, motor cycling, kneading 
dough, laboratory work, sheet metal work, 
slow horseback riding, canoeing 2.5 mph, 
washing small clothes, cobbling shoes, in¬ 
dustrial machine sewing, driving car, fac¬ 
tory assembly work, radio assembly, playing 
violin. 

III 

Marked Restriction of 
Ordinary Activities 

1 to 2.7 

Washing and dressing, vacuuming rug (3 
ft/sec), playing piano, light machine work 
(engineering), polishing furniture, wheel¬ 
chair propulsion, recreational painting (stand¬ 
ing), armature winding, wringing clothes 
by hand, playing cards, walking 1.1 mph, 
weaving (floor loom). 

IV 

Severe Restriction of 
Physical Activities 

1 Calorie/min. 

Sitting or resting supine. 

Table 2 

Functional Classification of the American Heart Association 
and Caloric Cost of Certain Activities 23,21 
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SUMMARY 

For at least 45 years physicians have been 
trying to develop a simple office test of exercise 
which will give a reliable measure of cardiac 
performance. Unfortunately such tests as have 
been designed require either too much time or 
expensive equipment. Until such a time as an 
ideal test is designed, that of walking the patient 
up a flight of stairs and observing his pulse and 
degree of dyspnea is usually adequate. Patients 
who need more precise testing for job placement 
or for surgical evaluation may be referred to the 
Work Classification Unit of the Maryland Heart 
Association or to a hospital exercise physiology 
laboratory. 
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SQUIBB NOTES ON THERAPY 


MOLECULAR REMODELING- 

laboratory exercise or clinical necessity? 


More than twenty-five years have passed 
since the discovery of the diuretic activ¬ 
ity of sulfanilamide started pharmacol¬ 
ogists on a succession of molecular re¬ 
modelings to find the ideal diuretic. 

Diuresis—a sought-after clinical 
effect from an unwanted side effect 

It started in 1937 when a clinician re¬ 
ported that the administration of a sul¬ 
fonamide was sometimes accompanied 
by an unexplainable side effect—meta¬ 
bolic acidosis. 1 Three years later the 
side effect was explained. The sulfona¬ 
mide radical of sulfanilamide inhibited 
carbonic anhydrase, 2 the enzyme re¬ 
sponsible for converting carbon diox¬ 
ide and water to hydrogen ions and bi¬ 
carbonate ions. 

Later, other investigators showed by 
dog experiments that metabolic acidosis 
probably resulted when the inhibition of 
carbonic anhydrase upset the exchange 
of hydrogen and sodium ions, causing 
increased excretion of sodium as the 
bicarbonate. 3 

It was twelve long years after the 
first report of the unexplainable side 
effect (metabolic acidosis) that it was 
finally shown that large doses of sulfa¬ 
nilamide administered to edematous 
patients were indeed capable of pro¬ 
moting diuresis. 4 However, the possibil¬ 
ity of toxic effects from its prolonged 
use and its relatively weak diuretic ac¬ 
tion made it impractical for clinical use 
as a diuretic. 1 '' 

Because the inhibition of carbonic 
anhydrase seemed to be the key to ef¬ 
fective diuresis, investigators began to 
look for more potent enzyme inhibitors 
—in the hopes that they would be more 
effective diuretics. 

The most important of these early 
compounds, acetazolamide, enjoyed sev¬ 
eral years of fairly wide clinical use. 

Its carbonic anhydrase inhibitory ac¬ 
tivity was several hundred times greater 
than that of sulfanilamide. 0 The in¬ 
crease in inhibitory activity, however, 
increased not only the excretion of so¬ 
dium and bicarbonate ions, but also the 
excretion of potassium. 7 And, like its 
predecessor, acetazolamide precipitated 
mild acidosis. Its prolonged use could 
result in hypokalemic acidosis. 7 

The ‘thiazides’—an answer to the 
metabolic acidosis caused by 
carbonic anhydrase inhibition 

Despite the fact that the sulfonamide 


group appeared to be responsible for 
carbonic anhydrase inhibition which in 
turn appeared to be responsible for di¬ 
uresis, investigators began to synthesize 
compounds with structural alterations 
to the sulfonamide group. 

The first major breakthrough came 
with the synthesis of chlorothiazide. 
Altering the sulfonamide group did in¬ 
deed alter the ability of chlorothiazide 
to inhibit carbonic anhydrase—it was 
only 1/1 Oth as potent as acetazolamide 
in inhibiting the enzyme. 8 Despite the 
drop in inhibitory potency, however, 
chlorothiazide proved to be an effective 
diuretic—an observation that led to the 
conclusion that its diuretic action was 
due to some mechanism other than its 
action on carbonic anhydrase. 9 - 10 

For effective diuresis, chlorothiazide 
was administered in daily dosages rang¬ 
ing from 250 to 2000 mg. 11 It increased 
the excretion of sodium and chloride; 
and, to a lesser extent, potassium and 
bicarbonate. 11 The excretion of potas¬ 
sium appeared to be maximal at higher 
dose levels at which, theoretically, the 
carbonic anhydrase inhibitory effect is 
more active. 11 Its prolonged use, there¬ 
fore, could sometimes result in meta¬ 
bolic hypokalemic, hypochloremic al¬ 
kalosis. 7 

Naturetin—effective diuresis with 
more favorable electrolyte balance 

Other thiazides followed —with im¬ 
provements being aimed at two particu¬ 
lar areas: 1. attempts to increase di¬ 
uretic action in relation to the milli¬ 
gram potency of the drug, and 2. at¬ 
tempts at a more favorable sodium/ 
potassium ratio in the urine, i.e., to de¬ 
crease the excretion of potassium while 
maintaining the excretion of sodium. 12 

One of these, Naturetin, Squibb Ben¬ 
droflumethiazide, has made advances 
on both these points. "By adding a 3- 
benzyl radical to hydroflumethiazide a 
rather dramatic reduction in dose range 
is accomplished. With this drug, effec¬ 
tive sodium excretion is obtained with 



doses between 2.5 and 10 mg., which is 1 
a 200 to 1 ratio as compared to chloro-1 
thiazide...” 13 

Moreover, due probably to its virtual' 
lack of carbonic anhydrase inhibition, ' 
Naturetin (bendroflumethiazide) has, 
been shown to cause less potassium and 
bicarbonate loss and less alteration in 
urinary pH than either chlorothiazide] 
or hydrochlorothiazide. | 

Naturetin is outstandingly effectivej 
not only in establishing, but also in 
maintaining, excretion of retained fluid 
in edematous patients. And its duration 
of action is sufficiently prolonged to 
allow a single daily administration in 
most patients. Naturetin is also an ef-j 
feetive antihypertensive agent. 

Contraindications: Severe renal impairment; 

previous hypersensitivity. 

Warning: Ulcerative small bowel lesions have 
occurred with potassium-containing thiazide] 
preparations or with enteric-coated potassium 
salts supplementally. Stop medication if ab¬ 
dominal pain, distension, nausea, vomiting, or 
G.I. bleeding occur. 

Precautions: The dosage of ganglionic block¬ 
ing agents, veratrum, or hydralazine when 
used concomitantly must be reduced by at 
least 50% to avoid orthostatic hypotension. 
Electrolyte disturbances are possible in ciij 
rhotic or digitalized patients. 

Side Effects: Bendroflumethiazide may cause 
increases in serum uric acid, unmask diabetes, 
increase glycemia and glycosuria in diabetic 
patients and may cause hypochloremic alka¬ 
losis, hypokalemia; cramps, pruritus, paresthe¬ 
sias, and rashes may occur. 

Supplied: Naturetin (Squibb Bendroflumethia¬ 
zide) 5 mg. and 2.5 mg. tablets. Also available! 
Naturetin c K [Squibb Bendroflumethiazide 
(5 or 2.5 mg.) with Potassium Chloride (500 
mg.)]. For full information, see Product Brief; 

References: 1. Southworth, H.: Proc. Soc, 
Exper. Biol. & Med. 26:58, 1937. 2. Mann, T. 
and Keilin, D.: Nature 746:164, 1940. 3. Pitts,] 
R. F., and Alexander, R. S.: Am. J. PhysioLj 
144 : 239, 1945. 4. Schwartz, W. B.: New- Engl 
land J. Med. 246:173, 1949. 5. Friedberg, 
C. K., in Moyer, J. H., and Fuchs, M.: Edema] 
Mechanisms and Management, Philadelphia, 
W. B. Saunders Co., 1960, p. 259. 6. Cum-j 
ming, J. R.; Tabachnick, E., and Seelig, M., in 
Moyer, J. H., and Fuchs, M.: op. cit., p. 2541 
7. Werko, L., in Moyer, J. FI., and Fuchs, M.l 
op. cit., p. 188. 8. Beyer, K. H., Jr., in Moyer,n 
J. FI., and Fuchs, M.: op. cit., p. 274. 9. MarcnJJj 
T. H., and Wiley, C. E.: J. Pharmacol. 
Exper. Therap. 742:230, 1964. 10. Earley,* 

L. E„ and Orloff, J.: Ann. Rev. Med. 75:149,1 
1964. 11. Fuchs, M., and Mallin, S. R., in r 
Moyer, J. H., and Fuchs, M.: op. cit., p. 276.1 
12. Ford, R. V., in Moyer, J. H., and Fuchs,! 

M. : op. cit., p. 290. 13. cited in Fuchs, M., and! 
Mallin, S. R. (ref. 11): op. cit., p. 283. 


Naturetin" 

SQUIBB BENDROFLUMETHIAZIDE] 

to reduce excess fluid 

or high blood pressure, 


Squibb 



'The Priceless Ingredient’ of every produdj 
is the honor and integrity of its fnaken I 




















This tiny amount 
of active ingredient 

Provides 

secure 

& protection 
| against 
/ pregnancy 


Massive .worldwide 
clinical experience 

Weight gain as infrequent 
as weight loss 

New freedom from 
undesirable effects 


New low cost 


Contraindications— Mammary or genital carcinoma should be 
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cautiously to patients with a history of renal or cardiovascular 
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Additional means of contraception should be used during the 
first seven days of Ovulen administration in the first treated cycle, 
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tend to diminish markedly or disappear after the first cycle of 
treatment. Some of these side actions have required discontinu¬ 
ance of the drug. 
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>ry, urinary tract and others —in the young and aged — 
le acutely or chronically ill —when the offending organ- 
ms are tetracycline-sensitive. 

ontraindication— History of hypersensitivity to demethyl- 
hlortetracycline. 

laming— In renal impairment, usual doses may lead to 
xcessive systemic accumulation and liver toxicity. Under 
uch conditions, lower than usual doses are indicated 
nd, if therapy is prolonged, serum level determinations 
nay be advisable. A photodynamic reaction to natural or 
rtificial sunlight has been observed. Small amounts of 
Irug and short exposure may produce an exaggerated 
unburn reaction which may range from erythema to 
evere skin manifestations. In a smaller proportion, pho- 
oallergic reactions have been reported. Patients should 
ivoid direct exposure to sunlight and discontinue drug at 
he first evidence of skin discomfort. 

Precautions and Side Effects — Overgrowth of nonsuscep- 
ible organisms may occur. Constant observation is essen¬ 


tial. If new infections appear, appropriate measures 
should be taken. Use of demethylchlortetracycline during 
tooth development (last trimester of pregnancy, neonatal 
period and early childhood) may cause discoloration of 
the teeth (yellow-grey-brownish). This effect occurs mostly 
during long-term use but has also been observed in short 
treatment courses. In infants, increased intracranial pres¬ 
sure with bulging fontanels has been observed. All signs 
and symptoms have disappeared rapidly upon cessation 
of treatment. Side reactions include glossitis, stomatitis, 
proctitis, nausea, diarrhea, vaginitis and dermatitis. If 
adverse reaction or idiosyncrasy occurs, discontinue med¬ 
ication and institute appropriate therapy. Anaphylactoid 
reactions have been reported. 

Average Adult Daily Dosage: 150 mg q.i.d. or 300 mg b.i.d. 
Should be given 1 hour before or 2 hours after meals, 
since absorption is impaired by the concomitant admin¬ 
istration of high calcium content drugs, foods and some 
dairy products. 

Capsules: 150 mg; Tablets: film coated, 300 mg, 150 mg, 
and 75 mg of demethylchlortetracycline HCI. 
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Many overweight patients 
can benefit from the appetite 
control provided by the sustained 
anorexigenic-tranquilizing 
action of BAMADEX SEQUELS: 
anorexigenic action of 
amphetamine; tranquilizing 
action of meprobamate; 
prolonged action through 
sustained release of 
active ingredients. 

Bamadex® Sequels® 

DEXTRO-AMPHETAMINE SULFATE (IS mg.I SUSTAINED RELEASE CAPSULES 
WITH MEPROBAMATE (300 mg.) 

to help establish 
a new dietary pattern 


Contraindications: Dextro-amphetamine sulfate: In 
hyperexcitability and in agitated prepsychotic 
states. Previous allergic or idiosyncratic reactions 
to meprobamate. 

Precautions: Use with caution in patients hypersensi¬ 
tive to sympathomimetic compounds, who have 
coronary or cardiovascular disease, or are severely 
hypertensive. 

Dextro-amphetamine sulfate: Excessive use by un¬ 
stable individuals may result in psychological 
dependence. 

Meprobamate: Careful supervision of dose and 
amounts prescribed is advised, especially for pa¬ 
tients with known propensity for taking excessive 
quantities of drugs. Excessive and prolonged use in 
susceptible persons, e.g. alcoholics, former addicts, 
and other severe psychoneurotics, has been re¬ 
ported to result in dependence on the drug. Where 
excessive dosage has continued for weeks or months, 
reduce dosage gradually. Sudden withdrawal may 
precipitate recurrence of preexisting symptoms such 
as anxiety, anorexia, or insomnia; or withdrawal re¬ 
actions such as vomiting, ataxia, tremors, muscle 
twitching and, rarely, epileptiform seizures. Should 
meprobamate cause drowsiness or visual distur¬ 
bances, reduce dosage and avoid operation of 
motor vehicles, machinery or other activity requir¬ 
ing alertness. Effects of excessive alcohol consump¬ 
tion may be increased by meprobamate. Appropri¬ 
ate caution is recommended with patients prone to 
excessive drinking. In patients prone to both petit 
and grand mal epilepsy meprobamate may precipi¬ 
tate grand mal attacks. Prescribe cautiously and in 
small quantities to patients with suicidal tendencies. 
Side Effects: Overstimulation of the central nervous 
system, jitteriness and insomnia or drowsiness. 
Dextro-amphetamine sulfate: Insomnia, excitability, 
and increased motor activity are common and ordi¬ 
narily mild side effects. Confusion, anxiety, aggres¬ 
siveness, increased libido, and hallucinations have 
also been observed, especially in mentally ill pa¬ 
tients. Rebound fatigue and depression may follow 
central stimulation. Other effects may include dry 
mouth, anorexia, nausea, vomiting, diarrhea, and 
increased cardiovascular reactivity. 

Meprobamate: Drowsiness may occur and can be 
associated with ataxia; the symptom can usually be 
controlled by decreasing the dose, or by concomi¬ 
tant administration of central stimulants. Allergic or 
idiosyncratic reactions: maculopapular rash, acute 
nonthrombocytopenic purpura with petechiae, ecchy- 
moses, peripheral edema and fever, transient leu¬ 
kopenia. A case of fatal bullous dermatitis, following 
administration of meprobamate and prednisolone, 
has been reported. Hypersensitivity has produced 
fever, fainting spells, angioneurotic edema, bron¬ 
chial spasms, hypotensive crises (1 fatal case), 
anuria, stomatitis, proctitis (1 case), anaphylaxis, 
agranulocytosis and thrombocytopenic purpura, and 
a fatal instance of aplastic anemia, but only when 
other drugs known to elicit these conditions were 
given concomitantly. Fast EEG activity, usually after 
excessive dosage. Impairment of visual accommo¬ 
dation. Massive overdosage may produce drowsi¬ 
ness lethargy, stupor, ataxia, coma, shock, vaso¬ 
motor and respiratory collapse. 
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Kenneth B. Lewis, MD —Editor 


CONSTRICTIVE PERICARDITIS 


Constrictive pericarditis is an uncommon disor¬ 
der and frequently difficult to diagnose. In the 
patient with a small quiet heart, high venous 
pressure, pulsus paradoxus, ascites, edema and 
calcium in the pericardium, constrictive pericardi¬ 
tis is easily diagnosed. In our experience, howev¬ 
er, this textbook description of constrictive peri¬ 
carditis is rarely encountered. 

Because the disease results in considerable disa¬ 
bility and mortality, and because surgical therapy 
is effective, it is important to establish the diagno¬ 
sis, but despite the presence of good clues, it is 
easily overlooked. 

The jugular venous pressure is raised in con¬ 
strictive pericarditis because diastolic filling of the 
ventricle is hampered. Elevated venous pressure 
is, therefore, the most consistent physical finding 
in constrictive pericarditis. The pathologic anato¬ 
my of constrictive pericarditis adequately explains 
these physiologic derangements, ie, fibrous tissue 
encases the heart and limits diastolic expansion of 
the ventricles resulting in an inadequate cardiac 
filling at a markedly elevated filling pressure. The 
ventricular pressure pulse characteristically ex¬ 
hibits an initial early diastolic dip followed by a 
plateau throughout the remainder of diastole (see 
Figure). 

On auscultation, an early protodiastolic sound, 
known as a pericardial knock, is frequently heard 
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in constrictive pericarditis. This sound is pro¬ 
duced by the abrupt halt in filling, early in dias¬ 
tole, and coincides with the sudden upswing of the 
ventricular pressure to its diastolic plateau (see 
Figure). 

Problems in diagnosis arise for the following 
reasons: (1) the diagnosis is not considered, (2) 
primary manifestations of constrictive pericarditis 
are obscured by secondary symptoms and physical 
findings simulating other diseases, and (3) the 
presence of other cardiac disease may obscure the 
fact that constrictive pericarditis is also present. 
The following case summaries will serve to illu¬ 
strate some of the pitfalls one encounters with 
constrictive pericarditis. 

1. Diagnosis not considered 

A 31-year-old physician’s wife was seen with a seven- 
month history of ascites and ankle edema. She had con¬ 
sulted several physicians and had received a variety of 
treatments prior to her admission to the hospital for 
evaluation. On the admission examination, she had 
ascites, hepatomegaly and edema. In addition, venous 
pressure was elevated and an apical third heart sound 
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Intravascular pressure tracings in a normal patient 
(upper) and a patient with constrictive 
pericarditis (lower). 

The lower tracings demonstrate the inability of the ventricle to expand properly; 
the ventricles are filled to their limit very quickly (diastolic dip), resulting in a 
rapid rise of the ventricular pressure (diastolic plateau), which 
in turn elevates the atrial and venous pressures. 


was present. The differential diagnosis during the early 
portion of the examination included inferior vena caval 
obstruction, primary liver disease, hypothyroidism, 
chronic renal disease, intra-abdominal neoplasm with 
lymph node compression and lymphoma. Initially cardiac 
disease was not considered. Persistence of elevated 
venous pressure following diuresis prompted strong con¬ 
sideration of constrictive pericarditis. Successful peri- 
cardiectomy was performed. 

This patient demonstrates the fact that a wide 
variety of diseases may be confused with constric¬ 
tive pericarditis, despite the fact that all facets of 
the clinical history are well explained by the 
presence of constriction. 

2. Primary manifestations of constriction obscured 

by secondary symptoms and physical findings 

A 27-year-old Lebanese bank clerk was felt to have 


had acute rheumatic fever and was considered for a 
twelve-year period to have rheumatic heart disease. Dur¬ 
ing the three years prior to admission, he developed con¬ 
gestive heart failure and obtained only partial relief with 
usual therapeutic measures. At the time of admission to 
our hospital, he presented as quite an obese man with atrial 
fibrillation, elevated jugular venous pressure and an early 
diastolic adventitious sound, hepatomegaly and ankle 
edema. It was felt his atrial fibrillation and early 
diastolic sound (the pericardial knock) were explicable 
on the basis of constrictive pericarditis and that no val¬ 
vular disease was present. At catheterization, this proved 
to be correct and he successfully underwent pericardiec- 
tomy. Repeat catheterization one year following peri- 
cardiectomy revealed some restrictive abnormalities of 
the heart although he was markedly improved. 

This patient demonstrates the confusion that 
can arise on the basis of the physical findings. In 
this instance, the pericardial knock was felt to be 
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the opening snap of mitral stenosis and the atrial 
fibrillation was thought to be secondary to his 
rheumatic heart disease. A large percentage of 
individuals with constrictive pericarditis develop 
atrial fibrillation if the disease is untreated for a 
long period of time. This is due to the fact that 
the sinus node is directly involved by the patholo¬ 
gy in the pericardium. In addition, myocardial 
atrophy, or at least some degree of myocardial 
dysfunction, may persist after successful peri- 
cardieetomy if the constriction has been present 
for a long period of time. 

3. Other cardiac disease obscuring the presence of 

constrictive pericarditis 

A 25-year-old male construction worker with a heart 
murmur from infancy was admitted to the hospital when 
he developed pneumonia and was found to have cardio- 
megaly and congestive failure. On physical examination, 
he had right ventricular hypertrophy and auscultatory 
findings of atrial septal defect. Hepatomegaly and ascites 
were also present. His congestive failure proved ex¬ 
tremely refractory to all varieties of treatment. Cardiac 
;atheterization confirmed the clinical suspicion that an 
atrial septal defect was present. In addition, there was 
marked elevation of diastolic pressures throughout the 
heart, a most uncommon hemodynamic finding for an 
atrial septal defect. Even after this catheterization, con¬ 
strictive pericarditis was not considered to be present. 
Following a prolonged period of hospitilization and con¬ 
tinuing congestive failure, however, a thoracotomy was 
undertaken, constriction was found to be present and, 
following relief of constriction, the patient has been to¬ 
tally asymptomatic despite the fact that the atrial septal 
defect persists. 

This patient demonstrates the fact that the 
presence of other cardiac disease may make it 
extremely difficult to think of and diagnose con¬ 
strictive pericarditis even though the constrictive 
pericarditis is presenting the major hemodynamic 
burden to proper cardiac function. There is no 
definite relationship between congenital heart dis¬ 
ease such as atrial septal defect and constrictive 
pericarditis, but in this case the two were associ¬ 
ated and the constriction was by far the most 
important insofar as clinical symptomatology is 
concerned. 

* * * * 

We have seen other patients presenting difficult 
diagnostic problems, (1) rheumatic heart disease 
with mitral stenosis and associated constrictive 
pericarditis, (2) constrictive pericarditis present¬ 
ing as protein-losing enteropathy, and (3) local¬ 


ized constrictive pericarditis masquerading as per¬ 
icardial tumor with tricuspid obstruction. In every 
instance, however, carefully considering the diag¬ 
nosis of constrictive pericarditis in individuals 
who have elevated venous pressure without readi¬ 
ly evident cause, greatly facilitates one’s ability to 
establish the diagnosis promptly. 

Constrictive pericarditis is a disease of multiple 
etiology and in review of eleven proven cases we 
have seen recently, we were able to establish an 
etiology in none of them. Tuberculosis was 
formerly a cause in 20% to 25% of the cases. 
Histoplasmosis and other varieties of granulo- 
mous diseases account for some cases of constric¬ 
tion. Trauma, probably viral pericarditis, and a 
variety of other etiologies may result in constric¬ 
tion after a long period following the original 
insult. 

Pericardiectomy is an extremely effective treat¬ 
ment for constrictive pericarditis and with current 
surgical techniques carries a very low mortality. 
The key to successful surgical therapy is early 
intervention, prior to the time that secondary 
myocardial changes have occurred or before irre¬ 
versible changes are present in the liver from 
longstanding severe venous congestion. Proper 
interpretation of cardiac findings, careful determi¬ 
nation of venous pressure, and continued search 
until these findings are satisfactorily explained, 
will lead to the diagnosis of this uncommon but 
interesting and important disorder. 

REFERENCES 

1. Isaac, J. P.; Carter, B. N.; and Haller, J. A.: Experimental 
pericarditis: the pathologic physiology of constrictive peri¬ 
carditis, Bull Johns Hop Hosp 90:259, 1952. 

2. Jarnum, S.: Constrictive Pericarditis as a Cause of Hypo- 
proteinemia, Protein-Losing Gastroenteropathy, Philadelphia: 
F. A. Davis, 1963 pp 187-190. 

3. Klaster, F. E., et al: Hemodynamic studies following peri¬ 
cardiectomy for constrictive pericarditis, Circulation 32:415, 
1965. 

4. Paul, O.; Castleman, B.; and White, P. D.: Chronic con¬ 
strictive pericarditis: a study of 53 cases. Am J Med Sci 
216:361, 1948. 

5. Shabeti, R.; Fowler, N. O., et al: Pulsus paradoxus. J 
Clin Invest 44:1882, 1965. 

6. Wood, P.: Chronic constrictive pericarditis (studies on 40 
patients), Am J Cardiol 7:48, 1961. 


118 


Maryland State Medical Journal 





From the Subcommittee on Alcoholism of the Medical and Chirurgical Faculty of the State of Maryland 


r~ 

Sedation of Alcoholics with Non-depressing Compounds 


It is a well-known fact that addictive (and that 
means also excessive) drinkers, when admitted to 
a hospital at the end of a drinking spree, suffer 
from marked tension, restlessness, apprehension, 
and feelings of guilt. For these reasons, they have 
a great need for sedatives, hypnotics and other 
tranquilizers, all depressants of the central nerv¬ 
ous system. 

Unfortunately, alcoholic beverages, especially 
in excessive amounts, are depressants of the cen¬ 
tral nervous system also. Thus, the medications 
desired by the patients are bound to increase the 
already existing depression of the central nervous 
system to a sometimes serious extent. 

All this was the reason that, for many years, 
physicians dealing with acutely intoxicated pa¬ 
tients have aimed at reducing their need for de¬ 
pressants by the use of various non-depressing 
therapeutics and procedures. Such an agent was a 
combination of a sympathetic and parasympathet¬ 
ic depressant, such as bellafoline-gynergen 1 com¬ 
bination, without any outright sedative drug. An¬ 
other such therapeutic procedure in this line was a 
subshock dose of insulin 2 followed by glucose and 
thiamine. 

More recently, another attempt was made to 
keep the depression of the central nervous system 
as moderate as possible by applying monosodium 


This article first appeared in the Special Report 
series of the North American Association of Alcoholism 
Programs, August 1966. Reprinted by permission. 


JOSEPH THIMAm, MD 
Medical Director 
Washingtonian Hospital, Boston 

1-glutamate* without any other chemical com¬ 
pounds or, if necessary, combined with moderate 
amounts of hypnotics, sedatives or tranquilizers in 
withdrawal phase of acute alcoholism. 

Material 

The pharmaceutic material and its method of 
action have been described very adequately by H. 
Waelsh 3 : “L-Glutavite is a nutritive supplement 
and consists of a fine, yellowish granular powder 
containing the ingredients monosodium 1-gluta¬ 
mate plus vitamins of the B group and iron. 

“It is presumed that the glutamate, after ab¬ 
sorption, appears in the blood stream as glutamic 
acid and that it is the main ingredient affecting 
cerebral metabolism. Its participation in the Krebs 
cycle and carbohydrate metabolism constitutes the 
main source of metabolic energy for nervous 
tissue. The vitamins plus iron may contribute 
toward correcting nutritional deficiencies that fre¬ 
quently are found in alcoholics. Extensive studies 
of glutamic acid-glutamine metabolism on brain 
physiology reveal the importance of these amino 
acids and their derivatives on the functioning of 
the nervous system.” 

( continued ) 

*L-Glutavite (Crookes-Barnes Laboratories, Inc.) 


December, 1966 


119 







Method of Study 

This study encompassed 100 patients admitted 
in the state of acute intoxication. All 100 patients 
were white. Of these, 50 served as the experimen¬ 
tal group, the other 50 as a control group. In the 
experimental group, there were 36 male and 14 
female patients; the ages ranged from 24 to 72 
years; 25 patients were first admissions, 25 were 
repeaters. The average length of hospitalization 
was seven days. Each patient received a teaspoon¬ 
ful of monosodium 1-glutamate three times a day, 
admixed with tomato juice or soup. 

Of the 50 experimental patients, one refused to 
take monosodium 1-glutamate after a one-day 
application. Of the remaining 49 experimental 
patients, eight required no additional medication 
except dilantin and vitamins. Their response to 
monosodium 1-glutamate alone was, both subjec¬ 
tively and objectively, very gratifying. 

The remainder of 41 experimental patients re¬ 
quired additional tranquilizers such as promazine, 
and hypnotics such as paraldehyde or veronal. In 
this group treated with a combination of monoso¬ 
dium 1-glutamate, hypnotics and sedatives, three 
patients developed side effects (nausea and dizz¬ 
iness, rash, muscular spasms). In these three 
patients monosodium 1-glutamate was discontin¬ 
ued. A total of 33 patients showed marked to 
complete recovery, nine patients showed moderate 
improvement. In one case, the patient’s cardiac 
condition clouded the therapeutic effect; in anoth¬ 
er case, concurrent drug addiction made it diffi¬ 
cult to judge the reduction of the alcoholic with¬ 
drawal symptoms. 

In the control group, there were 36 male and 14 
female patients. The ages ranged from 27 to 72 
years; 18 patients were first admissions, 32 were 
repeaters. The average length of hospitalization 
was seven days. In the control group, medication 
consisted of promazine, diazepoxide, paraldehyde, 
veronal, dilantin and vitamins. Of these patients, 
27 showed marked to complete recovery; 15 pa¬ 
tients responded moderately to the medication; 
five patients showed mild or no alleviation of their 
withdrawal symptoms; three patients left the hos¬ 
pital after only three days of hospitalization. 

One of these case histories will illustrate the 
favorable reaction to monosodium 1-glutamate: 

M.T., a 58-year-old widow, white, profes¬ 
sional person, was admitted May 13, 1965. It 


was her second admission to the hospital, after 
a six-day spree of excessive drinking preceded 
by a feeling of loneliness. Patient appeared to 
be moderately intoxicated (“I am much more 
intoxicated than 1 look”). No gross impairment 
of gait and speech, however, was observed; 
patient displayed a marked state of tremors and 
anxiety. There was a history of poor food 
intake during the last three days prior to admis¬ 
sion, and of poor sleep; no history of hallucina¬ 
tions, convulsive seizures or any psychosis. Pa¬ 
tient was oriented in all three spheres and 
cooperative. Shortly after admission, the pa¬ 
tient received seven grams monosodium 1-gluta- 
mate t.i.d., dilantin and vitamin B; shortly 
thereafter, patient was offered a regular dinner, 
ate with reasonable appetite and kept it down. 
During the first night, the patient slept spas¬ 
modically, but with no tremors noted. From the 
second day on, the anxiety subsided steadily, 
food intake continued to be adequate, insomnia 
decreased gradually, no rash or any other side 
effect was observed. Seven days after admis¬ 
sion, at the time of discharge, the patient 
showed a most adequate recovery with no evi¬ 
dence of any anxiety, tremors or insomnia. 

Conclusions 

Monosodium 1-glutamate appears to be a use¬ 
ful drug in the management of the alcoholic 
patient. It shortened the duration of the treatment 
with paraldehyde and other sedatives and thus 
hastened the recovery. 

The efficacy of the monosodium 1-glutamate as 
a method of reducing or possibly eliminating the 
need for alcohol would be revealed in a future, 
more prolonged study if the application of this 
compound would be continued for a period of, at 
least, six months after the termination of the 
hospitalization, with regular check-ups on an out¬ 
patient basis. 
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economy in 
office or hospital 
practice 
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Now you can prescribe as little or as much Synalar Cream 
0.01% as is needed for a particular therapeutic problem in a size 
that permits the greatest economy for your patient. The new 
15 Gm. tube, for example, is best suited for short-term therapy 
and for small sites. For more extensive body areas prescribe the 
45 Gm. tube-a size that's also ideal for your treatment table. And 
the 120 Gm. jar is most economical for hospital use. Thus, with 
Synalar Cream 0.01%, you have the superiority of a modern topi¬ 
cal corticosteroid shown to be more effective than 1% hydrocor¬ 
tisone 1 ' 3 plus the economy that makes therapy practical for use 
in more dermatologic conditions, in long-term maintenance, with 
occlusive dressings in resistant cases, and in extensive area 
involvement. 

Contraindications: Tuberculous, (ungal, and most viral lesions of the skin 
(including herpes simplex, vaccinia, and varicella). Not for ophthalmic 
use. Contraindicated in individuals with a history of hypersensitivity to any 
®! its components. Precautions: 1. General -Synalar Cream 0.01% is virtually 
nonsensitizing and nonirritating. Where severe local infection or systemic 
infection exists, the use of systemic antibiotics should be considered, based 
on susceptibility testing. While topical steroids have not been reported to 


have an adverse effect on pregnancy, the safety of their use on pregnant 
females has not absolutely been established. Therefore, they should not be 
used extensively on pregnant patients, in large amounts, or for prolonged 
periods of time. 2. Occlusive dressing mef/rocf-With occlusion of extensive 
areas, systemic absorption of the corticosteroid may occur, and suitable 
precautions should be taken. Occasional patients may show contact sensi¬ 
tivity to a particular dressing material or adhesive. Miliaria, folliculitis, or 
pyodermas have been seen infrequently with the use of this technique. The 
development of infection requires appropriate antibacterial therapy and dis¬ 
continuation of the occlusive dressing method. Local atrophy and striae 
have been reported with protracted occlusive dressing therapy. While lesion 
relapses can be expected to occur in many psoriatic patients, remissions 
may persist for several weeks to several months in favorable cases. The 
patient whose psoriasis is in an active stage, with recent appearance of new 
lesions, may not be a good candidate and may show early relapse. Some 
plastic films may be flammable, and due care should be exercised in their 
use. Similarly, caution should be employed when such films are used on or 
left near children to avoid the possibility of accidental suffocation. Side 
Effects: Side effects are not ordinarily encountered with topically applied 
corticosteroids. As with all drugs, however, a few patients may react unfa¬ 
vorably to Synalar under certain conditions. References: 1. Cahn, M. M., and 
Levy, E. J.: J New Drugs 1:262 (Nov.-Dec.) 1961. 2. Meenan. F. O.: J Irish 
Med Ass 52:75 (Mar.) 1963. 3. Robinson, H. M., Jr., Raskin, J., and Dunseath. 
W. J. R.: Southern Med J 56:797 (Jul.) 1963. 
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(norethindrone 2 mg. c mestranol 0.1 mg.) 


for multiple contraceptive action that has 
produced a record of unexcelled effectiveness 



no unplanned pregnancies 

Norinyl provides multiple action for 
maximum assurance of success. It does 
not depend on ovulation inhibition 
alone for contraceptive effectiveness. 
The mechanism of action of combined 
hormonal therapy results in ovulation 
inhibition reinforced by other protec¬ 
tive mechanisms, including a hostile 
cervical mucus 1 ' 13 and an acceleration 
of endometrial changes . 1 ' 3 * 7 ' 16 With 
Norinyl, no unplanned pregnancies 
have been reported to date when used 
as directed. 


inhibition of ovulation by means of 
2 time-proved hormonal agents 

production of a cervical mucus hostile to 
sperm motility and vitality 

creation of an endometrium unreceptive 
to egg implantation 
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plus important supportive 
benefits that help her through 
those critical early months 
of oral contraception 


low incidence of side effects 

Low incidence of BTB and spot¬ 
ting, nausea and amenorrhea 
tends to minimize side effect 
problems and increases patient 
cooperation. 

no confusion about dosage 

An unbreakable “confusionproof” 
package makes it easy to adhere 
to prescribed dosage schedule: in¬ 
dividually sealed tablets numbered 
from 1 through 20 plus monthly 
calendar record enables patient 
to double-check dosage intake by 
day and corresponding tablet num- 



Contraindications: Thrombophlebitis or pul¬ 
monary embolism (current or past). Exist¬ 
ing evidence does not support a causal 
relationship between use of Norinyl and 
development of thromboembolism. While 
a study which was conducted does not 
resolve definitively the possible etiologic 
relationship between progestational agents 
and intravascular clotting, it tends to con¬ 


firm the findings of the Ad Hoc Advisory 
Committee appointed by the Food and 
Drug Administration to review this possi¬ 
bility. Cardiac, renal or hepatic dysfunc¬ 
tion. Carcinoma of the breast or genital 
tract. Patients with a history of psychic 
depression should be carefully studied and 
the drug discontinued if depression recurs 
to marked degree. Patients with a history 
of cerebral vascular accident. 

Warning: Discontinue medication pending 
examination if there is sudden partial or 
complete loss of vision, or if there is a 
sudden onset of proptosis, diplopia or mi¬ 
graine. If examination reveals papilledema 
or retinal vascular lesions, medication 
should be withdrawn. 

Precautions: By May 1963, experience with 
norethindrone 2 mg.—mestranol 0.1 mg. 
had extended over 24 months. Through 
miscalculation, omission or error in taking 
the recommended dosage of Norinyl, preg¬ 
nancy may result. If regular menses fail 
to appear and treatment schedule has 
not been adhered to, or if patient misses 
two menstrual periods, possibility of preg¬ 
nancy should be resolved before resuming 
Norinyl. If pregnancy is established, 
Norinyl'should be discontinued during 
period of gestation since virilization of the 
female fetus has been reported with oral 
use of progestational agents or estrogen. 
When lactation is desired, withhold 
Norinyl until nursing needs are established. 
Existing uterine fibroids may increase in 
size. In metabolic or endocrine disorders, 
careful clinical preevaluation is indicated. 
A few patients without-evidence of hyper¬ 
thyroidism had elevated serum protein- 
bound iodine level's, which in the light of 
present knowledge., does not necessarily 
imply hyperthyroidism. Protein-bound 
iodine increased following estrogen admin¬ 
istration. Bromsulphalein retention has oc¬ 
curred in up to 25% of patients without 
evidence of hepatic dysfunction. Studies 
from 24-hour urine collections have 
shown an increase in aldosterone and 17- 


ketosteroids and decrease in 17-hydroxy- 
corticoid levels. Thus, Norinyl should be 
discontinued prior to and during thyroid, 
liver or adrenal function tests. Because 
progestational agents may cause fluid re¬ 
tention, conditions such as epilepsy, 
migraine and asthma require careful obser¬ 
vation. Thus far no deleterious effect on 
pituitary, ovarian or adrenal function has 
been noted; however, long-range possible 
effect on these and other organs must 
await more prolonged observation. 
Norinyl should be used with caution in 
patients with bone, renal or any disease in¬ 
volving calcium or phosphorus metabolism. 
Side Effects: Intermenstrual bleeding; 
amenorrhea; symptoms resembling early 
pregnancy, such as nausea, breast engorge¬ 
ment or enlargement, chloasma and minor 
degree of fluid retention (if these should 
occur and patient has not strictly adhered 
to medication plan, she should be tested 
for pregnancy); weight gain; subjective 
complaints such as headache, dizziness, 
nervousness, irritability; in a few patients 
libido was increased. In a total of 3,090 
patients, 2.2% discontinued medication be¬ 
cause of nausea. 

NOTE: See sections on contraindications 
and precautions for possible side effects 
on other organ systems. 

Dosage and Administration: One Norinyl 
tablet orally for 20 days, commencing on 
day 5 through and including day 24 of the 
menstrual cycle. (Day 1 is the first day of 
menstrual bleeding.) 

Availability: Dispensers of 20 and 60 tab¬ 
lets; bottles of 100. 

References: t. Council on Drugs. JAMA 187:664 (Feb. 
29) 1964. 2 . Brvans, F. E.: Canad Med Ass J 92:287 
(Feb. 6) 1965. 3 . Goidzieher, J. W.: Med Clin N Amer 
48:529 (Mar.) 1964. 4 . Cohen, M. R.: Paper presented 
at Symposium on Low-Dosage Oral Contraception, Palo 
Aito, Calif., July 15, 1965. Reported in Med Sci 16:26 
(Nov.) 1965. 5. Hammond, D. 0.: Ibid. 6. Rice-Wray, E., 
Goidzieher, J. W., and Aranda-Rosell, A.: Fertil Steril 
14:402 (Jul.-Aug.) 1963. 7 . Goidzieher, J. W., Moses, 
L. E„ and Ellis, L. T.: JAMA 180:359 (May 5) 1962. 
8 . Kempers, R. D.: GP 29:88 (Jan.) 1964. 9 . Tyler, E. T.: 
JAMA 187:562 (Feb. 22) 1964. 10 . Rudel, H. W., Mar- 
tinez-Manautou, J., and Maqueo-Topete, M.: Fertil Steril 
16:158 (Mar.-Apr.) 1965. 11. Flowers, C. E., Jr.: N 
Carolina Med J 25:139 (Apr.) 1964. 12 . Goidzieher, J. 
W.: Appl Ther 6:503 (June) 1964. 13 . The Control of 
Fertility. Report adopted by the Committee on Human 
Reproduction of the American Medical Association. JAMA 
194:462 (Oct. 25) 1965. 14 . Flowers, C. E., Jr.: JAMA 
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Planting Seeds of Concern for Retarded 


Doctors fighting public misunderstanding of 
mental retardation can now count on the help of 
some 700 high school, college, and graduate stu¬ 
dents throughout the country. The young men and 
women have just completed a summer of work 
with retardates in 49 institutions. 

The 700 were selected from thousands of appli¬ 
cants to participate in a government program 
designed to interest the cream of American youth 
in the field of mental retardation as a career. 
Project SWEAT—Student Work Experience 
And Training—was launched this year by the 
Department of Health, Education, and Welfare 
with grants to participating institutions. 

“The very least such a program can do is create 
a greater understanding of mental retardation in 
hundreds of communities from coast to coast,” 
says Dr. Robert L Jaslow of the Public Health 
Service. “This summer we had students getting 
that understanding firsthand, and they will be able 
to pass it along to others.” Dr. Jaslow is chief of 
the Mental Retardation Branch of the PHS Divi¬ 
sion of Chronic Diseases. 

Seen As Human Beings First 

Results of the program in terms of student 
entry into the mental retardation field remain to be 
assessed. But the 700 for the most part saw their 


Reprinted with permission of Medical World News. 


summer charges as human beings first and re¬ 
tardates second—as men and women, boys and 
girls, not as some mutated species to be hidden 
away from the national conscience. 

“I was surprised at the sharpness of the young¬ 
sters,” says University of Arizona coed Becky 
Gorrell, 18. She spent the summer with retarded 
children at the E. R. Johnstone Training and 
Research Center, Bordentown, N.J. “One day one 
of them asked me if I thought I could make it 
there,” Becky recalls. “It took a few moments to 
realize I was being kidded.” 

Population of the 300-acre state-supported cen¬ 
ter along the Delaware below Trenton is 450 
youths from 12 to 21 years of age. 

The ten students at Johnstone were paid $1.38 
to $1.88 an hour under a $12,000 grant that also 
covered other expenses incidental to their 8- to 
12-week stay. Experience at the 49 participating 
institutions ranged from cottage and camp coun¬ 
seling to clinical and court commitment studies. 

Dr. Joseph J. Parnicky, Johnstone superinten¬ 
dent, believes with Dr. Jaslow in the future of the 
project developed from a 1965 pilot program. 
“Even if some of the young people in SWEAT 
don’t later become actively involved with mental 
retardation,” Dr. Parnicky says, “we will receive 
indirect benefits from them and direct benefits 
from those who stick with it.” 
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DEPARTMENT OF HEALTH 



Highlights 


Speed Up Medical Assistance Payments 

With the seven-week backlog of bills accumu¬ 
lated while official notification of Federal approv¬ 
al of the State’s Title XIX plan was pending, 
action to speed up payments became imperative. 
Through an arrangement with the Comptroller’s 
office, advance payment of 75 % of estimated 
accounts receivable is now being made on receipt 
of the request form sent to providers of service. 

First Home Health Aide Class Graduated 

The first group of Home Health Aides in 
Maryland was recently graduated after a two- 
week training program under the direction of 
Anne Arundel County’s health officer, J. Howard 
Beard, MD. The students were employed during 
their training period, and will work under the 
supervision of public health nurses. 

With the increased emphasis on home health 
services under Medicare and Medical Assistance 
programs, it is hoped that similar training pro¬ 
grams will be established in other areas as needed. 

The American Medical Association in 1960 
urged physicians to “participate in organized 
home care programs for any patient who can 
benefit . . . and to promote such programs in their 
communities.” 

Laboratory Certification Temporarily Suspended 

Further steps in certification of independent 
laboratories have been temporarily suspended, fol¬ 
lowing word received from the Division of Medi¬ 


cal Care Administration of the Public Health 
Service that major revisions are contemplated in 
“Conditions for Coverage of Services of Inde¬ 
pendent Laboratories” set forth by the Social 
Security Administration. The agency, which gives 
professional guidance to the Social Security Ad¬ 
ministration, states that organized opposition to 
certain provisions has necessitated the reconsider¬ 
ation. Interim certification to independent clinical 
laboratories has been completed to a considerable 
extent, and arrangements for payments to these 
laboratories are progressing. 

It is believed likely that independent radiologi¬ 
cal laboratory facilities will not be subject to 
Medicare conditions. 

State School Health Council Reorganized 

In the recent reorganization of the Maryland 
State School Health Council, this advisory body’s 
Executive Board, formerly limited to Departments 
of Health and Education personnel, was expanded 
to include local health officers and representatives 
of the Medical and Chirurgical Faculty of the 
State of Maryland, the Maryland Chapter of the 
American Academy of Pediatrics, the State of 
Maryland Department of Mental Hygiene, the 
Maryland Association of School Superintendents, 
the Maryland State Association for Higher Edu¬ 
cation, the Maryland Congress of Parents and 
Teachers, the Maryland State Nurses Associa¬ 
tion, the Department of Education, Archdiocese 
of Baltimore, and the Private Schools Association 
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1967 ANNUAL MEETING 
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THE ALCAZAR, BALTIMORE 


of Maryland.' The Council itself consists of the 
Board and two representatives from each county 
and from Baltimore City, appointed by the local 
health officer and the local supervisor of schools. 

The reorganized Council is expected to assume 
an active role in encouraging and helping to or¬ 
ganize school health programs. 

Three-Year Accreditation for Mt. Wilson 

The accreditation of Mt. Wilson State Hospital 
by the Joint Commission on Accreditation of 
Hospitals for three years instead of the usual one 
reflects special credit not only upon the Chief of 
the Division of Respiratory Diseases and the 


Hospital Superintendent but also upon the entire 
hospital staff. Mt. Wilson’s tradition of high- 
caliber service has been maintained in spite of 
personnel shortages and the need for adjusting to 
new demands and techniques. 

Of the chronic disease-rehabilitation hospitals, 
Montebello passed its second inspection and is 
accredited for three years. Deer’s Head passed its 
initial inspection and is accredited for one year, 
and Western Maryland is working toward accred¬ 
itation. 

The Department’s voluntary participation in 
this program is part of its continuing effort to 
achieve excellence in its hospitals. 
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BALTIMORE CITY HEALTH DEPARTMENT 


ROBERT E. FARBER, M.D., M.P.H. 
COMMISSIONER 


American Building, Baltimore and South Streets 
Baltimore, Maryland 21202 


752-2000: Extension 307 


Learn To Do Your Part In The Prevention Of Disease 


Behavioral Study of Tuberculosis Patients 


The National Tuberculosis Association has se¬ 
lected Baltimore as one of three locations in the 
United States in which to conduct studies on the 
behavioral characteristics of tuberculosis patients. 
Other locations from which data will be obtained 
from representative samples of the population are 
St. Louis and San Francisco. 

The behavioral study in Baltimore City is 
planned to last for a period of three years, and 
will be locally administered by a behavioral scien¬ 
tist from the Johns Hopkins School of Hygiene 
and Public Health, who will appoint his own staff 
to work in the city chest clinics alongside of the 
city staff. The preliminary work is already under 
way and the main part of the study will start at 
the beginning of next year. 


This study is being financed in part by the 
National Tuberculosis Association. Substantial 
assistance has been received from the Maryland 
Tuberculosis Association and from the Tubercu¬ 
losis Association of the State of Delaware specifi¬ 
cally for the Baltimore City project. The City 
Health Department is providing accommodations 
and will cooperate with the Study personnel in 
any way possible. 

It is our hope that the study will help us remove 
all barriers between patients and clinics, reduce 
the present significant extent of noncooperation 
by tuberculosis sufferers, and thus accelerate the 
decline of tuberculosis in the city. 

Robert E. Farber, MD 
Commissioner of Health 
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The 


Mentally Retarded in Psychiatric Hospitals 


Eight percent of the patient population in 
Maryland’s psychiatric hospitals are classified as 
mentally retarded. These 621 compare with the 
2,989 currently under treatment at Rosewood and 
Henryton, the Department’s two hospitals for the 
mentally retarded. The following table shows 
their distribution by age and by length of hospital¬ 
ization. 


the last five years) and does not exceed the 
number of such new admissions. Releases have 
been mainly among recent admissions. 

It should be recognized that mental disturb¬ 
ances in addition or related to retardation are 
quite common among those who are in psychiatric 
hospitals. They differ from the patients admitted 
to Rosewood in that most are adults who are 


Length of 
Hospitalization 

Total 

-15 

15-24 

Less than 1 year 

81 

7 

28 

1-4 years 

110 

1 

22 

5-9 years 

41 

— 

4 

10-19 years 

135 

— 

3 

20 years or more 

254 

— 

— 

Total 

621 

8 

57 

Median (years) 

15.8 

0.6 

1.1 


Age (In Years) 


25-34 

35-44 

45-54 

55-64 65 and Over 

17 

14 

7 

4 

4 

28 

25 

13 

15 

6 

10 

15 

6 

6 

— 

24 

39 

26 

24 

19 

11 

30 

58 

84 

71 

90 

123 

110 

133 

100 

5.0 

11.9 

20+ 

20+ 

20+ 


The number of retarded patients in psychiatric 
hospitals has declined somewhat in recent years, 
mainly due to death and to the transfer of 15 to 
Henryton. As shown here, most have been under 
care for some time with a median continuous 
hospitalization in excess of 15 years. This is 
substantially higher than the comparable figure 
for all other patients. The number of discharged 
patients is small (an annual average of 138 during 


classified as mentally retarded with psychosis. 
Also, they probably comprise a higher proportion 
of borderline retardates and a concomitant lower 
proportion of those below this level. Their rela¬ 
tively high median age on admission (29.5 years) 
indicates that hospitalization may have been 
caused by a change in the patient’s condition or by 
death or other alteration in the family structure. 

The psychiatric hospitals are acutely aware of 
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the long-term retarded patients since these form a 
substantial proportion of their chronic population. 
Further efforts to reduce the size of this group are 
dependent on: 

1. Additional construction in existing or 
planned hospitals for the retarded. 

2. Stringent efforts to see that those whose 
primary reason for hospitalization is re¬ 
tardation are not admitted to psychiatric 


hospitals. 

3. Expansion and coordination of nursing 
homes and other community facilities and 
resources. 

4. Programs to assist families in maintaining 
retardates in their own homes. 

5. Development of community-based small res¬ 
idential homes for the mentally retarded. 

6. Expansion of sheltered workshop resources 
in the community. 
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MARYLAND "- 

Association of 

EDICAL ======== 


Assistants 


MAMA COES TO ST. LOUIS 

Members of the Maryland Association of Med¬ 
ical Assistants attended the recent AAMA con¬ 
vention in St. Louis, and there had the opportuni¬ 
ty to hear an address by Charles L. Hudson, MD, 
President of the American Medical Association. 
Delegates to the convention from Maryland were 
Helen Wehmeyer, Wicomico chapter; Joyce An¬ 
derson, Alleghany-Garrett chapter; and Dorothy 
Hartel, trustee to AAMA, Baltimore chapter. 

Betty Fern, president of MAMA, and Mabel 
Young, of the Alleghany-Garrett chapter, were 
also in attendance at the convention. 

The Maryland delegates were pleased to receive 
three trophies at the convention as awards for 
percentage increase in memberships. 

BALTIMORE CHAPTER HOLDS ELECTIONS 

At the November meeting of the Baltimore 
Association of Medical Assistants, the following 
were elected for the 1967 term of office : 

Eleanor Mainhardt, CMA,—president-elect 
Dorothy Walker—vice-president 
Arlene Whalen—secretary 
William Leiby—treasurer 

Past president-elect, Rita Cobry, will now begin 
her term as president of the association. 

NEW ADVISOR APPOINTED TO BAMA 

At the November meeting of the Baltimore 
Association of Medical Assistants, H. L. Wollen- 
weber, MD, was elected to serve in an advisory 


position to the BAMA. John Littleton, MD who 
served as the organization’s advisor for the past 
year with Edward Lewison, MD will continue as 
advisor with Dr. Wollenweber for the year. 



H. L. Wollenweber, MD 


MAMA MEMBER PASSES CERTIFICATION 
EXAMINATION 

Eleanor Mainhardt, assistant to S. Elliott Har¬ 
ris, MD, recently passed the American Associa¬ 
tion of Medical Assistants’ Certification Exami¬ 
nation. This is quite an achievement for Eleanor 
since she is the first member of the Baltimore 
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Service.. .Anywhere l 


We are Baltimore's centrally located am¬ 
bulance service, which means that we can 
easily get to any part of Metropolitan Balti¬ 
more in a matter of minutes. Our am¬ 
bulances are Air Conditioned and Oxygen 
equipped and are operated by trained and 
experienced personnel. 
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Association of Medical Assistants to become a 
CMA. 

DR. GUNTER SCHULTZE SPEAKS TO BAMA 

At a recent meeting of the Baltimore Associa¬ 
tion of Medical Assistants, Gunter Schultze, MD, 
radiologist, spoke on “X-rays, What They Are 
and What They Tell Us.” His talk was enthusias¬ 
tically received by the membership, and the slides 
which he showed were very educational. 

Peggy Bury 
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Annual Business Review 


Regardless of how many New Year’s resolu¬ 
tions you may make or break, you might consider 
making one more: “I resolve to review every 
business phase of my medical practice at least 
once each year.” 

One good way of doing this is to use the fol- 


WILBURN L. McCLURE, JR. 

lowing check list as a guide. You may wish to 
give a copy to the members of your staff for 
their review and coordinate your findings with 
theirs. 


PRACTICE SURVEY CHECK LIST 


Accounting System 
Accounts Receivable 
Aged, Care of 
Aides, Office 
Answering Service 
Appointments 
Assistant Doctors 
Automobile 
Banking Techniques 
Billing Procedures 
Budgeting Expenses 
Business Methods 
Cash Disbursements 
Checkbook Routine 
Collection Agencies 
Collection Percentage 
Collection Techniques 
Community Activities 
Consultants, Choosing 
Consultants, 

Reports from 
Conventions 
Day Book Reporting 
Depreciation 
Drugs 


Druggists, Choosing 
Dues 

Emergency Calls 

Entertainment 

Equipment 

Estate Planning 

Ethics 

Expenses 

Family (In office) 

Fees 

File System 
Flow Plan 
Forms 
Free Clinics 
Generalist 

Government Agencies 
Group Practice 
Health Insurance 
Forms 

Home Office 
Hospital Relations 
House Calls 
Income 

Income Tax Records 
Insurance Coverage 

Baltimore office of 
Inc. This monthly 
service to the 


Inter-office Techniques 

Laboratories, Use of 

Landlords 

Law 

Lawyers 

Leases 

Leisure Time 
Location 
Malpractice 
Medical Education 
Medical Records 
Medical Schools 
Medical Societies 
Office Decor 
Office Hours 
Parking Problems 
Partnership 
Patient Relations 
Patients’ Financial 
Records 

Personnel Manual 
Petty Cash 
Politics 

Practice Coverage 
Practice Financial 
Records 

Practice Management 
Premises 


Professional Courtesy 
Professional Relations 
Public Relations 
Record Storage 
Referral Services 
Retirement Planning 
Salaried Positions 
Services, Ancillary 
Social Security 
Space Requirements 
Specialists 
Statements 
Suburban Practice 
Supplies 

Tax Information 
Tax Payments: 
Federal 
State 
Local 
Other 

Tax Savings Account 
Teaching 

Telephone Techniques 
Urban Practice 
Vacation Planning 
Wage Planning 
Welfare Patients 
Writing 


Mr. McClure is director of the 
Professional Business Management, 
column is prepared as a complimentary 
Maryland State Medical Journal. 
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Montgomery County Auxiliary 
Raises Funds with Fashions 


A bit of Scandinavia’s glittering white snow 
and shimmering ice-like silver found their place in 
fashions in the annual fund-raising event for the 
Woman’s Auxiliary to the Montgomery County 
Medical Society, a luncheon-fashion show in the 
Regency Ballroom of the Shoreham Hotel in 
Washington, DC, on December 7. A “Winter 
Wonderland” of fashions was staged by Mrs. Elsie 
Benjamin, buyer of the designer fashions of La 
Boutique Saks, with Antoinette Sharkey as com¬ 
mentator. All proceeds will benefit Medical Allied 
Scholarships and Loan Programs. 

The Scandinavian countries were featured and 
their Ambassadors’ wives honored. Mrs. Consuelo 
Roenne, of Denmark, Madame Gunneng, of Nor¬ 
way, Mrs. Eva deBesche, of Sweden, and Mrs. 
Eila Munkki, of Finland, were among the guests 
to see fashions from their countries as well as 
fashions by other designers. One representative 
from each embassy modelled her own native cos¬ 
tume. 

Devron set the musical mood amid Scandinavi¬ 
an holiday decorations. Cherry-Herring minia¬ 
tures were presented to each guest through the 
■courtesy of Scandinavian Airlines. Frank Harden 
and Harden Weaver were Masters of Ceremonies. 

Mrs. Andrew J. Brennan is president of the 


Auxiliary and Mrs. Francis C. Mayle was chair¬ 
man of the luncheon-fashion show. Mrs. James 
A. Roberts and Mrs. Albert Grollman were in 
charge of reservations. 

Committee chairmen included: Mrs. Solomon 
Barr, Mrs. Howard Bernstein, Mrs. M. McKen- 
dree Boyer, Mrs. Albert Grollman, Mrs. John L 
Lertora, Mrs. James A. Roberts, Mrs. Charles 
Saverese, Mrs. Joseph Schanno, Mrs. Robert 
Smith, Mrs. George R. Spence, Mrs. Robert F. 
Spicer, Mrs. John B. Umhau, Jr., and Mrs. 
Albert Zelna. 

Mrs. John L. Lertora 
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HOUSE HUNTING? 

A. S. K. Computer locates the 
house of your dreams in seconds! 

NO CHARGE NO OBLIGATION 

^bonald £. Q'ie+rvp.le'1 Realty, One. 

305 F. Joppa Rd. VA 5-6400 

TOWSON, MD. 21204 
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Louis Krause, MD, Chairman 
Library and History Committee 


Elizabeth Sanford 
librarian 


Collections Displayed 

The Med-Chi Library has displayed collections 
of recent acquisitions at the semi-annual meeting 
of the faculty in Ocean City and at regular 
meetings of Cecil County Medical Society, Prince 
George’s County Medical Society, and Harford 
County Medical Society. This contact helps to 
bring Library services closer to the users and 
acquaints physicians, particularly those new to 
Maryland, with the possibilities and ease of secur¬ 
ing scientific information through the resources 
of the Faculty’s Library. 

Materials via MEDIC 

Hospitals and other organizations with MEDIC 
hook-ups may call Med-Chi for library materials 
needed on a rush basis. The MEDIC receiver is in 
the administrative office, however, and in order to 
speak to the Librarian it is necessary to ask the 
person monitoring MEDIC calls to alert the Li¬ 
brary that there is an incoming call. If enough 
such calls are received, a hand set will be placed 
in the Library for more efficient handling of 
requests. 

Area Meeting 

The District of Columbia-Maryland chapter of 
the Medical Library Association met in Baltimore 
on October 21 and 22, 1966, with Welch Medical 
Library, Johns Hopkins University, as host. Both 
Health Sciences Library, University of Mary¬ 
land, and the Medical and Chirurgical Faculty 
Library assisted with arrangements and registra¬ 


tion. At the Friday session of the regional meeting 
Dr. Carl Douglass, National Library of Medi¬ 
cine, announced that the regional library for this 
area, as prescribed by the new system of library 
networks, would include Virginia, West Virginia, 
District of Columbia and Maryland. Headquarters 
will be at the National Library of Medicine. 

On Saturday, 120 medical librarians and li¬ 
brary assistants participated in continuing educa¬ 
tion courses in “New Reference Tools” and “Hu¬ 
man Factors in Library Administration.” This 
was the largest group to register for these courses 
in any regional meeting to date. 

Recent Accessions 
Anatomy 

Sobotta, Johannes: Atlas of human anatomy , Vol 2, 
translated by Frank H. J. Figge. Atlas of visceral 
anatomy, digestive, respiratory and urogenital systems. 
With 122 colored plates and 158 black and white 
illustrations. 8th Eng ed, Hafner Publishing Co., Inc., 
NY, 1965. 

Bio-medical Engineering 

Symposium on bio-mechanics and related bio-engineering 
topics, Glasgow, 1964, edited by R. M. Kenedi. Bio¬ 
mechanics and related bio-engineering topics; proceed¬ 
ings. 1st ed, Symposium Publications Division, Perga- 
mon Press, NY, 1965. 

Burial 

Morgan, Ernest: Manual of simple burial. 64 pp. How to 
obtain simplicity, dignity and economy in funeral 
arrangements through advance planning. The Celo 
Press, Burnsville, NC, 1966. 

Cancer 

Everson, Tilden C.: Spontaneous regression of cancer. A 
study and abstract of reports in the world medical 
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literature and of personal communications concerning | 
spontaneous regression of malignant disease. Saunders, § 
Philadelphia, 1966. 

Collagen Diseases 

Dubois, Edmund L.: Lupus erythematosus. A review of j 
the current status of discord and systemic erythemato- | 
sus and their variants. 479 pp. The Blakiston Division, | 
McGraw-Hill Book Company, NY, 1966. 

Drugs 

Council on Drugs, American Medical Association: New | 
drugs, AMA, Chicago, 1966. | 

Epilepsy | 

Livingston, Samuel, assisted by Pruce, Irving M.: Drug \ 
therapy for epilepsy. Anti-convulsant drugs and usage, | 
metabolism, untoward reactions (prevention, detection | 
and management). 234 pp. Charles Thomas Publisher, | 
Springfield, Ill, 1966. | 

Eyes 

Becker, B.: Diagnosis and therapy of the glaucomas, 2nd f 
ed, Mosby Co., St. Louis, 1965. 

Symposium on surgery of the oadar adnexa, New j 
Orleans, 1965. Transactions of the New Orleans i 
Academy of Ophthalmology. Contributors: Arthur Gen- j 
ard DeVoe et al. Mosby Co., St. Louis, 1966. 

Cogan, David Glendenning: Neurology of the visual \ 
system. C. C. Thomas, Springfield, Ill, 1966. 

Holland, Harry C.: The sp-iral after-effect, Pergamon ; 
Press, NY, 1965. 

General Medicine 

Journal of the American Medical Association: Selected 
questions and answers. From 1965 issues, 416 pp. AMA, 
Chicago, 1966. 

Health 

Clark, Randolph: The book of health. A medical ency¬ 
clopedia for everyone. 888 pp, Van Nostrand, Prince¬ 
ton, NJ, 1962. 

Heart Diseases 

Friedberg, Charles Kaye: Diseases of the heart, 3rd ed, 
W. B. Saunders Co., Philadelphia, 1966. 

Sirak, Howard D.: Operable heart disease, pathophysiol¬ 
ogy, diagnosis and treatment. Mosby Co., St. Louis, 
1966. 

Hospitals 

Rosenfeld, E. D. Associates, Inc.: Survey and report of 
hospital facility and service needs of the State of 
Maryland. 495 pp, NY, June, 1966. 

Infants (New-born) 

Abramson, Harold, ed. Resuscitation of the newborn 
infant and related emergency procedures. Principles 
and practice. 2nd ed, Mosby Co., St. Louis, 1966. 

Internal Medicine 

Campbell, Meredith F.: Urology. Edited by Meredith F. 
Campbell, 3 v, 2nd ed, W. B. Saunders Co., Philadel¬ 
phia, 1964. 

Stanbury, John: The metabolic basis of inherited disease, 
2nd ed, 1434 pp, McGraw-Hill Book Co., NY, 1966. 

( continued) 


BALTIMORE OXYGEN 
SUPPLY CO., INC. 

OHIO CHEMICAL DISTRIBUTORS 
Therapy and Medical Gases 
Oxygen Tents 

Resuscitators and Apparatus 

PHONES: 789-8100 727-4748 

Main Office and Plant 

LINTHICUM, MARYLAND 21090 


Summit N S G 

“Where Patients are Guests" 

Spacious New Building, Fire-Resistant Construction 
Beautifully Furnished and Equipped 
24-Hour Nursing Service Open Visiting Hours 

Special Diets Interdenominational Chapel 

FOR BROCHURE AND n« -7 000“7 
INFORMATION ... CALL K I /"OZ O/ 

98 SMITHWOOD AVE. 

Off 1500 Block Frederick Rd., Catonsville, Md. 21228 


* 
* 
* 
* 
* 
* 
* 
* 
* 

• Sugar-Free “ u — 1,1 — 


We Have the Food 
You Advise . . . 


J* Lew Sodium 

* 

* 

* 

* 

* 

{221 N. Howard St. 

* 


SPECIAL DIET SHOP 


• Non-Allergic^ 
* 
* 
* 
*- 
* 

SAratoga 7-0383*; 


* (Opposite Hutzler's) ♦ 

t BALTIMORE. MARYLAND 21201 * 

* * 
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CENTURY REGISTRY OF NURSES 

Blanche R. Bird, Director 


Registered Graduate 


Undergraduate, Licensed Practical 


For 

4 P| 

Hospitals and Private Homes 
or 

"Ufa 

Home Care Helpers 

Call BE 5-4771 


2943 N. Charles St. Baltimore, 

Md. 21218 
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DO YOU HAVE A 

SCIENTIFIC EXHIBIT 

YOU WOULD LIKE TO DISPLAY AT THE 1967 ANNUAL MEETING 

of the 

MEDICAL AND CHIRURGICAL FACULTY? 

The Medical and Chirurgical Faculty, in cooperation with Mead Johnson Labora¬ 
tories, will present an Aesculapius Award to the author of the most outstanding 
scientific exhibit shown at the 1967 Annual Meeting. The Committee on Program 
and Arrangements of the Medical Faculty will judge the exhibit. The winner will be 
presented with a certificate, suitably inscribed with the title of the exhibit and the 
author's name, and will receive a $200.00 cash prize donated by Mead Johnson 
Laboratories. Presentation will be made during the convention. 

All scientific exhibits accepted for showing at the 1967 Annual Meeting will be 
eligible for judging. As space in the exhibit hall is limited, applications should be 
sent promptly. Physicians interested should contact the chairman, Committee on 
Program and Arrangements, Medical and Chirurgical Faculty, 1211 Cathedral Street, 
Baltimore, Maryland 21201. 

ANNUAL MEETING 
APRIL 19, 20, 21, 1967 
Baltimore 


You’ll find everything /^3”? 

you need for ) 

' Happy Motoring ’ 
at the Esso Sign 

(Esso) A\£ 


A & F Nurses Registry 

LICENSED & BONDED 

• MALE & FEMALE 

// \\ • GRADUATE 

\ i L Hf\VV • UNDERGRADUATE 

d* TO / • COMPANION 

/jPI TjjrRegistered NURSES 

m & For Private Homes 

/inH Licensed Hospitals 

l 111 1/ D. S. Anderson, Mgr. Dir. 

613 E. 32nd St. BElmont 5-7135 

613 Homestead St. If no answer call: HOpkins 7-6746 

Baltimore, Md. 21218 

........ . ....hi m,■„mim iiimiiiMimiMmiiiiiirimiiiiimiiimi 



The Nervous System 

Ochs, Sidney r Elements of neurophysiology . J. Wiley, 
NY, 1965.' 

Davis, Loyal Edward: Principles of neurological surgery. 
Saunders, Philadelphia, 1963. 

Obstetrics 

McLennan, Charles E.: Synopsis of obstetrics, 7th ed, C. 
V. Mosby Co., St. Louis, 1966. 

Physicians 

Gross, Martin: The doctors. 650 pp, Random House, NY, 


Masters, William H.; Human sexual response 1st ed, 
366 pp, Little Brown & Co., Boston, 1966. 


Reinhardt, James Melvin: Sex perversions and sex 
crimes. Thomas, Springfield, Ill, 1957. 

Ellis, Albert, 1913: The psychology of sex offenders. By 
Albert Ellis and Ralph Brancale with the collaboration 
of Ruth R. Doorbar, Thomas, Springfield, Ill, 1956. 

DeRuir, Joseph Paul: The sexual criminal. A psychoan¬ 
alytic study. 2nd ed, Thomas, Springfield, Ill, 1965. 

U.S. Department of Public Health Service 

U.S. Communicable Disease Center, Atlanta: Communi¬ 
cable disease center training program, 131 pp. Com¬ 
municable Disease Center Training Branch, Atlanta, 
1966. 

U.S. Statistics 

U.S. Bureau of the Census: Statistical Abstract of the 
United States, 66th ed. Cities supplement. Covers period 
1944-45. 
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COMPREHENSIVE APPROACH TO THER¬ 
APY OF PAIN, by A. Lewis Kolodny, MD, and 

Patrick T. McLoughlin, MD. Charles C. Thomas 

Publisher, Springfield, Ill, 1966, 144 pp. $6.50. 

This book should prove of value to any physician called 
upon to treat pain of any type or degree, but its greatest 
use will be for those who must treat chronic pain. Em¬ 
phasis is placed on the fact that the psyche as well as the 
soma must be treated. 

The book opens with “The Historical Aspects of Pain 
Therapy,” followed by a brief outline of the anatomical 
pathways of pain. 

There is a very interesting chapter on the “Develop¬ 
ment of an Analgesic Drug” in which is discussed the 
production of new analgesic agents by manipulation of 
known analgetics and routine screening of newly synthe¬ 
sized chemicals to detect analgesic characteristics. The 
many steps involved before the agent can be safely used 
are described. 

Following this is a discussion of drug addiction and the 
many problems involved in treating it. 

Several chapters are devoted to drugs: non-narcotic 
analgesic agents, narcotic analgesic drugs, and analgesic 
adjuncts. A description of each drug gives both the gen¬ 
eric and the trade name, along with mode of action, dosage 
and side effects. 

In one valuable chapter, “Misuse of Analgesic Agents,” 
the authors caution against the too frequent routine use of 
these drugs with a complete disregard for individual pa¬ 
tient variability. 

The reader is advised to consider “learning well the 
pharmacology of a few agents and prescribing these when¬ 
ever possible,” and completely studying all available data 
concerning new drugs before using them. 

This book is well worth reading. 

Frank J. Brady, MD 


PRIMER ON PREMATURITY AND HIGH- 

RISK PREGNANCY, by S. Borham Babson, 

MD, and Ralph C. Benson, MD. The C. V. Mosby 

Co., St. Louis, 1966, 170 pp. $10.50. 

From the preface one learns that this book is designed 
for the “busy practitioner, house officer, and nurse . . . 
who care(s) for the high-risk pregnant mother and pre¬ 
mature infant. . . ., (but is) at a loss for concise and 
easily available information regarding these patients.” 

Prematurity and low birth weight are first defined and 
their epidemiology considered. The conditions commonly 
associated with prematurity are then discussed in some 
detail: rubella, syphilis, multiple pregnancy, placenta 
praevia, incompetent cervix, thyroid disease, to name a 
few. 

Considered separately are obstetric situations in which 
delivery is sought as treatment despite lack of fetal ma¬ 
turity : premature ruptured membranes, toxemia abruptio 
placenta, iso-immunization problems, and diabetes. The 
hazards of elective induction of labor and scheduled repeat 
sections are pointed out. 

The second half of the book is primarily devoted to the 
care of this high-risk infant, if delivery is unavoidable. 
Methods of resuscitation and care of the infant at birth 
are outlined. Detailed instructions on nursery manage¬ 
ment follow, with special consideration of infections in 
the premature. The many and varied anomalies and 
physiologic handicaps of the premature are surveyed. 
Some general statements of their long term prognosis 
conclude the book. 

From the obstetric point of view, prematurity is so 
commonly associated with almost every pathologic situa¬ 
tion, that to be completely comprehensive the treatise 
would have grown to the size of a standard obstetric text. 
For this reason, the authors are selective, but they have 
given most consideration to the common entities. 

In most specialties there is a fund of knowledge that is 
written and another that is verbally transmitted, usually 
in the resident-attending relationship. It is rare to see 
such ‘oral tradition’ spelled out in such detail as in this 
book. The authors have been careful to give majority 
opinions in this oral tradition, with only a few exceptions. 

The authors have achieved their primary goal of pro¬ 
viding a reasonable survey of prematurity and its manage¬ 
ment. This book will probably find its greatest audience 
among those physicians working in communities without 
full specialty coverage, where the care of such infants 
necessarily falls to the less experienced. 

The chapters on nursery management should be of help 
to all nursing staff, regardless of the size of the unit. 

James P. Durkan, MD 



Call or write 
for information 


Plan that DREAM VACATION now 

Dreaming of a trip to far-away places? or an interesting holiday nearer 
home? Do it the easy way ... let us assume the responsibility for your 
tickets, reservations, accommodations. 

* SPRING & SUMMER BOOKINGS NOW * 

TRAVEL SERVICES, Inc. 

306 North Charles St. Baltimore, Md. 21201 

PL 2-2122 
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Well, Doctor, it's sort of 

a cross between a smoker’s hack and a seal’s bark. 



It’s a wise mother who realizes there may be more to her child’s cough than meets the ear 
—and brings the youngster to you promptly for diagnosis and treatment. 

If the cough is the useless, exhausting type that often accompanies respiratory infection or 
allergy, you can provide prompt relief with Novahistine DH. Its decongestant-antitussive 
action controls frequency and intensity of cough spasms without abolishing cough reflex. 
And the fresh grape flavor of Novahistine DH appeals to children and adults alike. 

When your diagnosis is bronchitis, complicated by thick tenacious exudates, Novahistine 
Expectorant is particularly useful. It not only provides decongestive action and controls 
the cough, but also encourages expectoration, thus easing bronchial constriction and 
obstruction. 

Use with caution in patients with severe hypertension, diabetes mellitus, hyperthyroidism 
or urinary retention. Ambulatory patients should be advised that drowsiness may result. 
Continuous dosage over an extended period is contraindicated since codeine phosphate 
may cause addiction. 

Each 5 ml. teaspoonful of Novahistine DH contains codeine phosphate, 10 mg. (Warning: 
may be habit forming): phenylephrine hydrochloride, 10 mg.; chlorpheniramine maleate, 
2 mg.; chloroform (approx.), 13.5 mg.; l-menthol, 1 mg. (Alcohol 5%). Each 5 ml. of 
Novahistine Expectorant contains the above ingredients and, in addition, glyceryl 


guaiacolate, 100 mg. 


KOWTirDH 


NOVAHISTINE EXPECTORANT 


PITMAN-MO ORE 


Division of The Dow Chemical Company, Indianapolis 
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MEDIC 

Medical Educational Dedicated 
Instruction Channel 

Programs may be heard AT THE FOL¬ 
LOWING HOSPITALS: 

Anne Arundel General Hospital, Annap¬ 
olis 

Baltimore City Hospitals, Baltimore 
Baltimore County General Hospital, Ran- 
dallstown 

Calvert County Hospital, Prince Frederick 
Cambridge-Maryland Hospital, Cambridge 
Carroll County General Hospital, West¬ 
minster 

Cumberland Memorial Hospital, Cumber¬ 
land 

Easton Memorial Hospital, Easton 
Eugene Leland Memorial Hospital, River- 
dale 

Frederick Memorial Hospital, Frederick 
Greater Baltimore Medical Center, Towson 
Harford Memorial Hospital, Havre de 
Grace 

The Johns Hopkins Hospital, Baltimore 
Kent & Queen Anne’s Hospital, Chester- 
town 

Lutheran Hospital, Baltimore 
Montgomery General Hospital, Olney 
North Charles General Plospital, Baltimore 
Peninsula General Hospital, Salisbury 
Physicians Memorial Hospital, La Plata 
Prince George’s General Hospital, Cheverly 
Sacred Heart Hospital, Cumberland 
St. Joseph Hospital, Towson 
St. Mary’s Hospital, Leonardtown 
Sinai Hospital, Baltimore 
Southern Maryland General Hospital, 
Clinton 

University Hospital, Baltimore 
Washington County Hospital, Hagerstown 

AND AT THE FOLLOWING 
LOCATIONS: 

Medical and Chirurgical Faculty Building, 
Baltimore 

State Office Building, Baltimore 
Hospital Council of Maryland, Inc., Bal¬ 
timore 


REA KEECH 

• BUICK 

• OPEL 

• KADETT 

Authorized 

SALES AND SERVICE 

Phone CE 3-5000 

3333 Frederick Ave. 
Baltimore, Md. 21229 



• SALES • PARTS 

• SERVICE • ACCESSORIES 

Centrally Located at Harford Rd. and 25th St. 

Phone: 889-7616 

MARYLAND 
VOLKSWAGEN, Inc. 


1212 E. 25th St. 
BALTIMORE, MD. 21218 
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CLASSIFIED ADVERTISING 

Effective May 1, 1963 

$1.50 per line per insertion 

Count seven average words to each line. 
Add one line if box number is desired. 

Members of the Medical and Chirurgical 
Faculty shall be entitled to one complimen¬ 
tary insertion in any twelve-month period. 
Widows of members shall be entitled to two 
complimentary insertions for the disposal of 
the deceased physician's practice or equip¬ 
ment. 

MARYLAND STATE MEDICAL JOURNAL 

1211 Cathedral St., Baltimore, Md. 21201 


OFFICES FOR SALE OR RENT 


THE ANNAPOLIS PROFESSIONAL BUILDING—New profes¬ 
sional building fo be completed in the middle of January. 
Brick colonial structure with parking facilities. Near stadium, 
only three minutes from the heart of Annapolis. Terrace 
level vacancy of 800 to 1,000 square feet. The address is 
1 07 Annapolis St. 

This beautiful air conditioned space will rent for $4.00 
per square foot per year. Will finish to your specification 
except where extraordinary needs are required. 

For further information call between 9 A.M. and 5 P.M. 
except Thursdays. Jos. H. Seipp, DDS, BEImont 5-8650 

1 2 


HOMES FOR SALE 


Excellent opportunity for doctor, dentist or other professional 
person: 

FOR SALE IN DUNDALK—4 b.r., brick colonial; one of the 
finest homes in Dundalk. Separate entrance to club basement 
makes it ideal for a doctor's office. Will show by appoint¬ 
ment only. 

Call: Wilsie H. Adams—Real Estate—285-0002 


PARTNER WANTED 


GENERAL PRACTITIONER WANTED—to associate in large gen¬ 
eral practice with three others in Washington, D.C. New 
and complete medical facilities convenient to housing, schools, 
hospitals. Partnership possible after first year. Write to W. C. 
Weintraub, M.D., Greenbelt Professional Building, Greenbelt, 
Md. 20770 


EQUIPMENT FOR SALE 


FOR SALE—Medical equipment, fiuoroscope, EKG, laboratory 
equipment, office furniture, etc. Call MU 5-0767, 9:30 AM 
to 4:00 PM, Monday through Friday, or leave your number 
with the Physicians Exchange and your call will be returned. 


OFFICERS OF 

THE MEDICAL AND CHIRURGICAL FACULTY 

President: J. Morris Reese, MD 
President-elect: Richard D. Bauer, MD 
First Vice President: Everett S. Diggs, MD 
Second Vice President: Henry A. Briele, MD 
Third Vice President: John P. Haberlin, MD 
Secretary: William A. Pillsbury, MD 
Treasurer: Karl F. Mech, MD 

COUNCILORS: 

Western District 
Archie R. Cohen, MD—1969 
Henry V. Chase, MD—1969 

Central District 
John F. Schaefer, MD—1967 
William Carl Ebeling, MD—1967 
Fayne A. Kayser, MD—1967 
Richard Norment, III, MD—1967 
J. Arthur Weinberg, MD—1967 
J. Emmett Queen, MD—1968 
Donald Roop, MD—1968 
Harry M. Robinson, Jr., MD—1968 
Robert C. Kimberly, MD—1969 

Eastern District 
Robert W. Farr, MD—1967 
Raymond M. Yow, MD—1968 

Southern District 
Arthur Wooddy, MD—1968 
Manning W. Alden, MD—1969 

South Central District 
Henry P. Laughlin, MD—1967 
William B. Hagan, MD—1969 

Terms of office expire at conclusion 
of annual meeting 

DELEGATES TO THE 
AMERICAN MEDICAL ASSOCIATION 
Russell S. Fisher, MD—1966 
J. Sheldon Eastland, MD—1967 
Robert vL. Campbell, MD—1968 

ALTERNATES: 

E. I. Baumgartner, MD—1966 
William B. Hagan, MD — 1967 
Charles F. O'Donnell, MD—1968 

Terms of office expire at end of calendar year 
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new from Ames 
5 basic uro-analytical 
facts in 30 seconds 


Labstix 

BRAND REAGENT STRIPS 

...broadest urine screening possible from 
a single reagent strip 

Urine test results with Labstix Reagent Strips can represent 
significant guides to differential diagnosis or therapy in many 
conditions. An unexpected “positive” may enable you to detect 
hidden pathology —long before more recognizable symptoms 
become evident. Negative results, which permit you to rule out 
abnormalities in a broad clinical range, can serve as baseline 
values for reference in future examinations. The 5 colorimetric 
test areas encompassed on Labstix Reagent Strips are: 

pH — values are read numerically in the essential range 
of pH 5 to pH 9. 

Protein— results are read either in the “plus” system or in 
mg. % in amounts approximating “trace,” 30,100, 300, and over 
1000 mg. %. 

Glucose - provides a “Yes-or-No” answer for urine “sugar spill.” 

Ketones- detects ketone bodies in urine — both acetoacetic 
acid and acetone. Reacts with as little as 5 to 10 mg. % 
of acetoacetic acid. 

Occult Blood— specific test for intact red cells, hemoglobin or 
myoglobin. Results are read as negative, small, moderate or large 
amounts. 

Now a Clear Reagent Strip of Firm Construction 
...facilitates handling during testing procedure. Excellent color 
contrast made possible by the clear plastic strip, together with the 
clearly defined color charts provided, permits precise, reproducible 
colorimetric readings in all 5 test areas. A more definitive inter¬ 
pretation of uro-analytical facts is made possible. 

Available.- Labstix Reagent Strips, bottles of 100 
are supplied with each bottle). 


Ames Company, Inc., Elkhart, Indiana 


(color charts 
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“Heart symptoms”—chest pain, tachycardia, ar¬ 
rhythmia—invariably alarm and preoccupy the 
patient, though they may be completely without 
organic basis. Such symptoms often are somatic 
masks of psychic tension, arising from constant 
encounters with stressful situations. 


ous procedures until correct maintenance dosage is established; 
driving during therapy not recommended. In general, concurrent 
use with other psychotropic agents is not recommended. Warn 
patients of possible combined effects with alcohol. Safe use in 
pregnancy not established. Observe usual precautions in impaired 
renal or hepatic function and in patients who may be suicidal; 
periodic blood counts and liver function tests advisable in long¬ 
term use. Cease therapy gradually. 


When the problem is diagnosed as emotionally 
produced, consider Valium (diazepam) as adjunc¬ 
tive therapy. Valium (diazepam) acts rapidly to 
calm the patient, to reduce his psychic tension and 
relieve associated cardiovascular complaints. 
neurotic fatigue— the chronic tiredness resulting 
from emotional strain which so often accompanies 
psychogenic “heart” symptoms —also can be 
alleviated by this highly useful agent. Valium 
(diazepam) often achieves results where other psy¬ 
chotherapeutic agents have failed. 

Valium (diazepam) is generally well tolerated, and 
usually does not impair mental acuity or ability to 
function. If side effects such as ataxia and drowsi¬ 
ness occur, they usually disappear with dosage 
adjustment. 

Contraindications: Infants, patients with history of convulsive 
disorders or glaucoma. 

Warning: Not of value in the treatment of psychotic patients, 
and should not be employed in lieu of appropriate treatment. 

Precautions: Limit dosage to smallest effective amount in elderly 
patients (not more than 1 mg, one or two times daily) to preclude 
ataxia or oversedation. Advise patients against possibly hazard¬ 


Side Effects: Side effects (usually dose-related) are fatigue, 
drowsiness and ataxia. Also reported: mild nausea, dizziness, 
blurred vision, diplopia, headache, incontinence, slurred speech, 
tremor and skin rash; paradoxical reactions (excitement, de¬ 
pression, stimulation, sleep disturbances and hallucinations) and 
changes in EEG patterns. Abrupt cessation after prolonged over¬ 
dosage may produce withdrawal symptoms similar to those seen 
with barbiturates, meprobamate and chlordiazepoxide HC1. 

Dosage — Adults: Mild to moderate psychoneurotic reactions, 2 
to 5 mg b.i.d. or t.i.d.; severe psychoneurotic reactions, 5 to 10 
mg t.i.d. or q.i.d.; alcoholism, 10 mg t.i.d. or q.i.d. in first 24 hrs, 
then 5 mg t.i.d. or q.i.d. as needed; muscle spasm with cerebral 
palsy or athetosis, 2 to 10 mg t.i.d. or q.i.d. Geriatric patients: 
1 or 2 mg /day initially, increase gradually as needed. 

Supplied: Tablets, 2 mg, 5 mg and 10 mg; bottles of SO for con¬ 
venience and economy in prescribing. 

Roche Laboratories Division of Hoffmann-La Roche Inc. 
Nutley, N.J. 07110 


for somatic symptoms of psychic tension 

2-mg, 5-mg, 10-mg tablets 



(diazepam) 
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berube, lw : Alcohol induced hypoglycemia (Aug) 33-34 
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offenders in Balto (Feb) 71-2 
Broad attack on alcoholism urged (Apr) 97-98 
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symptoms (June) 131-133 
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gram (Jan) 113-115 

Treatment program for habitual drunkenness offenders 
(May) 133 
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105-106 

Allergy 

benack, rt: Allergy in private practice (Aug) 59-65 
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About the AMA-ERF (editorial (May) 15 
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ezpeleta, p; Pearson, JW: Redding, JS; Intravenous 
regional anesthesia (June) 29-31 

Antimicrobials—see Pediatrics 
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carroll, d: Personal and social aspects of rheumatoid 
arthritis (Jan) 105-106 

talbott, jh : Gout and gouty arthritis, selected aspects 
(Feb) 21-30 

Asthma 

Griffith, i: Childhood asthma and mental retardation 
(Oct) 109 

Award 

Baltimore news'’riters win 1965 medical journalism 
awards (Aug) 129 
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Baltimore City Hospitals, History of 
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public nuisance (1773-1882) (Jan) 87-90 
Chapter 2 Physicians, medical education and alms¬ 
houses: Advances in Baltimore (1773-1822) (Feb) 
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Chapter 5 Almshouse at Calverton: The beginning of 
scientific medicine (1840-1865) (May) 83-85 
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whitridge, j, jr; Coleman, RC: Medical and legal as¬ 
pects of human sterilization (Nov) 61-69 
wood, hc, jr: Medicine’s responsibility in solving popu¬ 
lation problems (July) 29-34 

Bone and Joint Diseases 

hunt, jc: Inflamatory diseases of bones and joints (Oct) 
83-88 

Brain Dysfunction—see Pediatrics 
Bronchi 

Morgan, wkc: Acute and chronic inflamation of the 
bronchial tree (Oct) 56-60 
light, jp: Chronic bronchitis (Jan) 109-11 

Business Management 

mcclure, wl: Annual business review (Dec) 135 
Check on your checking accounts (Apr) 121-122 
Collection routine, Part I (Sept) 149-150 
Collection routine, Part II (Oct) 139-141 
Meaning of condominium (June) 151-152 
New patient (Jan) 127 
Office tidiness (Mar) 119 

Personal vs professional responsibilities (Feb) 101 
What to do about Xmas gifts (Nov) 165-166 
What you should know about entertaining colleagues 
(May) 155 

Carcinoma 

baker, rr: Malignant tumors of the parotid gland (Dec) 
39-41 

baker, rr : Hoopes, J; Cherry, J; Lott, S: Malignant 
tumors of the tonsil (June) 41-45 
cherry, j; Lott. JS; Baker, RR: Cancer of the naso¬ 
pharynx (Sept) 69-71 
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cord (Nov) 33-34 

copeland, mm : Ultimate hope (Apr) 21-25 
lewison, ef: Breast cancer: Current concepts in clinical 
management (Apr) 39-45 
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wizenberg, mj : Is cancer curable by radiation therapy? 
(Feb) 67-68 

Child Welfare 

green, km: The abused child (Mar) 47-49 
reichelderfer, te : Accidents in children: What can we 
do about them? (Oct) 101-102 

Cholecystitis 

margulies, si; Brogdon, BG: Hyperplastic cholecystoses 
(July) 139-143 
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carroll, d: Burden of chronic disease (Apr) 83-86 
Problems of diagnosis in chronic diseases, Part I 
(June) 127-128 

Problems of diagnosis in chronic diseases, Part II 
(July) 135-137 


Clinical Laboratory—see Pathology 

Cystic Fibrosis—see Pediatrics 
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delawter, de : Oral drugs in treatment of diabetes melli- 
tus (Oct) 28-34 

Diabetes detection drive (Feb) 84 

ellenberg, m : Complications in the use of oral hypo¬ 
glycemic agents (Oct) 48-51 

feneburg, sk : Diabetes obesity: New concept and man¬ 
agement (Oct) 39-43 

Diagnosis 

morrison, s: More about the educated hand (as a diag¬ 
nostic tool; editorial) (Feb) 11 


Driving Hazards 

Symposium: Medical conditions constituting a hazard in 
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Baldwin, rw : MVD Medical Advisory Board 55 
Baldwin, rw : Mental retardation 57 
Baldwin, rw : Blackouts, fainting, fits, spasms, epi¬ 
lepsy 55-56 

doudoumopoulos, an: Psychiatric disorders 58 
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hulfish, b: Neurological problems 58 
kinnamon, hf: Orthopedic problems 57 
schoolman, lr : Diabetes 56 
WHITTLESEY, p: Cardiac disability 57 

Drug Addiction and Drug Intoxication 

krantz, j: Drug addiction (Mar) 43-45 
kurland, a: Narcotic addict: some reflections on treat¬ 
ment (Mar) 37-39 

silver, aa: Massive doses of ethamivan in severe pheno- 
barbital and tranquilizer intoxication (Apr) 55-58 

Encephalitis 

stolley, pd ; Janney, JH; Joseph, JM: Surveillance for 
arthropod-borne encephalitis in Maryland (July) 25-26 

Erythroblastosis Fetalis—see Pathology 


Executive Secretary 

Campbell, rvl: Why county medical societies need an 
executive secretary (editorial) (Jan) 23-25 
sargeant, j : (executive secretary’s newsletter) 


(Tan) 17-18 
(Feb) 17-18 
(Mar) 17-18 
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(May) 17-18 
(June) 17-18 


(July) 17-18 
(Aug) 9-10 
(Sept) 23-24 
(Oct) 17-18 
(Nov) 17-18 
(Dec) 17-18 


Exercise (see also Rehabilitation) 

Physiology of exercise (Sept) 123-125 


Eyes 

paton, d : Glaucoma patients: Plan for improved man¬ 
agement (May) 39-41 

Facial Rehabilitation 

hoopes, je; Edgarton, MT: Surgical rehabilitation after 
radical maxillectomy and orbital exenteration (Sept) 
91-97 


Faculty, Medical and Chirurgical, of the State of 
Maryland 

Business sessions: Special meeting, Jan 29, 1966 (Jul) 
49-51; annual meeting, Apr 6-9, 1966 (Jul) 52-62; 
semiannual meeting, Sept 9, 1966 (Nov) 82-87 
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(Jul) 21 
(Aug) 17-18 
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Gastrointestinal Tract 

aquino, fq, jr; Cocco, AE; Achalasia: present concepts 
and three cases (Dec) 75-81 

fischer, ra : Management of inflammation of upper gas¬ 
trointestinal tract (Oct) 62-76 

mech, kf: Surgical considerations in gastrointestinal 
bleeding (Sept) 29-32 

monias, mb: Standardized senna concentrate in postpar¬ 
tum bowel rehabilitation (Feb) 32 

General Practice 

himmelwright, go: (Maryland academy of general 
practice) : History and objectives of the A AGP (Sept) 
131-132 


Genetics 

taubert, hd; Moszkowski, EF; Saunders, OH: Tri¬ 
somy 17-18: The clinical scope of a chromosomal aber¬ 
ration (June) 48-55 

Geriatrics/Gerontology 

hersperger, wg : The bonus years (Aug) 49-54 

Glaucoma—see Eyes 

Growth Failure—see Pediatrics 

Gynecology 

friedel, hj : Candicidin: A new vaginal monolicide (Feb) 
36-37 

Handicapped 

gaines, ml, jr; Mauchline, D; Nadolsky, J; Miller, A: 
George, G: Vocational evaluation of handicapped 
(May) 114-126 

Health Services 

FARBER, re: (BALTIMORE CITY HEALTH DEPARTMENT) 

Alcoholism program (May) 151 
Behavioral study of TB patients (Dec) 129 
1965 Birth certificates show encouraging trend in pre¬ 
natal care (Nov) 153 
Dental health in Baltimore (Apr) 117 
Highlights of sanitary services for 1965 (Mar) 113-114 
Midyear analysis (Sept) 141-142 
New ambulance regulations (Aug) 110-112 
New comprehensive health services for children and 
youth (Oct) 125-127 

New immunization-birth record card (Jan) 123-124 
Rabies control (July) 153 
Suicide study (Feb) 92 

Tuberculosis tests for school personnel (June) 147 
VD darkfield examination service (Feb) 92 
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PEEPLES, WJ: (STATE OF 

health) Highlights 

(Jan) 121-122 
(Feb) 88-90 
(Mar) 115-116 
(Apr) 112-114 
(May) 147-148 
(June) 142-145 


MARYLAND DEPARTMENT OF 


(July) 149-150 
(Aug) 106-108 
(Sept) 137-138 
(Oct) 121-123 
(Nov) 151-152 
(Dec) 127-128 


Revised regulations relating to communicable diseases 
(Jan) 92 


Heart Disease 

altland, nr; Weitzman, E: Personality differentiation 
of patients with coronary artery disease (June) 63-65 
bix, hh: Aberrant conduction during auricular fibrilla- 
iton (Nov) 133-136 

carroll, d: Exercise tests in heart disease (Dec) 105- 
109 

Exercise and coronary artery disease (Nov) 145-147 
Clifford, jl : Evaluation of the hypertensive patient 
(Apr) 81-82 

conti, cr; Friesinger, G: Constrictive pericarditis (Dec) 
116-118 

dembo, dh : Post-resuscitation care after cardiac arrest 
(Jan) 103 

f.lias, eg ; Finney, W: Arrhythmias secondary to cranio¬ 
cerebral trauma (Sept) 75-88 
markowitz, m; Neill, CA: Physical activities for school 
children with heart disease (Apr) 104-108 
mclaughlin, js; Mansberger, A; Cowley, RA; Myo¬ 
cardial failure secondary to shock (Aug) 83-85 
nichols, j: Vocational rehabilitation of cardiac patient 
(Mar) 93-94 

voigt, gc : Lewis, KB: Idiopathic myocardiopathy, Part 
I: Clinical features (June) 123-124 
Idiopathic myocardiopathy, Part II: Treatment and 
the role of long term bed rest (July) 131-132 
weaver, kn: EKG in infants and children (May) 129- 
130 
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Cases 8 and 9—Anesthesia accidents (Jan) 119-120 
Case 10—Post-cesarean section death (Feb) 77 
Cas'e 11—Postpartum hemorrhage (Apr) 100-102 
Case 12—Cause of death undetermined (May) 135 
Case 13—Rupture of uterus (June) 135-136 
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Measles vaccine in prevention of mental retardation 
(Oct) 109 
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Washington Cty 99 
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Homicides 

Norton, sm; Smith, RT: Homicides in Baltimore (Sept.) 
52-66 

Hypertension (see also Pathology) 

russell, rp: Treatment of hypertensive states (June) 
23-27 

Hypnosis 

conn, jh : Medical hypnosis (Aug) 43-46 

Immunizations—see Pediatrics 
Infections, Neonatal—see Pediatrics 
Intensive Care Units 

miller, jh; Peters, JJ; Devese, IM: Basic considera¬ 
tions in the construction of an intensive care unit (Nov) 
72-75 

Jaundice, Neonatal—see Pediatrics 
Joints (see Bones and Joints) 

Journal, Maryland State Medical 

Journal changes editors (Oct) 23-24 

Library, Medical and Chirurgical Faculty 

Visits to County Society meetings (Jan) 129-130 
Interlibrary loan service (Feb) 107-109 
Changes in the library (May) 157-158 
Recent accessions (June) 153 
Recent accessions (Aug) 125-126 
Recent accessions (Dec) 138-140 

Lymph Node Biopsy—see Pathology 


Medical Technology—see Pathology 
Memorials 

Albert E. Goldstein Memorial Fund (Aug) 134 

Medical Ethics 

guerin, pf : Ethical and legal aspects of clinical pathology 
laboratories (June) 119-120 

hirschfeld, jh : Mores of medical practice (Mar) 23-24 
holman, ej : Ethics seminar for interns and residents 
(Dec) 27-31 

morrison, s: Critique of the medical profession (Apr) 
31-34 

Referring patients of one doctor to another (Apr) 133 
What constitutes professional misconduct (Apr) 9-10 

Medical Assistants, Maryland Association of 

(Apr) 125-126 (Sept) 157-158 

(July) 157-158 (Nov) 163-164 

(Aug) 121-122 (Dec) 133-134 

Medicolegal Problems 

farinholt, lw, jr; O’Donnell, WJ: Power of the state 
to impose medical treatment (June) 73-98 
solter, gd; Israelson, MR: Legal solutions to problems 
in daily medical practice (May) 61-78 
whitridge, j, jr; Coleman, RC: Medical and legal as¬ 
pects of human sterilization (Nov) 61-69 

Mental Health 

GORWITZ, K: (state OF MARYLAND DEPARTMENT OF 
MENTAL HYGIENE) 

Alcoholic patient (Oct) 131-133 

Demography of mental illness in Maryland (Nov) 40-49 

Employee-Patient ratios (June) 149 

Fact sheet for 1966 fiscal year (Sept) 145-146 


Mental health of the negro (Apr) 119 
Mentally retarded in psychiatric hospitals (Dec) 131- 
132 

Midyear report (Mar) 117 
National scene (May) 153 
Patient mortality (Jan) 125-126 

Patterns of retention, release and rehospitalization 
(Feb) 96-98 

Psychiatric care: changing patterns in Maryland (Dec) 
58-68 

Report to 15 southern states (July) 155 
Schizophrenic patient (Nov) 157-158 
Suicide (Aug) 114-119 

Trends of the mental hospital population of the US 
with special emphasis on Maryland (June) 67-69 

Mental Retardation—see Retardation 

Nursing 

brantigan, oc: Clinical nursing (May) 51-57 

Nursing Homes 

carroll, d: Medical care in a Baltimore nursing home 
(Feb) 63-66 

Obesity 

anderson, ir ; Berman, MJ: Eating patterns of obesity 
(Apr) 60-61 

Pathology (Maryland society of pathologists, inc.) 
adams, je : Curriculum needed in medical technology 
(May) 112 

adams, je : Pathologists, hospitals and society: a path¬ 
ologist’s plea for necessary autonomy (Nov) 115-116 
Automated clinical laboratory (Aug) 79-80 
breitenecker, r : Some of us will sweat for it (July) 
127-128 

guerin, pf : Ethical and legal aspects of clinical pathology 
laboratories (June) 119-120 

king, wb, jr: Amniocentesis in erythroblastosis fetalis 
(Sept) 115-117 

Post-mortem examination (Mar) 88-90 
petty, cs : Medicine—the outward look from within a 
specialty (Apr) 77 

rasmussen, p: Genetics of essential hypertension (Jan) 
99-100 

winslow, dj : Lymph node biopsy in infectious diseases 
(Feb) 55-58 

Pediatrics (Maryland chapter, American academy of 
pediatrics) 

bessman, sp: PKU Laws, model for the future? (July) 
145-146 

clemmens, rl : Syndromes of minimal brain dysfunction 
in children (May) 139-140 
Edgar Allan Poe school (Sept) 121 
good, ta ; Bessman, SP: Anabolic sex-related steroids in 
cystic fibrosis (Aug) 100-104 
gorten, mk: Neonatal jaundice (Feb) 80-81 
grossman, ms: Growth failure (Nov) 123-125 
Immunization schedule (Aug) 21-22 
klein, sw: Preventable neonatal infections (Jan) 117 
markowitz, m ; Neill, CA: Physical activities for school 
children with heart disease (Apr) 104-108 
Alaryland Poison control information center (Mar) 109 
weaver, kh : Diagnosis and treatment of streptococcal 
pharynigitis (June) 139-140 
ziAr, m: Antimicrobials (Dec) 103-104 

Pharyngitis, Streptococcal—see Pediatrics 

Physicians 

reese, jm : Presidential editorial (Physician, heal thyself) 
(May) 13-14 

PKU Laws—see Pediatrics 


Poe, Edgar Allan, School—see Pediatrics 
Poison Control—see Pediatrics 
Post-mortem Examination—see Pathology 
Preceptorships 

entwisle, g : Preceptorships and the practice of medi¬ 
cine (Dec) 45-52 

Prostatitis 

borwell, p: Prostatitis (May) 45-47 

Psychiatry 

gorwitz, k : Psychiatric care: Changing patterns in 
Maryland (Dec) 58-68 

mannino, fv ; Wylie, HW: Use of the physical examina¬ 
tion in a psychiatric clinic (Apr) 50-52 
rappeport, jr: Sex in marriage counseling (Sept) 35-40 

Psychology 

klee, gd: Psychological factors in drug administration 
(June) 59-61 

Quackery 

Crusaders against quackery (Jan) 15 

Radiology (Maryland radiological society) 
dennis, jm: Radiology for the medical student (Mar) 
101-103 

light, jp: Chronic bronchitis (Jan) 109-111 
margulies, si; Brogdon, BG: Hyperplastic cholecystoses 
(July) 139-143 

morrish, hf: Radiographic diagnosis of pelvic kidney 
(Apr) 92-93 

wizenberg, mj : Is cancer curable by radiation therapy? 
(Feb) 67-68 

Records 

What records must physicians keep? (Feb) 20 

Rehabilitation (rehabilitation section, Baltimore 
city medical society) 

carroll, d: Burden of chronic disease (Apr) 83-86 
Exercise and coronary artery disease (Nov) 145-147 
Exercise tests in heart disease (Dec) 105-109 
Medical care in a Baltimore nursing home (Feb) 63-66 
Problems of diagnosis in chronic diseases, Part I 
(June) 127-128 

Problems of diagnosis in chronic diseases, Part II 
(July) 135-137 

Use and abuses of bed rest (Aug) 89-90 
carroll, d; Brull, R: Personal and social aspects of 
rheumatoid arthritis (Jan) 105-106 
GAINES, ml; Mauchline, D; Nadolsky, J; Miller, A; 
George, G: Vocational evaluation of handicapped (May) 
114-126 

gessner, je : Home rehabilitation of the stroke patient 
(Oct) 105-107 

Heart Association of Maryland and its chapters (Mar) 
97-98 

Physiology of exercise (Sept) 123-125 

Retardation (Maryland association for retarded 
children inc.) (see also Mental Health) 
bartolos, m: Dermatoglyphics in medicine (May) 143- 
144 

corke, gc: Human development (Feb) 82 
Griffith, i: Childhood asthma and mental retardation 
(May) 107 

Measles vaccine in prevention of mental retardation 
(Oct) 109 

pearl, js: From TB to MR (Apr) 110 
Planting seeds of concern (Dec) 126 
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pommer, am : IQ, specific abilities, adaptive behavior 
(Sept) 129 

valletutti, pj : Improving communication between spe¬ 
cial education and medicine (Nov) 137-138 


Reynolds, rc : Renal medullary needs (Jan) 65-67 
schoolman, lr : Polycystic disease of the kidneys (Jan) 
37- 43 

Special techniques of intravenous urography (Jan) 77-82 


Stroke 

uessner, je: Home rehabilitation of the stroke patient 
(Oct) 105-107 

Suicide—see Mental Health 

—see Baltimore City Health Department 

Thorax 

schoolman, lr : Case of spontaneous chylothorax (Sept) 
46-58 

Urinary System 

chase, hv: Nephrotic syndrome (Jan) 44-54 

crouch, rd: Urological aspects of urinary tract infections 
(Jan) 71-74 

everett, hs : Urinary stasis and urinary infections in 
gynecological and obstetrical patients (Nov) 21-31 

furie, rj : Urine specific gravity and renal function 
(Jan) 61-62 

morrish, hf: Radiographic diagnosis of pelvic kidney 
(Apr) 92-93 


Vascular Disease 

classen, jn; Montague, ACW: Acute thrombophlebitis 
and its complications (Aug) 25-28 
henderson, cm; Adams, JE; Meyer, PD: Carotid artery 
aneurysms in patient with previously operated ipsi- 
lateral carotid aneurysm (Dec) 33-34 


Veneral Disease 

Maryland state department of health: Venereal dis¬ 
ease films available (Mar) 70 
stauch, je: Kopp, WVV: New rapid serologic screen¬ 
ing test for syphilis (June) 33-39 


Woman’s Auxiliary 

(Jan) 133 
(Feb) 111-112 
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(Oct) 145 
(Nov) 167-169 
(Dec) 137 
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